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SOME  ORTHOPEDIC  PROBLEMS  FOR  THE  GENERAL  PRACTITIONER* 

By  Wallace  H.  Cole,  M.D. 

Miller  Hospital  Clinic 
ST.  PAUL,  MINNESOTA 


As  with  all  other  specialties,  there  are  many 
phases  of  orthopedic  surgery  which  can  and 
should  be  handled  by  the  general  practitioner  or 
the  physician  first  coming  in  contact  with  the 
cases  in  question.  There  is  nothing  occult  about 
the  treatment  of  these  cases,  and  if  the  general 
principles  of  their  management  are  understood 
many  of  the  difficult  problems  which  confront 
the  specialist  in  bone  and  joint  work  later  on 
can  be  obviated.  Of  course,  only  a few  of  the 
major  conditions  can  be  discussed  at  this  time, 
but  it  is  felt  that  a review!  of  some  of  these  will 
help  reduce  to  a minimum  the  number  of  neg- 
lected cases.  In  a very  disconnected  way  the 
following  subjects  will  be  discussed:  (1)  con- 
genital club-foot;  (2)  the  so-called  obstetrical 
paralysis;  (3)  infantile  paralysis ; (4)  acute  sup- 
purative arthritis  and  osteomyelitis  ; and  (5)  static 
deformities  of  the  feet.  These  titles  have  not 
been  chosen  at  random  but  for  two  definite 
reasons : first,  the  lists  at  our  special  hospitals 
show  that  the  number  of  neglected  cases  coming 
under  some  of  these  headings  is  large ; and,  sec- 
ond, that  the  conditions  are  daily  problems  in 
the  practice  of!  an  orthopedist  and  must  also, 
although  probably  to  a lesser  extent,  be  frequent 
problems  for  a general  practitioner. 

You  will  note  the  frequent  recommendation 
for  the  use  of  plaster-of-Paris  in  the  treatment 

♦Presented  at  the  Forty-first  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D.,  May  23  and  24,  1928. 


of  these  cases  where  fixation  is  required,  and  it 
is  felt  very  strongly  that  this  is  the  best  medium 
for  such  fixation,  especially  where  the  cases  are 
not  under  hospital  care.  Splints,  of  course,  give 
perfect  fixation  in  most  cases  if  of  the  proper 
design,  but  it  is  possible  for  these  to  be  loosened 
and  to  become  maladjusted  if  the  patient  is  out 
from  under  the  doctor’s  observation  for  any 
length  of  time.  This,  of  course,  is  practically 
impossible  with  a properly  fitting  plaster-of- 
Paris  dressing.  A word  further  at  this  time 
about  plaster-of-Paris  may  not  be  amiss.  It  is 
almost  impossible  to  buy  good  bandages,  and  this 
means  that  the  doctor  must  make  his  own,  or 
have  the  nurse  in  his  office  prepare  them.  The 
materials  to  be  used  should  be  carefully  chosen 
and  the  plaster-of-Paris,  both  before  being 
made  into  bandages  and  afterward,  must  be  kept 
in  air  tight  tins.  The  plaster  itself  should  be  of 
the  best  grade  and  not  too  “fast”  in  setting. 
The  slower  dental  plasters  or  the  best  molding 
plaster  should  be  used.  Starch-sized  crinoline 
of  about  32  mesh  is  the  best  material  for  mak- 
ing the  bandages  and  this  should  be  cut  or  torn 
to  the  widths  desired,  usually  two,  four,  and 
six  inches,  and  rolled  into  six  yard  lengths.  If 
one  or  two  threads  are  removed  from  the  torn 
edges  the  annoying  ravelings  which  would  other- 
wise come  out  during  application  of  the  bandage 
are  done  away  with.  The  plaster  is  incorporated 
into  the  crinoline  by  rubbing  it  in,  either  with 
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the*  hand  or  with  a wooden  tongue-depressor, 
and  the  bandage  is  rolled  loosely  so  that  when  it 
is  immersed  the  water  may  penetrate  readily  to 
all  parts.  After  a bandage  is  finished  it  may 
be  wrapped  in  a paper  napkin  so  as  to  prevent 
loss  of  plaster  if  desired,  but  this  is  a point  which 
is  felt  to  be  unnecessary  by  many  individuals 
and  certainly  if  the  bandages  are  handled  care- 
fully the  loss  of  plaster  is  not  great.  The 
finished  bandages  should  be  placed  in  a covered 
tin  box  until  required,  as  any  moisture  in  the 
air  tends  to  produce  a premature  setting  in  the 
plaster  and  thus  decreases  its  efficiency  when 
used  later  on.  When  using  the  bandages 
use  tepid  or  cold  water  and  never  add  salt 
to  the  water  as,  although  this  hastens  setting, 
it  makes  the  plaster  much  more  friable  and 
less  strong.  Of  course,  the  bandages  should 
not  be  wrung  upon  removal  from  the  water  as 
this  will  wash  out  some  of  the  plaster  and  leave 
chiefly  crinoline.  All  plaster-of-Paris  dressings 
should  be  applied  over  a well  padded  part  and 
should  be  carefully  molded  to  that  part  so  as  to 
equalize  the  pressure  and  not  cause  undue  pres- 
sure on  ail}-  one  spot,  especially  where  the  bones 
are  near  the  skin.  Constant  rubbing  of  the 
plaster  during  application  makes  the  dressings 
more  homogeneous  and  smoother  and,  therefore, 
more  comfortable  and  efficient. 

(1)  Congenital  club-foot. — It  has  been  said, 
and  without  any  great  degree  of  exaggeration, 
that  the  treatment  of  congenital  club-foot  should 
start  with  the  delivery  of  the  placenta.  Certainly 
it  should  not  be  put  off  for  more  than  a few  days 
as  it  is  this  early  delay  that  is  responsible  for  a 
great  deal  of  the  difficulties  later  on.  Studies 
made  in  various  clinics  seem  to  show  that  if  in- 
fants are  seen  before  they  are  six  weeks  of  age, 
and  proper  treatment  started  and  carried  through 
to  the  end,  almost  100  per  cent  of  cures  will  re- 
sult. After  this,  however,  the  percentage  falls 
rather  rapidly  until  a perfect  cure  is  a rarity, 
and  finally  an  impossiblity  on  account  of  the  ad- 
vancing age.  It  was  recently  stated  by  a well- 
known  orthopedist  that  at  the  present  time  he 
rarely  sees  a club-foot  in  an  older  child  on  ac- 
count of  the  fact  that  most  cases  were  now  re- 
ceiving proper  treatment  earlier.  One  working 
in  a hospital  for  crippled  children,  such  as  the 
Gillette  State  Hospital,  in  St.  Paul,  or  a unit  of 
the  Shriners’  Hospitals,  realizes,  alas,  that  the 
older  cases  are  still  far  from  uncommon  and  that 
adult  club-foot  is  hardly  a rarity.  Since  the 
Twin  Cities  unit  of  the  Shriners’  Hospitals  for 
Crippled  Children  was  opened,  in  March,  1923, 
we  have  admitted  ninety-seven  cases  of  club- 


foot, many  of  which,  of  course,  had  had  a cer- 
tain amount  of  treatment,  but  in  none  of  which 
had  it  been  properly  carried  through,  either  be- 
cause the  parents  did  not  keep  the  child  under 
medical  supervision  or  else  such  supervision  was 
not  adequate  to  the  case.  The  treatment  can  be 
intelligently  carried  out  only  if  the  nature  of  the 
deformity  is  understood,  and  this  deformity  is 
rather  complicated,  as  the  common  talipes 
equinovarus  is  a combination  of  several  simpler 
deformities.  In  the  foot  we  find  a tilting  of  the 
os  calcis  toward  the  median  side,  an  adduction 
of  the  front  of  the  foot,  and,  to  a greater  or 
lesser  extent,  a flexion  of  the  toes.  The  foot 
itself  is,  of  course,  in  an  equinovarus  position  in 
relation  to  the  leg  and  may  be  also  frequently 
rotated  medianwards. 

As  soon  as  the  infant  is  seen,  on  the  day  of 
birth  if  possible,  manipulations  should  be  started, 
and  these  must  be  directed  toward  correcting  all 
of  the  deformities  named.  Between  manipula- 
tions the  foot  can  be  held  in  a small  plaster-of- 
Paris  or  metal  splint,  or,  as  preferred  by  some 
men,  it  can  be  strapped  with  adhesive  plaster  in 
the  position  of  maximum  obtainable  correction. 
The  adhesive  quickly  irritates  some  skins  so  that 
the  plaster  splint  is  recommended  if  an  intelli- 
gent mother  or  nurse  is  taking  care  of  the  child. 
In  cases  where  no  home  supervision  is  possible 
circular  plasters  are  usually  advisable.  These 
must  be  applied  later  on  even  with  the  preferred 
treatment,  and  should  run  above  the  knees  if  any 
degree  of  medial  rotation  is  present,  as  only  in 
this  way  can  that  deformity  be  overcome.  The 
plaster  splints  and  circular  plaster  should  be  fre- 
quently changed  and  advantage  taken  of  the  re- 
laxation which  has  occurred.  When  over  cor- 
rection has  been  obtained  the  foot  must  be  held 
in  this  position  until  voluntary  active  over-cor- 
rection is  possible,  for  not  until  then  is  the  de- 
formity cured,  no  matter  how  excellent  the  ana- 
tomical results  may  seem  to  be.  When  the  child 
starts  to  walk,  the  outer  edge  of  the  shoe  should 
be  raised  one-fourth  of  an  inch,  and  we  have 
found  it  very  satisfactory  to  re-enforce  this  edge 
with  a small  flange  of  steel.  One  point  in  this 
treatment  of  congenital  club-foot  can  not  be  over- 
emphasized, and  that  is  that  we  should  never 
operate  on  an  early  club-foot.  Tenotomy  of 
the  tendo  achillis  is  absolutely  contra-indicated, 
although  manipulation  under  an  anesthetic  is,  of 
course,  sometimes  necessary  in  the  slightly  older 
infants.  . The  treatment  of  the  older  cases  of 
club-foot  does  not  come  within  the  scope  of  this 
paper. 

(2)  So-called  obstetrical  paralysis. — Fortu- 
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nately  these  cases  are  not  common,  but  we  see 
enough  of  them  in  a neglected  state  to  suggest 
a review  of  the  early  care  and  treatment.  As 
you  know,  this  condition  is  caused  by  a tear  of 
the  brachial  plexus.  The  milder  cases,  usually 
those  of  the  “upper  arm  type,”  where  only  the 
upper  portion  of  the  brachial  plexus  is  torn,  can 
be  treated  conservatively,  and  this  treatment 
must  be  started  as  soon  as  the  case  is  recognized. 
The  object  of  this  conservative  treatment,  in 
addition  to  relaxing  the  torn  plexus,  is  to  pre- 
vent contraction  of  the  uninvolved  muscles  and 
to  take  the  stretch  from  the  paralyzed  muscles, 
thus  allowing  these  latter  to  recover  more  surely 
and  rapidly*  and  in  general  to  prevent  subse- 
quent shoulder- joint  deformity.  To  apply  this 
principle  it  is  necessary  to  realize  that  in  the 
typical  case  the  arm  hangs  flaccid  at  the  side 
with  the  elbow  extended  and  the  whole  ex- 
tremity internally  rotated,  due  to  involvement 
of  the  abductors  and  the  outward  rotators  of 
the  arm.  The  position  in  which  these  cases 
must  be  placed,  therefore,  is  one  opposite  to 
that  of  the  position  assumed ; that  is,  the  arm 
must  be  abducted  for  at  least  90  degrees,  out- 
wardly rotated  so  that  the  hand  points  towards 
the  ceiling,  the  elbow  must  be  flexed  to  a right 
angle,  and  the  forearm  supinated.  These  latter 
positions  are  necessary,  as  the  flexors  and  sup- 
inators of  the  forearm  are  also  frequently  in- 
volved. To  hold  the  extremity  in  this  position 
in  a newly  born  infant  is  sometimes  difficult, 
but  a plaster-of-Paris  shell  or  a wire  or  metal 
splint  can  be  made  without  much  trouble,  and 
the  arm  kept  bound  into  it  at  all  times.  Of 
course,  passive  and  active  exercise  should  be 
started  as  soon  as  practicable.  By  following 
out  the  treatment  outlined  it  is  possible  to  pre- 
vent the  more  or  less  fixed  deformities  that 
occur  later  on,  and  in  many  cases  to  obtain  a 
practical  cure.  In  the  severe  cases  where  the 
entire  plexus  is  apparently  involved  operative 
repair  gives  the  infant  the  best  chance,  but  even 
then  the  prognosis  is  usually  poor  for  good  func- 
tion of  the  arm. 

(3)  Infantile  paralysis. — Over  40  per  cent  of 
the  cases  admitted  to  our  orthopedic  hospitals 
are  suffering  from  infantile  paralysis,  and  a large 
number  of  these  have  developed  more  or  less 
severe  deformities.  Almost  100  per  cent  of 
these  deformities  are  preventable  and  are,  there- 
fore, due  to  early  neglect]  in  the  treatment  of 
the  cases.  Naturally,  the  treatment  of  such 
cases  entails  much  more  suffering  for  the  chil 
dren  than  would  be  necessary  if  no  deformities 
existed.  The  strictly  orthopedic  treatment  of 


a case  of  infantile  paralysis  should  start  the 
moment  the  disease  is  diagnosed,  and,  although 
many  of  these  cases  are,  of  course,  extremely 
ill,  this  general  reaction  to  fthe  disease  is  no 
contra-indication  to  the  beginning  of  the  appli- 
cation of  the  predominant  principle  of  rest.  By 
rest  is  meant  not  only  the  holding  of  the  par- 
alyzed parts  quiet,  but  also  the  placing  and  keep- 
ing of  them  in  such  a position  that  the  involved 
muscles  are  relaxed.  The  feet  must  be  pro- 
tected from  the  deforming  force  of  pressure  of 
the  bed  clothes,  and  the  bad  effects  of  gravity 
must  be  neutralized  by  absolute  recumbency. 
To  accomplish  this  rest  one  of  the  simplest 
methods  is  to  place  the  individual  upon  a simple 
gas-pipe  or  Bradford  frame  with  the  lower  ex- 
tremities, if  these  are  involved,  in  light  posterior 
splints  which  hold  the  knees  straight  but  not 
hyperextended,  and  the  foot  at  a right  angle. 
If  the  upper  extremities  are  involved  the  same 
principle  of  relaxation  of  the  paralyzed  muscles 
must  be  applied,  and  here  also  light  splints  may 
be  used,  or,  if  the  deltoid  muscle  alone  is  in- 
volved, the  hand  can  be  tied  to  the  head  of  the 
bed,  thus  keeping  the  arm  abducted  and  that 
muscle  relaxed.  After  applying  this  treatment, 
the  acute  cases  are  much  more  comfortable,  and, 
of  course,  the  paralyzed  muscles  are  placed  in 
the  best  possible  condition  for  recovery.  With 
a continuation  of  this  treatment  deformities  are 
prevented,  and  the  ultimate  treatment  is  greatly 
simplified,  and,  therefore,  this  need  for  strict  rest 
cannot  be  made  too  prominent.  No  massage  or 
other  physiotherapeutic  measure  should  be 
started  until  all  signs  of  the  acute  disease  have 
subsided,  and  absolutely  all  sensitiveness  and 
tenderness  have  disappeared.  After  this  stage, 
however,  muscle  training,  etc.,  must  be  pushed. 
It  is  frequently  very  hard  to  convince  parents 
that  these  measures  should  not  be  indulged  in 
early,  but  there  is  absolutely  no  doubt  that  many 
cases  have  been  retarded  in  their  recovery  by 
an  early  enthusiasm  for  doing  something.  Rest 
in  the  fullest  sense  is  always  indicated  in  the 
early  stages  of  this  disease.  Statistics  show  that 
early  weight  bearing  is  also  a deterrent  to  re- 
covery and  in  general  it  can  be  stated  that  no 
case  of  infantile  paralysis  should  be  allowed  to 
attempt  to  walk  until  at  least  six  months  from 
the  date  of  the  onset  of  the  disease.  Of  course, 
active,  non-weight  bearing  exercise,  such  as  that 
which  can  be  obtained  in  swimming,  should  be 
encouraged  before  this,  if  possible.  The  later 
treatment  with  braces  or  operative  measures  is 
a field  which  cannot  be  touched  upon  here. 

(4)  Acute,  suppurative  arthritis  and  osteomy- 
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elitis. — These  two  subjects  are  being  considered 
together,  as  acute  osteomyelitis  frequently  even- 
tually involves  the  nearby  joints,  especially  when 
around  the  hip,  and  the  points  which  it  is  de- 
sired to  bring  out  at  this  time  are,  therefore, 
theirs  in  common.  Some  of  thei  most  pitiful 
cases  which  one  sees  are  the  neglected  suppura- 
tive joints  in  children,  and  one  has  only  to  glance 
at  the  photographs  of  a few  of  these  cases  to 
realize  what  proper  early  treatment  would  have 
meant.  It  is  impossible  on  account  of  lack  of 
time  to  go  into  a detailed  discussion  of  such 
cases,  but  with  the  signs  of  acute  infection,  both 
general  and  local,  which  are  always  present,  it 
should  be  possible  to  arrive  at  a correct  conclu- 
sion in  most  cases.  No  time  should  then  be  lost 
in  establishing  proper  drainage  from  the  point 
of  infection  either  into  the  joint  itself  or  from 
the  nearby  bone.  In  addition  to  this  the  involved 
joint  or  joints  should  be  kept  at  rest  and  in  good 
position  so  that  if  ankylosis  does  occur  the  parts 
will  be  in  the  best  possible  position  for  future 
function.  In  the  lower  extremity  a small  weight 
and  pully  traction  is  frequently  enough  to  hold 
parts  in  a satisfactory  position,  and  this  will  also, 
of  course,  reduce  muscle  spasm  and  pain  in  the 
affected  part.  Plaster-of-Paris  dressing  may 
also  be  applied  with  windows  cut  over  the  areas 
of  drainage.  Where  a case  is  under  observation 
in  a hospital  the  weight  and  pulley,  where  such 
supporting  apparatus  may  be  necessary,  is  to 
be  preferred,  but  where  a case  has  gone  home 
and  cannot  be  properly  supervised  there  is  no 
doubt  that  plaster-of-Paris  fixation  is  pre-emi- 
nent. The  Wilms  treatment  for  suppurative 
joints  and  the  method  of  Cotton,  where  irrigation 
is  used,  with  closure  of  the  joint  cavity  immedi- 
ately afterwards,  are  of  course  applicable  in 
some  of  these  cases,  but  the  other  factors  must 
not  be  forgotten. 

(5)  Static  deformities  of  the  foot. — Although 
this  subject  is  not  in  any  way  related  to  those 
which  have  been  discussed,  it  was  thought  that 
in  a paper  of  this  character  a few  words  about 
feet  might  be  helpful.  Too  much  has  probably 
been  said  about  the  arches  of  the  feet  and  too 
much  stress  placed  upon  the  anatomy  of  the 
foot  rather  than  upon  its  function.  Certainly 
the  height  of  the  arches  has  little  to  do  with  their 
function,  and  in  considering  the  common  foot 
ailment,  that  of  foot  strain,  it  is  necessary  to 
realize  that  the  arches  are  more  analogous  to 
the  springs  of  an  automobile  than  to  an  archi- 
tectural arch.  The  arches  are  supported  by  liga- 
ments and  muscles,  and  when  there  is  a wrongly 
distributed  strain  on  these  and  also  on  the  joints 


of  the  foot  a painful  foot  strain  develops.  Most 
feet  of  this  character  are  definitely  pronated, 
with  abduction  of  the  front  of  the  foot.  This 
faulty  position  causes  loss  of  muscular  balance 
and  predisposes  to  strain.  When  symptoms  de- 
velop examination  usually  shows  that  there  are 
pain  and  tenderness  in  the  region  of  the  longi- 
tudinal arch,  especially  over  the  anterior  cal- 
caneoscaphoid  ligament.  The  feet  may  be  flex- 
ible, but  there  is  frequently  some  interference 
with  full  motion,  due  to  swelling  or  pain. 

The  treatment  of  these  cases  depends  upon 
the  severity  of  the  symptoms.  In  the  very  acute 
cases  absolute  rest  in  bed  is  indicated,  with  or 
without  enforcement  of  this  rest  by  the  use  of 
plaster-of-Paris  dressings.  In  the  milder  cases 
— the  so-called  chronic  foot  strain — the  chang- 
ing of  the  balance  of  the  foot  with  strengthen- 
ing of  the  weakened  muscles  by  exercises  is  the 
main  indication.  The  pronation  can  be  corrected 
by  so  modifying  the  shoe1  that  the  weight  will 
be  shifted  to  the  outer  edges  of  the  foot.  This 
is  usually  done  by  means  of  a Thomas  heel,  with 
or  without  the  addition  of  a so-called  anterior 
flapper.  The  Thomas  heel  is  formed  by  elongat- 
ing the  inner  edge  of  the  heel  from  y2  to  one 
inch  and  raising  the  inner  edge  from  3/16  to 
of  an  inch.  It  will  be  seen  that  with  this  modi- 
fication it  is  impossible  for  a foot  to  pronate  if 
the  shoe  fits  it  properly,  and  that,  therefore,  the 
strain  on  the  weakened  structures  is  relieved. 

A rigid,  painful  foot  is  usually  accompanied 
by  a certain  degree  of  spasm  of  the  peroneal 
muscles,  and  this  condition  may  follow  an  in- 
fection or  an  injury,  or,  as!  is  frequently  the 
case,  be  the  result  of  an  untreated  or  improperly 
treated  acute  foot  strain.  No  amount  of  con- 
servative treatment  will,  as  a rule,  correct  this 
and  manipulation  under  an  anesthetic,  with  or 
without  resection  of  the  peroneal  tendons,  is 
necessary.  A plaster-of-Paris  dressing  with  the 
foot  in  inversion  and  the  forefoot  adducted,  is 
then  applied  and  left  on  for  about  two  weeks 
after  which  proper  balancing  of  the  shoes,  with 
corrective  exercises  and,  if  possible,  physiother- 
apy is  indicated. 

The  so-called  anterior  arch  of  the  foot  is  also 
liable  to  strain,  and  anterior  metatarsalgia  is  a 
very  common  condition.  The  symptoms  of  this 
vary  from  moderate  discomfort  only  to  excru- 
ciating pain  in  the  front  of  the  foot,  usually  in 
the  region  of  the  fourth  metatarsal  head  and  re- 
ferred to  the  toe.  The  lesion  is  present  usually 
in  one  foot  only  and  the  treatment  is  not  difficult 
in  the  average  case.  Support  of  the  anterior 
arch  is  needed  and,  in  the  very  acute  cases,  rest 
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or  strapping  of  the  foot  in  the  convex  position. 
The  simplest  procedure  in  the  average  case  is  to 
apply  an  anterior  heel  or  bar  of  leather  into  or 
onto  the  sole  of  the  shoe  behind  the  metatarsal 
heads.  The  immediate  relief  which  follows  in 
many  cases  is  very  striking. 

In  closing,  it  is  hoped  that  this  brief  review 
will  call  to  your  attention  again  the  necessity 
for  early  treatment  in  the  conditions  mentioned 
and  show  you  by  what  simple  means  the  needed 
measures  can  be  carried  out. 

DISCUSSION 

Dr.  W.  H.  Witherstine  (Grand  Forks,  N.  D.) : 
This  is  not  the  first  time  we  have  had  the  pleasure 
of  listening  to  Dr.  Cole.  He  conies  before  us  again 
to-day,  as  he  has  in  the  past,  a master  of  his  sub- 
ject. He  comes,  as  all  big  men  do,  not  to  exploit 
some  contraption  that  only  he  himself  can  under- 
stand and  use,  but  to  tell  how  to  get  results  by 
the  most  simple  methods.  He  has  demonstrated 
appartus  that  is  available  to  any  of  us  at  any  time, 
but  it  is  evident  that  in  order  to  obtain  results  from 
this  simple  apparatus  it  must  be  used  skillfully. 
Just  how  much  skill  should  be  necessary?  Dr.  Cole 


ues  the  term  “general  practitioner.”  I never  did 
like  that  term,  but  I suppose  it  is  because  the  term 
is  overworked  by  those  who  suddenly  decide  to  take 
up  some  special  line  of  work,  but  as  used  by  Dr. 
Cole  it  means  those  of  us  who  see  these  cases  at 
the  beginning  of  the  trouble,  and  I think  that  means 
each  one  of  us.  I think  he  is  right,  that  after  a 
study  of  his  methods  any  of  us  can  use  them,  and 
use  them  properly. 

Dr.  Cole  emphasized  that  early  action  is  necessary 
in  these  cases,  almost  emergency  action.  We  do  not 
think  of  club-foot  as  an  emergency,  but  it  is  almost 
that.  Osteomyelitis  we  know  is  an  emergency.  We 
are  not  all  prepared  to  do  an  open  drainage,  but  we 
can  all  be  on  our  guard  and  not  follow  such  a case 
along  under  the  diagnosis  of  inflammatory  rheu- 
matism. We  can  strive  to  make  the  proper  diagno- 
sis and  if  we  cannot  treat  these  cases  ourselves  we 
can  take  them  to  someone  who  can  drain  them. 

I think  if  we  will  take  this  timely  advice  to 
heart  and  get  busy  and  master  these  simple  methods, 
North  Dakota’s  contribution  to  the  hospitals  for 
crippled  children  will  be  less  than  it  has  been  in 
the  past. 

Dr.  Cole  (closing):  I only  wish  to  thank  you 
again  for  the  privilege  of  coming  up  here,  and  to 
thank  Dr.  Witherstine  for  his  friendly  discussion. 
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For  a number  of  years  I was  performing  so- 
called  ambulatory  excision  of  varicose  veins. 
A large  percentage  of  these  were  complicated 
by  ulcers  and  potential  infections,  and  for  this 
reason  the  method  was  discontinued.  A num- 
ber of  patients,  where  ulcer  was  present,  were 
treated  with  parathyroid  extract  on  the  theory 
that  these  were  the  result  of  lowered  calcium 
metabolism.  Practically  no  results  could  be 
seen  from  this  method  of  treatment,  except  pos- 
sibly in  two  cases,  so  it  was  also  discontinued. 
These  cases  received  the  medication  by  mouth 
and  not  hypodermically.  They  were  not  given 
supportive  treatment  or  injections  at  the  time. 

During  the  past  three  years,  at  the  University 
Dispensary  and  in  my  office,  I have  treated  over 
four  hundred  cases  by  the  use  of  sclerosing  solu- 
tions, and  the  knowledge  gained  from  this  ex- 
perience will  be  dwelt  upon  in  this  paper. 

Travel,  in  1904,  tried  to  popularize  the  in- 
jection treatment  of  varicose  veins  by  using  a 
5 per  cent  phenol  solution,  but  he  met  with  so 
little  enthusiasm  or  success  that  the  method  was 
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practically  discarded  by  him  until  after  the 
World  War.  Linser,  working  in  the  Tubingen 
Clinic  in  1911,  accomplished  good  results  by  the 
use  of  one-half  of  one  per  cent  sublimate  solu- 
tion. For  high  situated  varicosities,  especially 
near  the  inguinal  region,  he  used  a 15  to  30  per 
cent  sodium  chloride  solution.  However,  after 
the  World  War  it  was  noted  especially  through- 
out France  that  when  a novarsenical  product 
very  rich  in  soda  was  injected  there  was  pro- 
duced a rapid  sclerosis  of  the  venous  segment 
injected.  This  sclerosis  of  the  vein  resulted 
usually  without  pain,  edema,  motor  interference, 
trophic  complications,  or  phlebitic  reaction.  It 
was  soon  determined  that  arsenic  was  not  the 
causative  agent  for  the  venous  sclerosis,  but  that 
the  soda  associated  was  the  causative  factor. 
Among  the  various  drugs  tried,  sodium  bicar- 
bonate was  at  once  discarded  on  account  of  the 
escharotic  action.  Sodium  salicylate  was  used 
and  this  proved  very  effective.  Sicard  and  Gene- 
vrier  were  very  enthusiastic  over  the  results  ob- 
tained by  using  a solution  of  sodium  salicylate 
that  varied  in  strength  from  20  to  40  per  cent, 
the  quantity  to  be  injected  varying  from  2 to 
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6 c.c.  according1  to  the  strength  of  the  solution 
used.  J.  A.  Sicard  and  L.  Ganguir  had  very 
good  results  with  biniodide  of  mercury,  but  this 
was  discarded  on  account  of  the  the  painful  re- 
action that  resulted  on  the  following  day.  How- 
ever, if  salicylate  injections  were  not  successful, 
Sicard  used  the  biniodide  of  mercury.  Southwaite 
uses  either  quinine  or  sodium  salicylate  solution. 
In  the  States,  of  the  men  who  are  doing  a great 
deal  of  this  work,  McPheeters  prefers  a sodium 
chloride  solution,  while  Hayes  prefers  a bichlo- 
ride solution. 

So  many  different  opinions  and  theories  have 
been  given  as  the  cause  of  varicose  veins  that  a 
detailed  discussion  here  is  inadvisable,  yet  a few 
remarks  might  be  made.  There  is  undoubtedly 
a hereditary  factor  to  be  considered.  Obstruc- 
tion plays  a part,  as  is  evidenced  during  preg- 
nancy or  by  the  wearing  of  tight  bands  or 
garters.  Tumors  within,  the  pelvis  and  prob- 
ably habitual  constipation  also  play  a part. 
Turner  of  London  lays  great  stress  upon  ob- 
struction at  the  oval  window,  which  is  due  to 
an  anatomical  structure  deformity.  It  is  my 
opinion  that  varicose  veins  results  from  two 
conditions : heavy  work  in  a fixed  standing  po- 
sition, so  frequently  seen  in  streetcar  motormen, 
laborers,  and  the  like,  and  a hereditary  defect 
or  anomaly  in  the  valves  of  the  veins.  An  in- 
teresting phase  of  this  condition  is  the  frequent 
association  of  flat-feet,  estimated  by  various  ob- 
servers to  be  between  25  and  50  per  cent.  Just 
as  so  many  cases  of  flat-feet  develop  after  a pro- 
longed illness,  such  as  typhoid  fever,  so,  also, 
do  varicose  veins  or  varicosities  develop  follow- 
ing such  infections. 

It  does  not  seem  conceivable  that  with  a dis- 
ability that  causes  such  a varied  group  of  symp- 
toms so  severe  as  to  cause  incapacitation  no  re- 
search work  was  carried  out  in  detail  in  regard 
to  embryology  of  the  venous  system  until  Kemp- 
meier’s  work,  in  1926,  on  “Origin  and  Mode  of 
Venous  Valves.”  Description  of  topographical 
arrangement  of  veins  corresponds  quite  well  in 
all  standard  text  books.  It  is  Kempmeier’s  be- 
lief that  factors  underlying  functions  of  valves 
must  be  sought  not  in  the  circulation  itself  but 
extrinsically,  that  is,  in  the  effects  of  compres- 
sion upon  the  peripheral  venous  plexus.  Pe- 
ripheral valves  are  laid  down  primarily  in  areas 
of  muscular  activity  at  the  time  that  the  fetus 
begins  to  execute  skeletal  movements,  while  in- 
trinsic gateways  of  propulsive  force,  for  ex- 
ample the  heart,  are  laid  down  much  earlier. 
The  first  valves  of  the  saphenous  veins  in  the 
human  fetus  are  laid  down  and  begin  to  form 


at  approximately  three  and  one-half  months  and 
are  completely  formed  at  the  end  of  the  fifth 
month  of  intra-uterine  life.  They  occur  first 
in  the  upper  or  proximal  end  of  the  saphena 
magna.  In  their  formation  there  is  first  noticed 
a pair  of  inconspicuous  or  transversely  placed 
endothelial  ridges  inside  the  veins.  By  the  in- 
vasion of  the  mesenchyme,  the  elongation  and 
slanting  of  the  ridges,  there  is  a concavity 
formed  on  the  leeward  side  and  the  anlagen  are 
gradually  converted  into  valval  sacs.  With 
this  there  are  a retardation  in  growth  and  de- 
ficiency in  the  circular  muscle  development  of 
the  tunica  media.  In  the  new  born  the  vein  is 
only  one-fourth  or  one-fifth  as  wide  at  the  point 
of  attachment  of  the  valves  as  in  other  parts  of 
the  vein.  The  valves  are  usually  bicuspid,  but 
atypical  valves,  either  unicuspid  or  tricuspid, 
may  develop.  Most  valves  are  located  just  dis- 
tal to  tributaries  or  they  may  follow  in  close 
sequence,  as  many  as  three  valves  being  found 
in  a distance  of  4 mm.  As  to  the  number  of 
valves  in  the  veins  of  the  lower  extremities, 
opinions  vary.  Hess  found  one  in  the  femoral 
vein  above  the  communication  with  the  saphena 
magna  in  72  per  cent  of  cases,  and  two  in  an- 
other 5 per  cent.  Valves  are  always  present 
below  that  point  and  were  almost  without  ex- 
ception bicuspid  in  character.  Rarely  was  a 
tricuspid  valve  found,  and  at  times  instead  of 
well  shaped  cusps  they  remained  as  anlagen, 
which  look  like  a shallow-arched  cicatricial  con- 
traction, or  furrow,  running  transversely  in  the 
intima  of  the  vein.  According  to  Bardeleben, 
below  the  point  of  entrance  of  the  saphena 
magna  the  valves  may  vary  as  low  as  four,  and 
according  to  Cunningham  as  high  as  twenty. 
Kosinski,  in  a study  of  the  saphena  parva  in  a 
series  of  124  legs,  found  the  aggregate  of  valves 
to  be  between  seven  and  eleven  in  60  per  cent 
of  the  cases  and  to  be  independent  of  the  age 
or  size  of  the  individual,  the  youngest  being 
twenty-three  years  of  age  and  the  highest  num- 
ber thirteen — in  two  men,  one  of  whom  was  88 
years  of  age. 

The  symptoms  for  which  patients  with  vari- 
cose veins  come  for  relief  may  vary  from  cos- 
metic reasons  only  to  those  of  complete  inca- 
pacitation. There  may  be  edema  of  the  legs, 
associated  with  pain  of  a dull  type,  which  may 
increase  to  that  of  cramp  so  severe  as  to  inca- 
pacitate the  individual.  The  cramps  usually  come 
on  after  the  patient  has  been  working  for  several 
hours  and  are  most  commonly  complained  of  by 
clerks  or  persons  working  in  a standing  position 
for  an  extended  time.  At  times  it  i&  difficult 
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to  determine  whether  pain  conies  as  a result  of 
associated  flat-feet,  or  as  a result  of  the  vari- 
cose veins.  Edema  of  the  legs  is  quite  common 
and  this  may  be  associated  with  a recent  phlebi- 
tis. Ulcers  may  be  present,  and  they  may  al- 
most completely  encircle  the  leg.  They  are  com- 
monly located  on  the  inner  surface  of  the  leg 
and  become  more  and  more  frequent  as  the 
region  of  the  internal  malleolus  is  approached. 
This  corresponds  to  the  terminal  distribution  or 
source  of  the  saphena  magna,  where  the  venous 
pressure  is  the  greatest,  especially  during  the 
process  of  walking.  Here  the  pendulum  move- 
ment of  the  lower  extremities  must  be  consid- 
ered as  increasing  the  pressure.  In  point  of 
frequence  of  location  the  outer  surfaces  of 
the  leg  extending  down  to  the  region  of  the  ex- 
ternal malleolus  come  next.  This  marks  the 
terminal  sources  of  the  saphena  parva.  If  care- 
ful examination  is  made  there  will  usually  be 
found  a venous  varix  proximal  to  the  ulcer,  al- 
though it  may  be  entirely  concealed.  Some  of 
these  low-placed  ulcers  give  almost  unbearable 
pain,  especially  at  night.  Occasionally  there  is 
seen  an  eczema  of  the  leg.  Where  there  is  an 
associated  fungus  infection,  the  picture  is  dif- 
ficult to  differentiate  from  a malignancy.  Itch- 
ing of  the  legs  may  be  so  severe  as  to  cause 
great  loss  of  sleep,  and  slight  hemorrhage  is  quite 
common  as  a result  of  scratching  in  order  to 
seek  relief.  A few  cases  of  seemingly  incurable 
eczema  of  the  upper  extremities  have  been  re- 
ported cured  by  the  sclerosing  of  varicose  veins 
of  the  forearm.  Occasionally  pain  in  the  region 
of  the  knee  with  inability  to  flex  the  leg  at  the 
knee  is  seen.  To  illustrate  this  I am  going  to 
report  briefly  an  interesting  case  that  had  gone 
the  rounds  of  medical  men.  It  was  that  of  a 
fleshy  man,  54  years  of  age,  who  had  such  se- 
vere pain  in  the  region  of  the  left  knee  as  to 
cause  inability  to  flex  the  leg.  He  had  been 
.r-rayed  for  tuberculosis  and  had  received  the 
usual  anti-rheumatic  treatment.  An  unusually 
large  varix  was  present  below  the  knee.  The 
first  injection  consisted  of  10  c.c.  of  invertose 
according  to  the  technic  to  be  described.  Two 
days  later  he  reported  complete  relief  of  symp- 
toms, and  after  being  incapacitated  for  several 
months  was  pursuing  a gainful  occupation  with- 
in two  weeks  after  beginning  treatment. 

The  mechanism  of  healing  of  varicose  veins 
after  the  injection  of  sclerosing  solution  was 
very  well  worked  out  bv  Regard.  There  is  first 
a swelling  of  the  vessel  wall  with  a separation 
of  the  cells  by  edema.  The  cells  are  bathed  in 
an  exudate  of  lymphatic  fluid  containing  very 
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few  leukocytes.  The  muscle  fibers  are  short- 
ened, as  in  a state  of  contraction.  The  endo- 
thelial cells  are  first  swollen  and  then  are  de- 
tached into  the  lumen  of  the  vein.  There  is 
then  a fibrinous  deposit  formed  on  the  inner 
surface  of  the  vein.  The  fibrous  blood  clot 
which  forms  and  fills  the  entire  lumen  of  the 
vein  becomes  organized  and  constricts  the  ves- 
sel. At  first  it  adheres  to  the  wall  by  the  fibrous 
deposit,  but  later  fibroblasts  and  capillaries  pene- 
trate the  thrombus.  The  vein  is  destroyed  by 
the  organization  of  the  thrombus,  but  in  the 
course  of  time  it  is  transformed  into  a thin 
fibrous  cord  in  which  only  a few  muscle  fibers 
are  demonstrable.  Where  the  caliber  of  the 
vein  is  large  and  the  thickening  of  the  vein  does 
not  take  place,  thereby  causing  a lumen  of  re- 
duced size,  there  may  be  only  the  fibrous  de- 
posit within  the  intima,  with  no  resultant  throm- 
bosis. Here  there  is  a quite  rapid  repair  of  the 
injured  endothelium  with  failure  to  accomplish 
the  desired  result.  Where  the  tributaries  of 
the  vein  to  be  injected  are  large,  this  is  very 
apt  to  happen. 

Tissue  infiltration  of  injected  fluid  results  in 
a moist  or  dry  slough  according  to  the  solution  in 
use.  These  sloughs  are  very  annoying  and  ob- 
stinate to  treatment,  and  may  require  from  one 
to  five  months  attention. 

During  the  past  year  and  a half,  Linser  has 
been  using  sodium  chloride  solution  according 
to  the  technic  of  V.  Meisen  who  popularized  this 
solution.  It  has  advantages  over  the  sublimate 
solution  in  that  large  quantities  which  are  nec- 
essary in  order  to  thrombose  large  veins  can  be 
used  without  producing  toxic  pneumonia,  with 
exception  that  it  may  produce  a hemoglobinuria. 
However,  the  sloughs  produced  with  poor  or  in- 
correct technic  are  just  as  difficult  to  heal  as 
the  sloughs  from  sublimate  solution.  Sugar  so- 
lution in  the  form  of  calorose  or  invertose  has 
been  extensively  used  by  Ludwig  and  Nobl. 
This  solution  does  not  produce  sloughs  unless 
injected  in  perivenous  tissues  in  large  quantities. 

During  the  past  three  years  I have  been  using 
various  solutions,  quinine  hydrochloride,  mer- 
cury bichloride,  sodium  chloride,  sodium  salicyl- 
ate, and  glucose  and  invertose  solutions.  The 
objection  to  the  injection  of  quinine  solutions 
was  that  pain  and  swelling  at  times  resulted  along 
the  varicosities  for  several  days  after  treatment, 
and  also  that  quinine  may  produce  undesired 
results  during  pregnancy.  Some  people  also 
have  an  idiosyncracy  to  quinine.  Often  there 
was  a red  swollen  area  extending  along  the 
tract  of  the  vein  for  several  days.  However, 


8 


THE  JOURNAL-LANCET 


the  reaction  is  usually  not  sufficient  to  cause 
the  patient  to  be  incapacitated.  With  bichloride 
solution  there  is  always  the  danger  of  getting  a 
slough  and  though  it  is  not  a serious  condition 
it  might  be  difficult  to  satisfy  the  patient  in  re- 
gard to  this  complication.  Sodium  chloride  so- 
lution in  20  per  cent  strength  offers  the  same 
objections  and  in  addition  there  is  an  immediate 
pain  or  cramp  in  the  calf  of  the  leg,  extending 
to  the  foot.  1 he  duration  of  this  pain  or  cramp 
is  only  about  one  minute.  Sodium  salicylate 
solution  in  a 20  per  cent  strength  gives  very 
little  pain  if  not  over  6 c.c.  are  injected.  I am 
using  this  only  in  small  veins  or  where  several 
injections  are  made  at  one  time  or  where  no 
thrombus  is  formed  after  injection  of  the  in- 
vertose  solution.  Invertose  or  calorose  is  to 
date  the  most  satisfactory  of  the  drugs  used. 
There  is  very  little  if  any  pain  unless  large 
quantities  are  used,  and  even  then  the  pain  is 
only  transitory. 

The  technic  which  I prefer  is  to  elevate  the 
leg  so  as  to  have  the  vein  as  nearly  empty  as 
possible.  There  will  be  practically  no  pressure 
in  the  vein  when  the  leg  is  elevated  and  slightlv 
flexed.  A bandage  in  the  form  of  an  Esmarch 
bandage  is  applied  from  the  foot  upward  to  a 
point  about  one  inch  from  the  point  to  be  in- 
jected. \\  ith  the  patient  in  a standing  position, 
a tourniquet  is  applied  about  two  inches  above 
the  bandage  so  as  to  render  the  vein  more 
prominent  and  the  insertion  of  the  needle  easier. 
The  patient  is  then  allowed  to  either  lie  or  sit 
down.  After  the  needle  is  introduced  into  the 
lumen  of  the  vein,  the  bandage  is  either  cut  or 
removed  so  as  to  allow  the  sclerosing  solution  to 
flow  into  the  collapsed  vein.  The  circulation  of 
blood  in  a varicose  vein  is  toward  the  distal  end 
of  the  extremity,  and  it  will  be  noted,  as  the 
solution  extends  toward  the  feet,  there  is  a con- 
traction or  spasm  of  the  injected  vein.  This 
does  not  always  appear  but  when  it  is  seen  the 
result  is  almost  always  good.  The  higher  the 
concentration  of  the  solution  that  comes  in  con- 
tact with  the  intima  of  the  vessel,  the  better  the 
resultant  thrombosis.  The  more  collapsed  the 
vein  during  the  process  of  injection  the  better 
the  cosmetic  result.  A pad  of  gauze  is  im- 
mediately placed  over  the  point  of  injection  and 
held  firmly  in  place  with  adhesive  plaster  so  that 
no  solution  will  leak  out  into  the  perivenous  tis- 
sue. If  there  is  any  pain  immediately  on  in- 
jection it  is  better  to  withdraw  the  needle  and 
iniect  at  another  point,  rather  than  take  chances 
of  placing  the  solution  in  the  tissues  and  having 
a slough.  I have  discontinued  mercury  entirely 


on  account  of  the  danger  of  sloughs,  and  the 
fact  that  a nephritis  may  be  set  up  or  a pre- 
existing nephritis  exaggerated.  With  the  smaller 
veins  injections  should  always  be  stopped  as  soon 
as  pain  is  complained  of,  otherwise  there  may 
be  a rupture  of  the  vein  with  filtration  of  the 
solution  into  the  tissue  with  a resultant  slough. 
With  sodium  chloride  solution  there  is  always 
a cramp  in  the  calf  of  the  leg  extending  down 
to  and  through  the  foot,  and  this  usually  lasts 
up  to  sixty  seconds.  It  is  quite  severe  but  not 
intolerable.  A bandage  is  applied  from  the  foot 
upward  after  the  injection  so  as  to  keep  the  ves- 
sels in  a collapsed  state.  Bichloride  injections 
are  used  where  the  veins  are  smaller,  the  quan- 
tity varying  from  J4  to  1 c.c.  or  1 per  cent  or 
one  to  3 c.c.  of  J4  per  cent  being  injected  while 
the  patient  is  in  the  standing  position.  A method 
with  which  I have  had  especially  good  results 
with  large  veins  and  requiring  usually  one  or 
two  treatments  consists  in  opening  the  vein  in 
the  middle  or  lower  third  of  the  thigh  and  in- 
jecting 20  c.c.  of  60  per  cent  invertose  or  20 
per  cent  of  sodium  chloride  solution  after  com- 
pletely emptying  the  vein.  Ligation  of  the  vein 
above  the  injection  was  always  performed.  Re- 
cently, in  looking  over  the  literature,  I found 
that  Y.  Theisen,  LTiger,  D.  Allaines,  and  Roseau 
had  been  using  practically  this  same  technic  with 
the  idea  of  preventing  any  complications,  espe- 
cially that  of  embolism.  However,  this  is  the  one 
real  and  important  complication  that  we  do  get 
away  from  except  in  a very  small  percentage  of 
cases  with  the  injection  form  of  treatment  only. 

In  ligation  of  any  vein  there  is  a type  of 
thrombus  produced  that  may  lead  to  embolism, 
as  a thrombus  is  formed  that  is  not  adherent  to 
the  entire  wall  of  the  vein.  Here  the  endothe- 
lium of  the  vessel  above  the  point  of  ligature 
has  not  been  entirely  destroyed,  and  an  adherent 
thrombus  cannot  be  formed  immediately.  Sec- 
tion will  show  that  it  is  almost  impossible  to 
get  an  embolism  with  this  treatment.  V.  Theisen 
advised  against  injection  above  the  lower  third 
of  the  thigh  due  to  the  fact  that  he  had  an  as- 
cending chemical  phlebitis  in  five  cases.  How- 
ever, these  rapidly  subsided  with  rest  in  bed.  I 
have  seen  one  ascending  phlebitis  where  sublimate 
solution  was  used,  but  this  was  not  severe  enough 
to  cause  any  worry  as  it  quieted  down  with 
rest.  Occasionally,  if  thrombus  formation  is 
effected  in  a large  filled  vein,  it  may  appear  to 
the  patient  that  the  veins  are  not  obliterated  and 
he  will  worry  about  the  hard  knots  or  lumps  in 
the  leg.  These  will  gradually  shrink  up  and  ab- 
sorb almost  completely  in  the  course  of  a few 
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months.  An  ascending]  chemical  phlebitis  can  be 
stopped  by  placing  an  adhesive  strap  over  a 
roll  of  gauze  so  as  to  completely  compress  the 
vein  above  the  area  of  involvement.  It  may  not 
be  necessary  to  put  the  leg  at  rest  or  apply  hot 
packs  if  this  treatment  is  carried  out. 

I am  satisfied  that  with  proper  technic  very 
few  complications  will  result.  If  sloughs  do  re- 
sult, the  necrotic  area  should  be  opened  directly 
into  the  vein  and  the  clot  expressed.  This  les- 
sens the  healing  period  to  about  four  weeks.  The 
slough  is  very  well  circumscribed,  and  if  this 
is  done  in  the  course  of  ten  days  or  two  weeks 
it  can  be  excised  nicely  by  undermining  the  skin 
and  making  dissection  through  the  healthy  fat. 
I have  not  had  a single  slough  with  invertose  or 
sodium  salicylate  solution  and  only  two  cases  of 
chemical  phlebitis  with  these  solutions  and  that 
was  a 70  per  cent  invertose  solution.  Sloughs 
can  be  prevented  by  injecting  the  tissue  with  a 
normal  sodium  chloride  solution  immediately 
after  the  solution  has  entered  the  tissue. 

Indications  or  guide  to  treatment  rest  with 
time  filling  test,  as  well  as  the  symptoms  pro- 
duced. It  has  been  thought  that  if  the  filling 
time  was  thirty  seconds  or  less  there  was  an  in- 
volvement of  the  deep  veins  and  an  incompe- 
tence in  the  connecting  or  perforating  vessels, 
thus  permitting  blood  to  flow  to  the  superficial 
from  the  deep  system  of  veins.  If  the  superficial 
veins  did  not  fill  within  thirty  seconds,  the  case 
was  deemed  amenable  to  treatment.  However, 
the  actual  time  taken  to  fill  saphenous  veins  after 
emptying  depends  on  the  caliber  of  the  veins, 
number  of  their  tributaries,  and  position  of  the 
leg. 

If  sodium  salicylate  or  invertose  solution  is 
used,  there  are  very  few  contra-indications  to 
treatment.  I cannot  see  any  contra-indication 
in  treating  selected  cases.  Bichloride  solution 
should  never  be  used  where  there  is  danger  of 
stirring  up  an  already  present  nephritis.  There 
are  cases  where  the  deep  veins  are  destroyed 
from  preceding  infection  or  phlebitis,  and  here 
there  are  large  varicose  veins  which  extend  above 
the  groin  and  even  up  to  the  axilla.  Here  the 
time  filling  test  is  of  no  value  and  these  veins 
should  not  be  interfered  with.  It  is  not  ad- 
visable to  treat  a recent  case  of  phlebitis  as  there 
is  always  danger  of  stirring  up  the  infection  and 
causing  a septicemia  or  pyemia.  Similarly,  where 
varicose  veins  develop  in  a patient  who  has  had 
a previous  phlegmasia  alba  dolens,  injection 
treatment  should  not  be  given  until  a long  period 
of  time  has  elapsed.  Also,  it  is  not  advisable  to 


inject  at  the  time  when  there  is  a great  amount 
of  edema  present  in  the  leg  in  any  case.  With 
elevation  of  the  leg  and  hot  packs,  this  subsides 
very  rapidly  and  the  treatment  can  be  com- 
menced. 

When  ulcers  complicate  the  condition,  suppor- 
tive treatment  is  absolutely  essential.  The  ulcer 
should  be  stimulated  by  the  application  of  silver 
nitrate,  the  strength  varying  according  to  the 
depth  of  the  granulation  tissue  present.  A dress- 
ing is  applied  over  the  ulcer,  over  which  an  ordi- 
nary rubber  bath  sponge  is  placed  so  as  to  cover 
at  least  one  inch  beyond  the  ulcer  area.  A band- 
age is  applied  tightly  from  the  foot  upward  so 
as  to  cause  compression  over  the  ulcer  area.  It 
may  be  necessary  in  painful  cases  to  give  the  pa- 
tient a narcotic  for  relief  of  pain  during  the  first 
day  or  two.  After  the  ulcer  is  healed  supportive 
treatment  should  be  carried  out  for  at  least  a 
month,  either  in  the  form  of  an  A.  C.  bandage 
or  an  Unna’s  paste  cast. 

CONCLUSIONS 

The  danger  of  complications  is  very  small,  and 
it  will  be  less  as  the  technic  is  improved. 

It  is  a form  of  treatment  that  has  to  be  con- 
sidered more  from  an  economical  point  of  view 
than  any  other  form  of  disability  of  illness  with 
which  we  have  to  deal. 

Bad  sloughs  rarely,  if  ever,  occur  with  proper 
solutions,  good  technic  and  careful  attention  to 
details. 

The  results,  both  cosmetic  and  functional, 
have  more  than  met  expectations. 

The  injection  treatment  is  much  less  danger- 
ous than  the  operative  treatment  and  to  date 
gives  more  permanent  cures  when  complicated 
by  ulcers. 

LITERATURE 

D’Allaines,  F.,  and  Roseau,  H. : Ligature  of  Tlie  Varicose 
Stumps  Completing  the  Sclerosing  Injections  in  the  Treat- 
ment of  Varicose  Veins,  La  Presse  Meclicale,  35:  825-826. 

Doutliwaite:  The  Infection  Treatment  of  Varicose  Veins. 

Hayes,  James:  Minnesota  Medicine  (April-*  1925. 

Kampmeier,Otto  F.,  and  Birch,  Carroll  La  Fleur:  The  Ori- 
gin and  Development  of  the  Venous  Valves,  with  Particular 
Reference  to  the  Saphenous  District.  Twenty-eight  Figures. 

Kottmaier,  E. : Linser’s  Treatment  for  Varicose  Veins  and 
its  Dermatological  Value,  Dermat.  Zeitsclirift,  43:  186-1901 
(March)  1925. 

Kosinski,  C. : Observations  on  the  Superficial  Venous  Sys- 
tem of  the  Lower  Extremity.  1926  Journal  of  Anatomy. 
Volume  60. 

Linser:  Treatment  of  Varicose  Veins  by  Intravenous  In- 
jection. Schweiz  Med.  Wclmschr.,  1925,  V-XIV,  2,227. 

McPheeters:  The  Injection  Treatment  of  Varicose  Veins 
by  the  use  of  Sclerosing  Solutions,  S.  G.  and  O.,  October,  1927. 

Theisen,  V.:  Injection  Treatment  of  Varices  and  their  Sub- 
sequent Condition,  Ugeskrift  for  Laeger,  89:  47-56  (January) 
1927. 

Regard,  G.  L. : The  Treatment  of  Varicose  Veins  by  Sclero- 
sis-Producing Injections.  Revue  Medicale  de  la  Tuise 
Romande,  4 5. 

Sicard,  J.  A.,  and  Gangier,  L. : The  Treatment  of  Varicose 
Veins  by  Sclerosing  Injections,  La  Presse  Medicale,  34: 
689-693  (June  2)  1926. 

Unger,  E. : “The  Treatment  of  Varicose  Veins,”  p.  3273* 

Zentralblatt  fiir  Chirurgie,  Leipzig  (December  17.  1927). 


10 


THE  JOURNAL-LANCET 


EARLY  CLINICAL  TUBERCULOSIS  CONSIDERED  IMMUNOLOGIC  ALLY* 

By  F.  M.  Pottenger,  M.D. 

MONROVIA,  CALIFORNIA 


CLINICAL  TUBERCULOSIS  IN  CHILDHOOD  RESULT- 
ING FROM  PRIMARY  INFECTION 

Primary  infection  rarely  results  in  clinical  tu- 
berculosis except  in  the  early  years  of  life,  and 
then  only  when  the  numbers  of  bacilli  producing 
the  infection  are  relatively  large  and  quickly 
pass  beyond  the  regional  lymph  glands  and  gain 
access  to  the  circulation.  Small  numbers  of 
bacilli,  on  the  other  hand,  on  entering  the  child’s 
body,  produce  a definite  pathologico-immuno- 
logical  complex  consisting  of:  (1)  local  implan- 
tations; (2)  prompt  involvement  of  regional 
lymph  glands;  (3)  multiplication  and  death  of 
bacilli  with  the  escape  of  bacillary  products  into 
the  lymph  and  blood-stream.  This  latter  causes 
the  awakening  of  a specific  immunizing  mechan- 
ism, an  important  part  of  which  consists  in  an 
increased  sensitivity  to  bacilli  and  bacillary  pro- 
tein, which  is  conferred  upon  the  body  cells  gen- 
erally and,  if  the  patient  recovers,  is  retained 
until  the  lesions  caused  by  the  bacilli  have 
healed,  and  for  an  unknown  period  thereafter. 

Probably,  because  of  an  insufficient  specific  im- 
munity reaction,  because  the  effect  usually  mani- 
fests itself  early  before  complete  immunity 
has  heen  established,  caseation  occurs  in 
both  the  primary  nodule  and  in  the  regional 
lymph  nodes.  Its  early  occurrence  in  the  pri- 
mary lesion  and  the  fact  that  it  is  a less  fre- 
quent accompaniment  of  foci  due  to  reinfec- 
tions make  it  appear  to  be  favored  by  toxic  ele- 
ments arising  at  the  time  of  early  infection, 
which  later  are  partially  counteracted  in  some 
manner  by  the  immunity  mechanism  when  once 
it  has  been  set  in  motion.  The  fact  that  it  ap- 
pears in  the  center  of  tubercles,  while  prolifera- 
tion of  cells  with  fibrosis  takes  place  in  the 
periphery,  indicates  that  the  two  processes  may 
be  related  to  the  concentration  of  the  toxins. 

Judging  from  the  fact  that  the  bacilli  which 
cause  the  primary  focus  are  largely  kept  local- 
ized in  the  tissues  where  implantation  takes 
place,  and  in  the  lymph  glands  which  receive 
drainage  from  that  area,  we  assume  that  the 
body’s  non-specific  barriers  are  sufficient  as  a 
rule  to  cope  with  the  small  numbers  of  bacilli 
which  are  responsible  for  it.  Now  and  then, 
however,  inoculation  is  followed  at  once  by  clini- 
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cal  disease.  The  bacilli  are  not  immobilized  by 
these  regional  barriers  but  go  on  beyond,  gain 
access  to  the  blood-stream,  and  find  lodgment 
elsewhere,  as  in  some  other  part  of  the  lung,  or 
in  some  other  organ  such  as  the  meninges,  a 
joint  or  a bone. 

Should  this  early  infection  take  place  in  the 
meninges,  the  child  will  die  of  acute  tuberculous 
meningitis.  Should  it  occur  in  pulmonary  tissue, 
it  may,  depending  upon  the  numbers  of  bacilli, 
spread  and  cause  several  foci  which  may  take 
a course  similar  to  the  primary  focus,  or,  it  may 
cause  many  foci  resulting  in  an  acute  miliary 
disease.  Such  lesions  as  those  which  occur  in 
the  bones  and  joints  or  those  which  produce 
any  other  organ  tuberculosis  usually  develop  into 
a chronic  disease,  being  modified  by  the  im- 
munity mechanism  which  has  been  developed  as 
a result  of  lesions  which  have  been  present  pre- 
viously in  the  body,  or  as  a result  of  the  infec- 
tion present  at  the  time. 

Another  form  of  clinical  tuberculosis  which 
is  met  in  childhood  is  that  in  which  the  usual 
healing  of  the  primary  complex  fails  to  occur. 
We  might  speculate  as  to  the  cause.  It  may  be 
due  to  low  resistance  on  the  part  of  the  host, 
or,  the  infection  may  be  caused  by  bacilli  which 
are  unusually  virulent  or  by  an  unusually  large 
number  of  bacilli.  But,  whatever  the  cause, 
calcification  and  encapsulation,  particularly  of 
the  lymph  nodes,  but  sometimes  of  the  primary 
focus,  too,  fails  of  completion.  Toxic  bodies 
escape  into  the  general  circulation,  producing 
symptoms  of  toxemia,  which  may  persist  for 
weeks  or  months.  The  toxemia,  however,  is 
usually  of  a mild  degree,  but  sufficient  to  inter- 
fere with  the  child’s  physiologic  equilibrium  and 
to  cause  nervous  instability  as  shown  by  irrita- 
bility, fatigue,  poor  appetite,  disturbed  sleep, 
lack  of  desire  to  play,  loss  of  weight,  and  slight 
rise  in  pulse  rate  and  elevation  of  temperature ; 
producing  in  the  child  a general  inability  to 
measure  up  to  the  usual  physical  and  mental  de- 
mands made  upon  children  of  his  or  her  age. 

This  type  of  tuberculosis  is  due  to  a failure 
of  the  primary  complex  to  heal,  but  is  not  the 
type  of  clinical  infection  which  immediately  fol- 
lows the  entrance  of  bacilli  into  the  body.  It 
runs  a chronic  course  which  ends  either  by 
increasing  the  child’s  immunity  and  completing 
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the  encapsulation  of  the  caseous  focus  or  by  a 
further  destruction  of  the  encapsulating  wall 
with  resulting  metastases. 

adult  type  of  tuberculosis  a reinoculation 

Sometimes  metastases  occur  from  these  un- 
healed foci  in  early  childhood,  and  when  they 
do  they  partake  of  the  nature  of  chronic  or 
adult  tuberculosis,  showing  the  restraining  in- 
fluence of  the  specific  immunizing  mechanism 
upon  the  multiplication  and  spreading  of  the 
bacilli,  and  also  upon  the  mechanism  which  is 
responsible  for  healing. 

It  is  in  the  study  of  the  response  of  the  host 
to  metastatic  infection  or  reinoculations  from 
whatever  source  they  may  come  that  we  obtain 
a true  understanding  of  early  clinical  tubercu- 
losis of  the  adult  type.  In  order  to  understand 
it,  however,  we  must  first  realize  that  the  re- 
actions which  are  responsible  for  the  manifesta- 
tions of  early  disease  are  immunological  in  na- 
ture ; and,  second,  we  must  train  our  minds  to 
think  both  qualitatively  and  quantitatively  in 
terms  of  the  immunological  reactions,  being 
ready  to  recognize  differences  in  the  course  of 
the  disease  and  variations  in  symptoms  and 
signs  according  to  the  particular  problem  which 
we  deal  with  in  each  patient. 

The  adult  type  of  tuberculosis  is  tuberculosis 
which  is  engrafted  upon  an  individual  who  pre- 
viously has  been  infected.  That  which  is  re- 
sponsible for  the  chronicity  is  the  specific  im- 
munizing mechanism  which  has  been  set  in  mo- 
tion as  a result  of  the  previous  infection.  The 
tissues  respond  to  an  inoculation  of  tubercle  ba- 
cilli for  the  first  time  by  tubercle  formation,  a 
process  which  is  almost  devoid  of  inflammatory 
phenomena.  They  react  to  a reinoculation  in 
an  entirely  different  manner,  the  dominant  char- 
acteristic of  which  is  inflammation  and  exuda- 
tion ; although  we  now  know  that  bacilli  may 
lie  in  the  tissues  without  calling  forth  any  meas- 
urable cellular  response. 

The  inflammatory  exudative  reaction  which 
follows  reinoculation  has  two  very  distinct 
phases.  The  first  is  the  tissue  response  at  the 
site  of  the  bacillary  invasion.  This  is  the  most 
severe  response.  The  second  is  a secondary  re- 
action which  is  expressed  as  an  exudative 
process  in  unhealed  lesions,  no  matter  where  thev 
exist  in  the  body, — a true  autotuberculin  re- 
action. 

The  inflammation  and  exudation  are  variable 
phenomena.  In  an  individual  in  whom  cellular 
response,  or  allergy,  as  it  is  usually  termed,  is 


poorly  developed ; or  in  one  in  whom  it  may 
be  well  developed  but  the  numbers  of  reinfecting 
bacilli  are  few,  the  reaction  might  be  very  feeble, 
only  a mild  hyperemia  with  a slight  exudate  of 
serum  and  a few  cells.  On  the  other  hand,  a 
massive  reinoculation  with  well-developed  cel- 
lular response  may  cause  severe  inflammatory 
reaction  with  exudation  of  serum,  cells  and 
fibrin  into  the  tissues  and  air-spaces.  As  it  af- 
fects the  terminal  air  chambers  it  produces  a 
pneumonic  process. 

The  fate  of  reinoculation,  that  is,  whether  or 
not  an  implantation  with  spread  of  the  disease 
follows,  will  depend  upon  the  competence  of 
the  immunity  mechanism  which  has  been  built 
up  as  a result  of  previous  inoculations. 

SYMPTOMS  AND  SIGNS  OF  REINFECTION 

Tuberculous  disease  of  the  adult  type  must, 
from  the  very  nature  of  the  case,  make  itself 
known  in  different  instances  in  a very  different 
manner  quantitatively,  even  though  qualitatively 
the  recation  may  always  be  that  of  inflammation 
and  exudation. 

The  symtoms  and  signs  which  accompany  dif- 
ferent reinoculations  vary  according  to  the  de- 
gree of  allergic  reaction  which  they  call  forth, 
as  previously  mentioned.  The  reactions  result 
from  the  particular  reinfecting  dose  of  bacilli 
which  happens  to  cause  the  reinoculation  and 
are  expressed  by  that  particular  response  which 
characterizes  the  tissues  and  systems  of  the  in- 
dividual in  whom  the  infection  has  taken  place. 
Therefore,  they  must  be  characterized  by  vari- 
ability. In  our  great  desire  to  simplify  diag- 
nosis, we  must  not  go  beyond  what  the  facts 
will  warrant.  We  are  always  confronted  by 
variables  which  confound  many  carefully  de- 
vised schemes  of  procedure.  Tuberculosis  rare- 
ly becomes  a clinical  disease  until  it  has  caused 
a sufficient  disturbance  in  the  usual  physiologic 
balance  of  the  patient  to  either  attract  his  own 
attention  or  the  attention  of  others.  The  reason 
for  the  disturbed  equilibrium  must  always  be 
kept  in  mind.  Either  bacilli  or  bacillary  toxins 
have  gained  access  to  tissues  outside  of  a previ- 
ous focus  if  the  case  be  metastatic,  or,  bacilli 
have  gained  access  to  the  tissues  from  without 
the  body  if  the  infection  be  an  exogenous  one. 

Regarding  the  sequence  of  events  which  fol- 
lows when  a previously  encapsulated  focus  begins 
to  take  on  signs  of  activity  we  can  only  roughly 
conjecture.  Many  things  might  occur  to  weaken 
or  break  down  the  encapsulating  wall.  Such  an 
occurrence,  however,  would  hardly  take  place 
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unless  the  bacilli  were  viable. 

When  the  barrier  which  walls  off  the  bacilli 
is  once  broken  down,  bacilli  may  escape  either  in 
small  or  large  numbers.  They  may  only  push 
out  into  the  tissues  most  nearly  adjacent,  or  they 
may  escape  to  tissues  at  greater  distance,  par- 
ticularly if  they  spread  through  such  natural 
channels  as  the  bronchi. 

The  metastasizing  bacilli  often  have  in  their 
favor  a low  state  of  specific  resistance  on  the 
part  of  the  host,  owing  to  the  fact  that  con- 
siderable time  has  elapsed  since  immunity  has 
been  established  by  the  primary  inoculation,  or 
since  it  has  been  reinforced  by  reinoculation.  In 
such  patients  the  power  of  the  tissues  for  aller- 
gic response  has  largely  disappeared.  Accord- 
ingly the  quickness  of  response  after  the  rein- 
oculation has  taken  place,  and  the  strength  of 
the  reaction,  must  necessarily  differ  from  that 
which  occurs  in  the  strongly  immune ; for,  fol- 
lowing the  principle  established  by  von  Pirquet, 
a second,  and  succeeding  responses  to  vaccina- 
tion take  place  more  quickly  than  to  primary 
vaccination,  and  they  vary  in  strength  according 
to  the  allergy  present. 

Thus,  reasoning  from  the  knowledge  which  we 
possess  we  must  take  at  least  the  following  vari- 
ables into  consideration  as  producing  differences 
in  symptoms  as  a result  of  tbe  patient’s  reaction 
to  early  clinical  disease:  (1)  the  degree  of  spe- 
cific immunity  present,  or  the  manner  in  which 
the  cells  respond  with  allergic  reaction  at  the 
time  of  reinoculation;  (2)  the  virulence  of  the 
inoculating  bacilli ; (3)  the  numbers  of  tbe  in- 
oculating bacilli;  (4)  the  physical  state  of  the 
patient  at  the  time  of  the  inoculation,  depending 
upon  such  factors  as  his  particular  hereditary 
makeup,  his  nerve  balance,  his  endocrine  domi- 
nance, his  humoral  and  cellular  stability,  and  his 
psychical  characteristics,  as  well  as  upon  his 
physical  condition  as  a result  of  the  various 
stresses  of  life,  such  as  business,  domestic,  so- 
cial, and  financial  cares,  and  the  effects  of  dis- 
ease. 

The  necessity  of  considering  these  factors 
readily  may  be  grasped  by  comparing  tbe  reac- 
tion to  infection  as  seen  in  the  following  types 
of  patient : first  : the  nervously  unbalanced  and 
psychical  patient,  or  the  one  with  low  resistance 
because  of  life’s  stresses,  whose  physiologic  equi- 
librium is  very  unstable,  with  an  infection  caused 
by  comparatively  few  bacilli  of  low  virulence ; 
and,  again,  the  strong  and  stable  individual  with 
an  infection  caused  by  many  and  more  virulent 
bacilli.  Often  the  individuals  belonging  to  the 


former  groups  will  show  less  resistance  to  the 
disease  than  those  of  the  latter  group,  even 
though  the  disease  quantitatively  is  much  small- 
er. It  has  always  seemed  to  me  that  those  in- 
dividuals who  are  psychically  and  nervously  un- 
stable show'  symptoms  of  an  infection  of  much 
milder  degree  than  those  who  possess  a stable 
equilibrium. 

Symptoms  of  clinical  tuberculosis  do  not  ap- 
pear until  a reinoculation  of  sufficient  magnitude 
to  disturb  the  usual  physiologic  balance  of  the 
individual  has  taken  place,  which,  as  will  be  un- 
derstood from  our  discussion,  may  be  caused  by 
few’  or  many  bacilli,  according  to  the  circum- 
stances. 

The  most  dangerous  reinoculations  are  those 
which  occur  with  massive  doses  of  bacilli,  either 
at  the  time  w’hen  immunity  is  high,  for  this  mav 
result  in  violent  reaction ; or,  when  it  is  low ; 
for  this  may  result  in  serious  metastatic  implan- 
tations taking  place  before  the  defensive  mech- 
anism gets  well  under  way.  Massive  reinocula- 
tions which  occur  with  low  immunity,  although, 
as  a rule  metastatic  in  nature,  behave  somewhat 
like  primary  infections  in  that  they  quickly  show 
caseation  followed  by  cavitation.  Should  re- 
peated reinoculations  of  large  numbers  of  bacilli 
take  place,  under  conditions  of  low  specific  de- 
fense, they  cause  rapid  spread  of  the  disease. 

The  mildest  reinoculations,  on  the  other 
hand,  are  those  caused  by  small  numbers  of 
bacilli  in  individuals  with  high  immunity  where 
the  reinoculating  bacilli  are  quickly  met  by  spe- 
cific cellular  reaction  and  usually  destroyed,  tbe 
episode  resulting  in  an  increase  in  the  patient’s 
immunity  without  permenent  implantation  taking 
place. 

We  are  now  able  to  appreciate  the  fact  that 
active  clinical  tuberculosis  may  be  present  with- 
out causing  gross  inflammatory  reaction  in  the 
pulmonary  tissue.  We  are  further  able  to  ap- 
preciate that  clinical  tuberculosis  can  be  com- 
bated successfully  only  by  an  adequate  specific 
tissue  response.  The  successful  implantation  of 
bacilli  by  metastatic  spread  is  prevented,  if  pre- 
vented ; and  the  healing  of  existing  foci  is  ac- 
complished, if  accomplished;  because  of  the  spe- 
cific inflammatory  exudative  reaction  which  is 
brought  about  by  the  bacilli  responsible  for  the 
reinoculation.  Thus  the  essence  of  active  clini- 
cal tuberculosis ; the  character  of  its  local  patho- 
logical manifestations,  whether  mildly  or  severe- 
ly exudative  in  character ; the  symptoms  by 
which  its  presence  is  made  known ; and  the  fate 
of  the  disease,  whether  it  shall  spread  and  de- 
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stroy  the  patient,  or  heal,  is  the  specific  reaction 
of  the  tissues  in  response  to  the  invading  bacilli 
and  bacillary  protein,  the  autotuberculin  reaction. 

Clinical  tuberculosis  is  a repetition  of  rein- 
oculations and  autotuberculin  reactions.  Early 
tuberculosis  becomes  manifest,  probably  not  fol- 
lowing the  first  but  following  what  might  be 
called  tbe  first,  or  one  of  the  early,  major  rein- 
oculations. As  the  disease  progresses,  reinocu- 
lations continue  to  take  place ; some  followed  by 
imperceptible,  others  bv  perceptible  reactions. 
Perceptible  reactions  are  of  such  a magnitude 
that  they  may  cause  reaction  in  all  unhealed  foci 
within  the  body.  The  reaction  at  the  point  of 
implantation  is  greatest,  for  it  is  at  this  point 
that  bacillary  products  are  found  in  greatest 
concentration,  the  invading  bacilli  are  destroyed, 
tuberculoprotein  is  set  free  to  gain  access  to  the 
blood-stream  where  it  circulates  in  a greatly 
diluted  form  but  still  in  such  concentration  as 
to  cause  allergic  reaction  in  cells  in  and  about 
tuberculous  foci  containing  viable  bacilli  formed 
elsewhere  in  the  body.  Thus  the  interplay  be- 
tween the  bacilli  on  the  one  hand,  and  the  al- 
lergic body  cells  on  the  other,  goes  on  as  long 


as  tuberculosis  is  active;  the  bacilli  attempting 
to  spread,  the  cells  opposing  and  warding  off 
implantations.  This  continues  until  either  im- 
munity is  broken  down  and  reinoculation  pre- 
dominates or  until  it  is  raised  to  a high  compe- 
tence and  healing  has  been  accomplished. 

From  this  discussion  the  comparatively  be- 
nign nature  of  early  tuberculosis,  as  compared 
with  late  tuberculosis,  is  evident.  It  is  in  early 
tuberculosis  that  the  patient’s  reacting  powers 
are  best,  and  his  opportunity  for  establishing  im- 
munity is  greatest,  and  the  open  foci  from  which 
the  disease  may  spread  are  the  fewest.  While 
there  may  not  yet  have  been  sufficient  reinocu- 
lations to  raise  immunity  to  its  highest  point,  yet 
the  lessened  opportunity  tor  metastatic  spread 
in  early  limited  lesions  far  outweighs  this  fact 
in  advantage  to  the  patient.  The  tuberculin  re- 
actions which  the  patient  gives  himself  at  this 
time  are  comparatively  harmless,  because  the 
number  of  lesions  from  which  bacilli  escape,  as 
well  as  the  number  that  are  subject  to  the  auto- 
tuberculin reaction,  are  few.  Consequently,  they 
result  in  an  increase  in  the  patient’s  immunity 
and  healing,  rather  than  in  destruction  of  tissue. 


A FEW  PRACTICAL  POINTS  INFLUENCING  THE  SAFETY  AND  THE 
SUCCESS  OF  LOCAL  ANESTHESIA  IN  THE  HANDS  OF  THE 

GENERAL  SURGEON* 

By  Stanley  R.  Maxeiner,  M.D.,  F.A.C.S. 

MINNEAPOLIS,  MINNESOTA 


Novocain,  based  on  efficiency  and  safety,  :s 
at  present  the  drug  of  choice.  Babcock  has  used 
12  oz.  (60  grains),  of  1 per  cent  and  Farr  19 
oz.  of  Yi  per  cent  solution  without  toxic  symp- 
toms, while  4 to  6 ounces  of  1 per  cent  solution 
are  usually  adequate  and  entirely  safe.  Safety 
varies  with  the  method  of  administration,  which 
depends  upon  the  rapidity  with  which  the  drug 
reaches  the  return  circulation  to  the  heart  and 
brain.  The  intravenous  dose  is  thirty  times 
more  toxic  than  subcutaneous  infiltration,  which 
gives  rise  to  one  of  the  first  rules  of  local  an- 
esthesia, namely,  that  the  solution  must  never 
be  injected  with  the  point  of  the  needle  station- 
ary unless  the  syringe  is  first  detached  or  an 
attempt  is  made  to  aspirate  blood.  This  mis- 
take alone  is  perhaps  one  reason  why  fatalities 

♦Presented  at  the  Forty-first  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D.,  May  23  and  24,  1928. 


more  often  occur  in  throat  operations  in  which 
a syringeful  of  novocain  may  be  injected  directly 
into  the  venous  plexus  behind  the  tonsil. 

Toxicity  likewise  varies  with  the  strength  of 
the  solution,  but  with  the  present  method  in 
which  only  the  weaker  solutions  are  used  un- 
toward symptoms  are  seldom  seen.  Experi- 
mentally, however,  it  is  easy  to  demonstrate  that 
several  times  the  lethal  dose  of  any  of  the  drugs 
of  this  group  will  produce  no  toxic  symptoms 
if  given  in  a weak  solution.  This  is  due,  un- 
doubtedly, to  a delayed  absorption,  which  may 
likewise  be  controlled  by  the  addition  of  adre- 
nalin to  the  novocain  solution.  1 to  3 cm.  per 
ounce  is  adequate  to  delay  absorption  sufficientlv 
to  reduce  toxicity  to  a minimum  and  in  so  doing 
prolong  the  anesthesia.  A tourniquet  will  ac- 
complish the  same  results,  but  is  naturally  lim- 
ited in  its  use  to  the  extremities. 

Adrenalin  renders  the  operative  field  more 
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bloodless,  but  this  same  ischemia  definitely  con- 
traindicates its  use  in  the  presence  of  a termi- 
nal circulation,  such  as  the  fingers,  the  toes,  and 
the  penis,  where  the  tourniquet  should  always 
be  the  choice.  Adrenalin  often  produces  a se- 
vere Goetsch  reaction  in  the  presence  of  hyper- 
thyroidism, and  we  believe  many  of  the  minor 
symptoms,  such  as  nervousness,  loss  of  self- 
control,  rapid  heart,  and  palpitation  are  due  to 
adrenalin  rather  than  to  novocain. 

We  prefer  to  use  1 per  cent  novocain  solution 
for  infiltration  and  infiltration  blocking,  but  find 
that  the  2 per  cent  solution  is  more  rapid  and 
more  efficient  in  direct  nerve-blocking  and  in 
sacral  anesthesia.  We  also  add  1 oz.  of  1 per 
cent  solution  to  each  quart  of  hypodermoclysis 
with  much  increase  in  comfort  to  the  patient. 

Local  infiltration  anesthesia,  where  it  may  be 
employed,  is  the  simplest  and  is  practically  100 
per  cent  efficient.  This  method  lends  itself  par- 
ticularly to  the  abdominal  wall,  where  regional 
anesthesia  is  more  difficult,  in  fact,  the  various 
types  of  regional  anesthesia  are  all  more  difficult, 
require  greater  experience  and  knowledge  of 
anatomy,  are  less  safe,  and  carry  a much  greater 
percentage  of  failures.  Infiltration  directly  about 
many  fractures  is  all  that  is  necessary  for  com- 
plete relief  of  pain  during  reduction.  The  old 
fear,  based  on  false  assertions  regarding  the  dan- 
gers of  infection,  delayed  healing,  etc.,  after  in- 
filtration anesthesia,  is  rapidly  being  allayed 
Although  spinal  anesthesia  has  recently  increased 
in  popularity  it  must  rapidly  gain  disrepute  un- 
less the  rules  laid  down  by  experts  with  vast 
experience  are  closely  adhered  to. 

Narcotic  drugs  may  be  administered  prelim- 
inary to  local  anesthesia  with  safety,  but  should 
be  used  with  extreme  caution  beyond  the  point 
of  quieting  the  nervous  system  and  relieving  anx- 
iety. Patients  so  treated  may  sleep  through 
parts  of  a painless  operation  but  are  promptly 
alert  if  the  anesthesia  is  incomplete. 

Splanchnic  anesthesia,  as  advocated  bv  Farr, 
is  a recent  great  step  forward  in  abdominal  sur- 
gery and  permits  operations  upon  the  stomach 
and  gall  bladder  to  be  done  painlessh . Other 
methods  of  splanchnic  anesthesia,  although  ef- 
ficient, are  more  difficult  and  really  belong  to 
the  field  of  the  expert  while  the  Farr  technic 
may  be  readily  and  successfully  used  bv  anv 
careful  surgeon.  In  fact  we  feel  that  in  order 
to  be  successful  the  anesthesia  should  be  induced 
and  augmented,  as  may  be  found  necessan 
from  time  to  time,  by  the  operator  or  his  as- 
sistant, and  not  by  an  anesthetist  who  takes  no 
part  in  the  operation.  Under  such  circumstances 


the  surgeon  becomes  more  interested  in  the  suc- 
cess of  the  local  anesthesia  and  soon  masters 
that  finer  and  higher  degree  of  surgical  technic 
that  the  method  demands  and  which  shares 
equally  with  the  anesthesia  in  the  absence  of  un- 
toward after-effects. 

Improved  surgical  technic  implies  attention 
to  numerous  minor  details  such  as  (a)  a trained 
psycho-anesthetist  who  sits  at  the  patient’s  head 
and  by  keeping  him  informed  aids  in  his  mental 
relaxation;  (b)  the  physical  comfort  of  the  pa- 
tient while  he  lies  upon  the  table;  (c)  a refined, 
nearly  painless,  technic  of  injection  of  the  anes- 
thesia solutions;  (d)  soft  elastic  retraction  of 
tissues,  such  as  may  be  accomplished  by  the  wire 
springs,  which  never  let  up  and  never  jerk;  (e) 
the  use  of  proper  illumination  to  properly  see 
rather  than  feel  the  organs  attacked;  (f)  the  use 
of  gravity  by  tilting  the  table  to  render  parts  of 
the  operative  field  accessible,  that  is,  the  Trendel- 
enberg  position;  (g)  vertical  retraction  of  the 
edges  of  the  wound  so  that  with  complete  an- 
esthesia accompanied  by  a negative  intra-abdom- 
inal pressure  the  gall-bladder  and  pelvic  organs 
may  be  visualized  through  a McBurney  incision, 
splanchnic  anesthesia;  (i)  that  delicacy  of  hand- 
ling tissues  which  avoids  traction  and  unneces- 
sary roughness,  but  substitutes  surgical  strategy 
and  finesse  with  the  reduction  of  trauma,  shock, 
and  post-operative  distress  to  a minimum. 

DISCUSSION 

Dr.  X.  Oliver  Ramstad  (Bismarck)  N.  D.:  We 
are  certainly  very  fortunate  in  having  an  opportunity 
to  hear  this  paper  by  one  of  the  leading  surgeons 
of  the  Northwest. 

We  have  used  novocain  for  many  years.  I be- 
lieve Dr.  Quain  was  one  of  the  first  to  use  this 
method  in  the  Northwest.  I remember  when  he 
came  back  from  abroad  and  told  us  he  had  been 
visiting  a clinic  where  they  did  laparotomies  under 
local  anesthesia.  He  brought  back  a little  vial  of 
novocain  powder  and  we  began  our  work. 

We  have  never  had  any  trouble  with  local  anes- 
thesia, possibly  because,  we  have  remembered  the 
point  brougnt  out  by  the  essayist  about  keeping 
the  needle  moving.  We  find  that  novocain  is  valu- 
able to  us  in  operations  for  substandard  risks. 
Many  individuals  come  to  our  clinic  with  strangu- 
lated hernia,  acute  appendicitis,  or  acute  cholecysti- 
tis, associated  with  acute  respiratory  infections,  and 
we  find  we  can  operate  on  them  under  local  anes- 
thesia with  less  danger.  With  combined  anesthesia 
we  can  get  by  with  most  of  these  cases.  We  use 
local  anesthesia  and  a very  little  nitrous  oxid  gas, 
and  then  finish  under  local. 

Dr.  Maxei.yer  (closing):  I thank  you  all  for  the 
privilege  of  being  here,  for  it  has  been  a great 
pleasure,  and  I am  very  sorry  that  I could  not  have 
been  here  early  enough  to  enjoy  yesterday’s  pro- 
gram and  last  night’s  banquet. 
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1 think  in  t lie  substandard  risks  that  Dr.  Ramstad 
mentioned  novocain  is  most  useful,  hut  if  you  limit 
the  novocain  only  to  the  substandard  risks,  you 
will  not  be  able  to  use  it  on  those  cases.  The  only 
way  vve  can  become  skillful  enough  to  use  local 
anesthesia  properly  is  to  use  it  frequently  and  not 
on  the  occasional  patient.  I know  Dr.  Ramstad  uses 
it  much  more  frequently  than  on  the  substandard 
risks,  but  it  is  particularly  useful  in  those  cases. 
The  use  of  nitrous  oxid  in  connection  with  local 
anesthesia  is  no  confession  of  failure.  There  are 
many  patients  who  must  be  treated  in  that  way. 
We  start  many  of  these  cases  with  local  anesthesia 
and  give  a little  nitrous  oxid  after  we  have  gone 
as  far  as  we  may.  If  you  will  remember,  the  con- 
clusion of  the  Allied  Congress  of  Surgeons  at  the 
close  of  the  World  War  was  to  the  effect  that  nitrous 
oxid  and  novocain  was  the  most  efficient  method 
of  anesthesia. 


BOOK  NOTICES 


The  Principles  of  Sanitation.  A Practical  Hand- 
book for  Public  Health  Workers.  By  C.  H. 
Kibbey.  Cloth,  $3.50.  Pp.  334,  with  32  illustra- 
tions. Philadelphia:  F.  A.  Davis  Co.,  1928. 

The  Principles  of  Sanitation,  written  by  C H. 
Kibbey  and  published  through  F.  A.  Davis  Co. 
The  book  has  three  hundred  forty-four  pages  with 
thirty-four  illustrations,  including  five  color  plates. 

This  book  was  published  to  furnish  reading  mat- 
ter for  the  instruction  of  sanitary  inspectors.  For 
that  purpose  it  does  very  well.  It  is  written  in 
clear  and  not  too  technical  way  and  should  be  of 
value  to  any  layman  desiring  information  on  this 
important  subject. 

— John  A.  Dahl,  M.D. 

Goiter  Prevention  and  Thyroid  Protection.  By 
Israel  Bram,  M.D.,  author  of  “Goiter:  Non-Sur- 
gical  Types  and  Treatment”;  Medical  Director, 
Bram  Goiter  Institute,  Upland,  Pa.,  price  $3.50. 
Philadelphia:  F.  A.  Davis  Co.,  1928. 

The  author  writes  enthusiastically  concerning  the 
thyroid  gland  and  its  diseases  for  the  information 
of  the  layman  and  physician.  The  author  advocates 
medical  treatment  for  exophthalmic  goiter,  and  sur- 
gical treatment  is  considered  of  doubtful  value.  The 
thyroid  enlargement  in  exophthalmic  goiter  is  con- 
sidered of  secondary  importance. 

Whatever  may  be  the  part  played  by  the  thyroid 
gland  in  etiology  of  exophthalmic  goiter,  it  appears 
that  most  observers,  however  great  their  desire  for 
an  efficient  medical  management,  must  admit  that 
thyroidectomy  offers  the  least  time-consuming  and 
when  sufficiently  done  the  surest  method  of  re- 
covery. 

— C.  A.  McKinlay,  M.D. 

i lexical  Gynecology  and  Obstetrics.  By  Rae 
Thornton  La  Vake,  A.B.,  M.D.,  F.A.C.S.,  Assistant 
Professor  Gynecology  and  Obstetrics,  University 
of  Minnesota.  263  pages.  Illustrated.  Price  $4.00. 
St.  Louis:  C.  V.  Mosby  Company,  1928. 

This  volume  is  a digest  in  very  readable  form  of 
the  author’s  clinical  experience  in  gynecology  and 


obstetrics.  The  whole  field  in  either  subject  is  not 
covered  in  its  entirety  but  only  those  conditions  of 
common  and  essentially  practical  interest.  The 
methods,  facts  and  theories  arc  in  the  main  the 
concensus  of  most  recent  opinions;  some,  however, 
are  evolved  from  the  author’s  experience. 

The  first  part  of  the  book  deals  with  the  facts  to 
be  elicited  on  routin  gynecologic  examination  fol- 
lowed by  an  evolution  of  special  methods  of  diag- 
nosis in  selected  cases.  Displacements  of  the  uterus 
with  schematic  drawings  give  a comprehensive  pic- 
ture of  their  origin,  nature,  and  treatment.  Postpar- 
tum examination,  too  often  neglected,  is  emphasized. 
Sterility,  menstrual  disorders,  infections  and  labor 
injuries  are  ably  discussed. 

The  obstetrical,  portion  of  the  book  considers  the 
common  complications  of  labor  and  the  puerperium 
and  the  best  methods  of  treatment  with  technic  in 
case  of  operative  necessity. 

Alleviation  of  pain  in  labor  is  well  treated,  the 
achievement  of  which  is  open  to  every  one  who  will 
make  the  effort. 

This  book  is  designed  to  meet  the  requirements 
of  all  interested  in  obstetrics  and  gynecology  and 
deserves  a place  in  your  library. 

— J.  H.  Simons,  M.D. 

Diabetic  Manual  for  Patients.  By  Henry  I.  Tolin, 
M.D.,  M.A.,  F.A.C.P.,  Maj.  M.R.C.  Director  of 
the  Diabetic  Department  and  Laboratories  of  the 
Cleveland  Clinic.  The  C.  V.  Mosby  Company, 
St.  Louis,  1928. 

Another  manual  for  the  diabetic  patient  is  made 
available  by  the  author;  and  another  text  is  avail- 
able to  the  diabetic  patient  from  which  he  may  learn 
not  only  food  values,  but  also  the  principles  under- 
lying the  disease  and  its  treatment. 

One  feature  of  this  manual  is  the  graphic  colored 
representation  of  the  proportion  of  carbohydrate  in 
the  various  foods.  Numerous  menus  and  food 
recipes  are  included. 

- — C.  A.  McKinlay,  M.D. 

A Treatise  on  Etiology,  Pathology, Symptomatology, 
Diagnosis,  Prophylaxis  and  Treatment  of  Syph- 
ilis. By  H.  H.  Hazen,  A.M.,  M.D.,  Professor  of 
Dermatology  and  Syphilology  Medical  Depart- 
ment of  Georgetown  University,  Professor  of 
Dermatology  and  Syphilology  Medical  Depart- 
ment of  Howard  University,  Etc.  165  illustrations 
with  16  of  these  in  colors,  643  pages.  C.  V. 
Mosby  Company,  St.  Louis,  1928. 

This  is  the  second  edition  of  the  work,  the  first 
having  appeared  in  1919. 

The  greater  part  of  the  book  has  been  entirely 
rewritten  and  revised.  The  bibliography  is  very 
extensive  and  complete,  and  brought  down  to  date. 

Three  sections  of  this  edition  have  been  written 
by  the  author,  which  in  the  former  edition  were 
contributed  by  three  different  writers. 

It  is  commendable  with  reference  to  the  illustra- 
tions that  instead  of  giving  a title  only,  mentioning 
the  disease,  it  often  gives  a complete  description 
of  the  findings. 

It  is  a very  excellent  book  covering  the  subject 
in  a conservative,  clear,  and  concise  manner. 

— H.  D.  Diessner,  M.D. 
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YEAST 

In  looking  over  one  of  the  daily  papers  the 
other  day,  one  entire  page  devoted  to  the  neces- 
sity of  eating  yeast  met  the  eye  of  the  editor, 
and  among  the  paragraphs  were  several  pictures 
of  foreign  physicians  who  had  no  hesitancy  in 
endorsing  the  use  of  yeast  for  many  different 
complaints;  particularly  the  gastro-intestinal  dis- 
orders, as  well  as  for  various  other  ailments. 
The  editor  began  to  think  that  perhaps  he  is  un- 
fortunate in  not  using  yeast,  but  there  is  another 
side  to  the  question.  Undoubtedly,  a great  many 
people  are  benefited,  more  or  less,  by  the  use 
of  yeast  (or  at  least  they  think  so),  but  they  take 
it  in  the  proper  manner.  All  yeast  cakes  should 
be  dissolved  in  water,  warm  or  hot  water  if  pos- 
sible, and  taken  in  the  form  of  a solution,  as  any 
yeast  eaten  in  the  cake  form  and  eaten  in  chunks 
is  of  no  value  whatever,  according  to  experiments 
that  have  been  conducted,  as  it  has  been  found 
to  be  insoluble  in  the  bowel — unless  thoroughly 
macerated  with  water.  Under  proper  circum- 
stances, then,  the  yeast  may  do  much  good,  but 
if  eaten  as  we  ordinarly  eat  candy  or  similar 
foodstuffs  it  is  of  very  little  value,  if  any.  On 


the  other  hand,  many  people  are  not  benefited  at 
all.  But  we  have  no  criticism  to  offer  in  this 
respect  because  many  people  are  not  benefited  by 
medicines  the  doctor  gives  them,  probably  for 
the  reason  that  the  diagnosis  and  treatment  of  the 
ailment  do  not  coincide.  However,  the  indis- 
criminate use  of  yeast  is  to  be  deplored,  and  ex- 
travagant claims  made  for  it,  both  in  the  press 
and  on  the  package,  are  questionable. 

A great  many  people  take  yeast  for  gas  for- 
mation. They  may  think  they  have  a lot  of  gas 
in  their  intestines  when  as  a matter  of  fact  the 
quantity  of  gas  is  normal,  and  therefore  it  is 
unnecessary  to  take  yeast  for  its  reduction. 

Then  again  many  people  take  yeast  and  it 
creates  an  abnormal  quantity  of  gas.  The  latter 
are  unsuitable  cases  for  treatment  bv  the  yeast 
method ; but  what  are  we  poor  doctors  to  do  in 
the  face  of  these  blatant  advertisements,  sanc- 
tioned by  the  so-called  medical  authorities  of 
foreign  lands.  In  looking  over  the  list  of  names 
on  the  newspaper  pagle  referred  to,  we  are  struck 
with  the  fact  that  most  of  the  men  are  almost 
wholly  unknown,  or  at  least  have  not  come  into 
prominence  in  this  country.  In  some  instances 
the  conscientious  use  of  yeast  as  a fermentative 
in  the  bowel  may  or  may  not  destroy  the  normal 
intestinal  bacteria.  Perhaps  the  new  method 
now  in  vogue  of  making  vaccine  out  of  intestinal 
bacteria  will  do  something  to  clear  the  situation 
and  perhaps  will  also  test  the  efficacy  of  yeast. 
But  as  long  as  the  advertising  goes  on  in  the 
press,  yeast  will  be  one  of  the  best  sellers,  even 
though  it  is  nominal  in  price. 

One  must  consider,  too,  the  change  in  the 
usage  of  yeast.  Before  prohibition  yeast  was 
a very  large  element  in  the  manufacture  of  bee>'. 
but  there  are  comparatively  few  legalized  beer- 
makers  in  evidence  at  the  present  time,  hence 
the  necessity  of  advertising  more  largely  the 
therapeutic  ( ?)  value  of  yeast.  So,  between 
antiprohibition  and  the  necessity  of  making  yeast 
one  of  the  best  sellers,  this  may  account  for  the 
advertising  of  the  use  of  yeast  for  all  kinds  of 
diseases  and  regardless  of  the  p'atient.  Think 
it  over,  and  tell  it  to  your  patients  if  you  will. 
But  you  will  find  some  very  firm  adherets  of 
the  yeast  as  a therapeutic  agent. 

THE  INFLUENZAL  SITUATION 

We  have  become  very  much  disturbed  in  vari- 
ous parts  of  the  country,  and  in  Minnesota,  by 
a peculiar  development  of  the  commonly  known 
“flu,”  or  as  sometimes  called  La  Grippe,  also 
known  as  a bad  cold.  The  supposition  is  that 
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all  types  come  from  one  source  of  infection,  a 
form  of  streptococcus  infection,  for  in  a few 
cases  a bad  cold  would  lead  to  a pneumonia  and 
a very  speedy  death.  Other  cases  develop  where 
the  cold  is  just  a very  bad  cold  in  the  common 
sense  of  the  word,  but  with  it  is  a tire,  a prostra- 
tion, and  an  easily  exhausted  feeling.  Unless 
these  cases  are  put  to  bed  at  once  and  kept  there 
until  the}-  recover  the  danger  of  complications 
is  serious.  The  average  duration  is  from  five 
to  six  days  before  the  patient  is  able  to  get  about 
very  much.  Definite  rest  in  bed  is  probably  the 
best  form  of  treatment  in  this  case. 

How  many  of  our  patients  refuse  to  stay  liter- 
ally in  bed  and  rest  ? There  are  all  sorts  and 
varieties  of  illness ; perhaps  some  of  them  are 
definite,  some  are  very  indefinite,  but  they  are  all 
ascribed  to  streptococcus  or  influenzal  infection. 

We  have  not  determined  yet,  or  have  not  been 
told  what  an  influenzal  germ  is,  although  some 
of  our  scientists  are  very  positive  that  they  have 
discovered  and  isolated  it.  This  sort  of  assertion 
often  creates  a doubt  in  our  minds,  and  many 
are  inclined  to  think  that  as  yet  we  know  nothing 
about  the  influenzal  germ. 

In  our  treatment  of  it  it  is  much  the  same 
as  any  other  germ  that  produces  an  acute  illness, 
rest,  very  little  food,  and  when  the  patient  is 
inclined  to  eat  to  give  milk  or  broth  until  able 
to  get  out  of  doors.  The  patient  should  be 
urged  to  begin  activities  very  slowly.  Rest,  light 
diet,  and  plenty  of  water  seem  to  be  the  accepted 
treatment.  It  is  customary  in  some  instances  to 
give  five  or  ten  grains  of  Dover  powder,  sup- 
posedly to  eliminate  the  poison.  Others  use 
the  combined  vaccine  or  catarrhalis  immunogen 
antigen,  recently  put  out  by  Parke,  Davis  & Co., 
while  the  combined  influenzal  vaccine  is  made 
by  the  Lederle  Laboratory.  The  injections 
should  be  repeated  often  enough  to  produce 
the  rather  active  physical  effect,  although  the 
number  of  injections  may  be  varied  according 
to  the  case,  but  usually  three  to  six  vaccinations, 
as  we  call  them,  is  sufficient  to  abort  or  slow  up 
the  disorder.  Even  this  method  of  treatment 
is  somewhat  problematic,  but  it  has  been  used 
with  success.  The  immunogen  put  out  bv 
Parke,  Davis  & Co.  may  be  given  in  2 c.c.  doses. 
Experiments  made  here  lead  us  to  believe  that 
smaller  doses  are  better  than  large  doses,  and 
the  reaction  is  a little  more  prompt  and  strong- 
er in  the  immunogen  than  in  the  combined  in- 
fluenzal vaccine.  As  has  been  said,  the  accom- 
panying pneumonia  is  to  be  watched  for  very 
carefully,  and  the  patient  should  be  examined 
frequently  to  discover  anything  wrong  in  the 


chest. 

Although  the  Twin  Cities  have  been  compara- 
tively free  from  pneumonia  complication,  it 
makes  no  difference  in  the  treatment  no  matter 
how  mild  the  case  may  be.  It  goes  without 
saying  that  the  bowels  should  be  open  without 
giving  too  much  laxative. 

One  of  our  high  schools  in  Minneapolis  had 
825  absent  pupils.  It  is  fair  to  say  that  many 
of  them  had  mild  cases  of  flu,  and  many  were 
kept  out  by  their  parents  to  prevent  any  possible 
contact.  It  seems  rather  singular  that  school 
boards  in  large  cities  cannot  ask  that  the  schools 
be  closed.  In  order  to  do  that  successfully  they 
must  have  theaters,  churches  and  other  public 
gathering  places  closed  also.  It  has  been  thought 
that  stagnant  air  in  any  confined  space  is  apt 
to  be  loaded  with  infected  germs.  There  are 
only  a few  places  in  the  cities  where  the  air  is 
changed  every  seven  to  twelve  minutes. 

Another  form  of  influenza  which  we  wish  to 
draw  attention  to  is  influenza  followed  by  vertigo 
due  to  a blocking  up  of  the  semicircular  canal 
in  one  or  both  ears,  and  which  may  take  a long 
time  to  resolve.  The  peculiar  feature  of  this 
form  is  that  some  people  have  two  or  three  at- 
tacks and  then  recover  in  a very  limited  space 
of  time.  We  have  in  mind  one  man  who  con- 
tracted this  form  fourteen  years  ago  in  the  south. 
He  was  definitely  sick  at  the  time  but  finallv 
was  able  to  resume  his  profession,  that  of  a 
physician,  and  was  able  to  be  at  his  desk  every 
day.  Occasionally  there  would  be  a day  or  two 
when  he  would  be  unable  to  attend  to  his  duties 
because  of  a return  of  the  vertigo.  Another 
case  is  of  a woman  who  was  in  good  health  and 
was  suddenly  stricken  with  this  form  and  had 
vertigo  for  one  year  and  then  recovered  in  the 
course  of  two  or  three  days  without  knowing 
iust  how  it  came  about.  Another  is  a woman 
forty-eight  years  of  age  with  the  same  trouble 
but  hers  passed  away  without  her  knowledge 
after  annoying  her  for  many  months.  One  young 
woman  of  20  had  all  the  trouble  that  she 
could  have  with  it,  except  that  she  had  a vertigo, 
a nystagmus  which  was  very  marked  but  pre- 
ceded by  three  or  four  days  of  stupor,  paras- 
thenias  l of  fingers  and  toes.  As  soon  as  she 
came  out  of  her  stupor  she  began  to  experi- 
ence the  unpleasantness  of  the  vertigo.  She 
had  about  ten  spinal  punctures  and  has  made  a 
good  recovery.  Others  complain  of  the  same 
trouble  lasting  a day  or  two  and  sometimes  only 
a few  hours.  One  young  man  said  that  he  must 
have  had  something  very  like  this  because  he 
was  unable  to  get  out  of  bed  one  morning  on 
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account  of  vertigo,  but  finally  got  to  the  bath 
room  where  he  fell  down,  not  unconscious,  as  we 
recall  it,  but  he  struck  his  head  on  the  bath  tub. 
He  had  no  vertigo  after  this.  He  is  a strong, 
healthy  fellow  and  made  a good  recovery.  A 
young  woman  of  forty-five  came  here  in  March 
and  was  so  dizzy  and  had  so  much  vertigo  that 
she  was  unable  to  eat  anything  for  six  days. 
Turning  her  head  from  one  side  to  the  other 
would  bring  on  more  trouble.  She  got  steadily 
better  and  was  able  to  resume  her  studies,  with 
which  she  was  occupied,  and  has  been  well  since. 

These  are  the  more  unfortunate  types  of  in- 
fluenza which  we  are  bound  to  meet  in  caring 
for  the  sick  in  any  epidemic.  They  have  ap- 
peared in  various  parts  of  the  state,  as  well  as 
over  the  United  States.  So  far  no  explanation 
has  been  given  for  the  formation  of  a clot  or 
thrombus  in  the  semicircular  canals.  Age  seems 
to  make  no  special  difference  except  that  the 
older  ones  are  slower  to  recover,  presumably 
on  the  ground  that  the  older  person  has  some 
arteriosclerosis  pending  or  in  evidence.  Unfor- 
tunately there  is  no  known  specific,  and  you 
might  as  well  let  your  patient  get  up  after  a 
few  weeks  in  bed,  as  to  keep  him  in  bed  too  long 
gives  more  vertigo. 

SOME  OF  THE  JOYS  OF  SURGERY 

A very  delightful  incident  came  to  light  in 
Minneapolis  recently.  A prominent  surgeon 
had  operated  on  a case  some  time  during  the 
early  part  of  the  season  and  found  it  incurable, 
a probable  malignancy,  and  the  man  died.  The 
surgeon  had  done  everything  possible  under 
the  circumstances.  The  other  day  he  received 
a telephone  call  from  a man  he  knew  very  well, 
reciting  the  instance  of  his  friend’s  death  and 
telling  the  doctor  that  he  had  supported  a fund 
for  the  widow  for  a reasonable  length  of  time, 
and  asking  if  the  physician  had  received  his 
check  for  the  operation.  He  had  not,  of  course, 
so  he  was  advised  to  put  in  his  claim  at  once, 
which  he  did  and  received  a remuneration. 

It  seems  everybody  had  been  dipping  into  this 
estate,  and  it  was  being  rapidly  drained.  He 
thanked  his  informant  for  his  advice.  Although 
he  had  been  a friend  for  many  rears  he  con- 
sidered this  incident  a very  worthy  act,  for 
which  he  was  very  much  obliged  and  pleased. 

We  wonder  how  many  of  us  phvsicians  and 
surgeons  have  such  worthy  friends  of  whom 
we  know  so  little,  and  perhaps  do  not  know  that 
they  are  interested  in  our  behalf.  How  much 
the  people  could  do  for  the  doctor  is  an  un- 


known quantity.  Occasionally  something  of 
this  sort  comes  to  light  and  encourages  us  to 
go  on  with  our  work,  not  with  the  expectation 
of  reward,  but  knowing  that  we  have  a real 
friend  in  our  community. 

“THE  NEWEST  FAD  IN  EDUCATION” 

An  article  under  the  above  title  may  be  found 
in  the  December  number  of  the  Worlds  Work. 
It  was  written  by  Montaville  Flowers  and  con- 
tains an  expose  of  methods  of  education  and  also 
contains  some  important  advice  with  regard  to 
fads.  A fad  is  what  everybody  does  because 
everybody  does  it,  and  we  all  climb  on  to  the 
“Great  American  Bandwagon”  to  join  our  fel- 
lows who  believe  in  that  sort  of  thing.  Herbert 
Spencer  says,  “Men  dress  their  children’s  minds 
as  they  do  their  bodies,  in  the  prevailing  fashion.” 
James  Whitcomb  Riley  has  written  an  object 
lesson  in  which  the  same  thing  was  character- 
ized in  his  story  as  the  peanut,  and  evidently 
created  much  discussion  at  the  time  (1885-1910). 
Another  fad  was  vertical  writing,  which  swept 
over  the  country  in  1900  and  wrecked  the  old 
art  and  itself  too,  and  produced  a generation 
of  the  worst  penmen  that  America  has  ever  seen. 

Now  the  article  named  goes  on  to  say  that 
the  latest  fad  revolves  about  two  words : “voca- 
tion” and  “guidance.”  The  fad  is  not  yet  fulh 
in,  for,  as  the  National  Education  Association 
says,  “The  subject  of  guidance  and  vocational 
education  is  still  in  a confused  and  formative 
state  in  this  country.”  But  it  will  become  a fad 
because  all  of  the  agencies  to  make  it  one  have 
arrived.  It  is  backed  by  a special  law  and 
financed  by  the  Federal  Government,  with  a 
slate  director  in  every  state  capitol.  It  is  repre- 
sented bv  special  magazines  and  courses  in  uni- 
versities. Text-books,  questionnaires,  and  card 
svstems  are  on  the  market.  It  deals  particularly 
with  the  development  of  the  child  in  the  primary 
grades,  as  well  as  in  the  high  school,  and  is  sup- 
posed to  help  him  find  his  own  life  work  and 
choose  his  studies  and  training  that  will  assure 
him  success  in  that  line.  It  would  make  every 
grade,  beginning  with  the  sixth  or  seventh,  a place 
of  retail,  not  wholesale,  life  preparation;  of  the 
acquisition  of  special,  instead  of  general,  knowl- 
edge. As  a prerequisite  to  its  operation  educa- 
tors must  change  three  worlds : first,  the  indi- 
vidual capabilities  of  each  child ; second,  the 
mental  and  physical  essentials  for  success  in 
every  employment ; third,  the  courses  in  knowl- 
edge and  skill  that  will  equip  any  child  for  his 
place  in  society,  once  designated.  It  is  the  most 
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prodigious  undertaking  in  the  history  of  educa- 
tion. 

In  referring  to  the  guidance  problem  he  thinks 
the  guidance  teacher  must  possess  encyclopedic 
information,  unerring  powers  of  psychoanalysis, 
and  intimate  contact  with  every  child.  Appar- 
ently the  teacher  herself  is  the  first  problem  and 
limitation  of  guidance.  “Our  applicants  for  po- 
sitions as  vocational  guides,”  says  one  director, 
“are  mostly  girls  fresh  from  college  where  they 
have  had  courses  in  mental  tests,  occupations, 
etc. ; but  they  have  had  no  world  contacts ; they 
know  nothing  of  the  intricate  complex  of  prac- 
tical affairs,  and  after  they  get  into  the  schools 
they  will  have  no  such  contacts ; how  can  they 
guide  through  what  they  do  not  know?”  All 
this  leads  back  to  the  fact  that  the  beginning  of 
the  child  or  the  problems  of  childhood  should  be 
turned  back  to  the  parents  and  not  left  entirely 
to  the  teacher’s  care,  but  too  often  this  is  re- 
versed, and  by  the  time  the  child  reaches  the 
teacher  who  knows  her  occupation  the  whole 
problem  is  changed  again.  This  sort  of  educa- 
tion is  like  a gun  hitting,  or  trying  to  hit,  a mark. 
It  was  the  contention  of  those  who  introduced 
the  regime  of  manual  training  that  these  inno- 
vations would  interest  boys  who  have  no  inclina- 
tion for  academic  studies.  How  powerful  are 
these  departments  to  draw  students  from  other 
departments  to  them?  Apparently  there  is  no 
attempt  made  for  the  most  part  in  the  minor 
grades  to  teach  the  child  how  to  think.  Some- 
one suggested  that  the  teacher  should  meet  three 
or  four  students,  and  they  should  talk  things  over 
together  so  that  they  could  all  think.  That  this 
is  the  basis  of  education  has  been  proven  many 
times.  Then  there  seems  to  be  a claim  on  the 
part  of  the  high  schools  that1  they  are  fitting 
boys  and  girls  in  making  a choice  as  to  what 
their  vocations  may  be.  The  majority  of  10,000 
seniors  replying  to  questionnaires  on  the  subject 
stated  that  they  had  received  no  aid  from  high 
school  in  making  their  choices.  It  is  quite  ap- 
parent that  the  students  would  not  feel  that 
taking  intelligence  tests,  filling  out  blanks,  talking 
a few  minutes  in  class,  or  even  privately  with 
teachers,  about  their  studies,  meant  that  their 
life  work  was  being  directed. 

The  average  student  under  sixteen  years  of 
age  has  not  the  depth  of  mind  seriously  to  con- 
sider life  work,  and  the  majority  of  these 
children  change  their  minds  so  often  that 
much  of  their  early  instruction  is  lost.  In 
undergoing  these  tests  they  evidently  show  a 
lack  of  that  stability  of  judgment  necessary  to 
discover  their  life  work.  To  drive  the  child 


too  fast  or  too  far  is  to  make  him  lose  inter- 
est in  the  situation  and  slump  down  into 
a man  who  does  very  ordinary  labor  without 
any  final  conclusions  in  his  own  mind. 


DR.  WILLARD  B.  PINEO,  1858-1928* 

Dr.  Williard  B.  Pineo,  a resident  of  Minne- 
apolis for  forty-five  years,  died  November  3, 
1928,  after  an  illness  of  six  months.  Funeral 
services  were  in  charge  of  the  Scottish  Rite, 
of  which  order  he  was  a member. 

Dr.  Pineo  was  born  on  April  22,  1858,  in 
Columbia  Falls,  Maine,  and  his  preliminary  edu- 
cation was  received  at  Bucksport  Seminary  and 
Kents’  Hill  Seminary  in  Maine.  He  came  to 
Minneapolis  in  1883,  and  after  teaching  school 
for  six  years  he  took  up  the  study  of  medicine 
with  Dr.  F.  A.  Dunsmoor,  of  Minneapolis,  grad- 
uating from  the  Medical  Department  of  the  Uni- 
versity of  Minnesota  in  1885,  a member  of  the 
first  medical  class  to  go  out  from  that  institut- 
tion  and,  prior  to  his  death,  the  oldest  alumnus. 

Dr.  Pineo  pursued  postgraduate  studies  in 
New  York,  Vienna,  Paris,  and  London,  and, 
after  five  years  in  general  practice,  he  took  up 
the  specialty  of  eve,  ear,  nose  and  throat,  which 
he  continued  for  33  years. 

Dr.  Pineo  was  a Fellow  of  the  American 
Medical  Association  and  a member  of  the  Hen- 
nepin County  Medical  Society,  having  been  sec- 
retary of  the  latter  society  in  1897-99  at  the 
time  when  its  meetings  were  held  at  the  Public 
Library.  He  was  also  a member  of  the  Acade- 
my of  Ophthalmology  and  had  been  a member 
of  the  Minneapolis  City  Hospital  Staff  and  Sec- 
retary of  the  Asbury  Hospital  Medical  Staff  for 
many  years.  He  was  a 33d  degree  Mason,  Past 
Master  of  Hennepin  Lodge  No.  4,  and  Wise 
Master  of  Rose  Croix.  He  was  a member  of 
the  Minneapolis  and  Lafayette  Clubs. 

He  is  survived  by  his  wife.  Dr.  and  Mrs. 
Pineo  had  resided  for  several  years  at  rthe 
Leamington  Hotel. 

DR.  THEODORE  TENNYSON,  1869-1928* 

Dr.  Theodore  Tennyson  died  in  Los  Angeles, 
California,  October  29,  1928.  Burial  took  place 
at  Lakewood  Cemetery,  Minneapolis,  November 
5,  with  members  of  the  Scottish  Rite  in  charge. 

Dr.  Tennyson  was  born  at  Haugesund,  Nor- 
way, June  30,  1869,  and  came  to  Minneapolis 
with  his  mother  in  1883.  He  learned  the  Eng- 

*Report  of  the  Necrology  Committee,  read  before  the 
Hennepin  County  Medical  Society  at  its  meeting  of  Decem- 
ber. 3.  1928. 
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lish  language  and  studied  pharmacy,  engaging 
in  business  in  Tacoma,  Washington,  after  com- 
pleting his  course. 

After  his  marriage  to  Miss  Ruse,  of  Chicago, 
he  entered  the  Washington  University  (St. 
Louis)  and  was  graduated  from  the  Medical 
Department  in  1898.  After  practicing  at 
Appleton  for  five  years  he  came  to  Minneapo- 
lis, where  he  practiced  until  retiring  from  ac- 
tive practice  in  1927. 

He  was  a member  of  the  medical  staffs  of  the 
Swedish,  Norwegian  Deaconess,  and  Fairview 
Hospitals,  and  had  been  a member  of  the  Scheld- 
rup-Tennyson-Petersen  Clinic  since  its  organi- 
zation. 

Dr.  Tennyson  was  a member  of  the  Hennepin 
County  Medical  Society  and  a Fellow  of  the 
American  Medical  Association ; a member  of 
the  Sons  of  Norway,  the  Odin  Club,  and  of  the 
orders  of  Scottish  Rite,  Modern  Woodmen,  and 
Elks. 

His  wife  and  three  children,  all  of  Minne- 
apolis, survive  him. 

IN  MEMORIUM 
CHARLES  E.  McCAULEY,  M.D. 

PAST  PRESIDENT  OF  THE  DAKOTA 
STATE  MEDICAL  ASSOCIA- 
TION, 1913 

Whereas,  in  accordance  with  the  irrefragable 
plan  of  Divine  Providence,  Charles  E.  McCauley 
has  been  called  to  his  last  reward,  and 

Whereas,  through  Doctor  McCauley’s  keen 
insight  into  the  medical  needs  of  his  community, 
he  was  instrumental  as  a member  of  the  Staff 
of  St.  Luke’s  Hospital,  by  his  untiring,  conscien- 
tious, intelligently  directed  advice  for  his  com- 
munity, and 

Whereas,  through  his  sympathetic  under- 
standing of  the  needs  of  the  medical  profession 
of  this  State,  and  because  of  his  lofty  ideals 
relative  to  the  value  of  higher  education  to  medi- 
cine, he  gained  the  admiration  and  respect  of 
the  profession  he  so  well  served,  and 

Whereas,  as  past  president  of  the  South  Da- 
kota Medical  Association,  he  had  indelibly  identi- 
fied himself  as  a leader  in  the  Medical  Associa- 
tion of  the  State, 

Be  it  Resolved,  that  the  South  Dakota  State 
Medical  Association  humbly  acknowledge  its  in- 
debtedness and  that  it  extend  deepest  sympathy 


to  the  bereaved  members  of  Doctor  McCauley’s 
family,  who  will  most  keenly  feel  this  loss, 

Be  it  Further  Resolved,  that  a copy  of  these 
resolutions  be  submitted  to  the  members  of  Doc- 
tor McCauley’s  family,  a copy  sent  to  the  Secre- 
tary of  each  of  the  Districts  Medical  Societies 
of  the  State,  and  read  at  their  next  regular  meet- 
ing, and  a copy  printed  in  the  official  publication 
of  the  South  Dakota  Medical  Association. 

Done  at  Langford,  S.  D.,  this  tenth  day  of 
November,  in  the  year  of  our  Lord,  nineteen 
hundred  and  twenty-eight. 

J.  F.  D.  Cook,  M.D., 
Secretary-T  reasurer, 

South  Dakota  State  Medical  Association. 
Died  November  5,  1928,  aged  53  years. 


NEWS  ITEMS 


Minnesota  had  the  lowest  maternity  death  rate 
in  1927  in  the  nation. 

Dr.  George  E.  Whitson,  a recent  graduate  of 
the  Medical  School  of  Minnesota,  has  located  at 
Colman,  S.  D. 

Dr.  Willis  Clay,  of  Lake  Wilson,  Minn.,  died 
last  month  at  the  age  of  74.  Dr.  Clay  was  a 
graduate  of  Rush,  class  of  ’80. 

A survey  of  the  work  done  in  North  Dakota 
under  the  Sheppard-Towner  act  is  being  made 
by  the  State  Department  of  Health. 

Dr.  C.  J.  Sturges,  who,  until  recently,  prac- 
ticed in  Buffalo,  Minn.,  has  received  an  appoint- 
ment from  the  Government  for  work  in  Panama. 

An  addition  of  50  beds  capacity  is  to  be  built 
at  once  for  the  Mineral  Springs  Sanatorium  at 
Cannon  Falls,  Minn.  It  will  cost  over  $100,000. 

Dr.  W.  W.  Liffrig,  a recent  graduate  of  the 
U.  of  M.  Medical  School,  has  purchased  the 
practice  of  Dr.  G.  W.  Dewey,  of  Goodhue, 
Minn. 

Dr.  O.  E.  Stewart,  of  Bemidii,  formerly  as- 
sociated with  Dr.  E.  H.  Marcum,  of  that  city, 
has  taken  charge  of  a hospital  at  Crystal  City, 
Mo. 

Dr.  G.  L.  Jacquot,  formerly  of  Tyler,  Minn., 
is  now  located  in  Marshall,  Minn.,  and  confines 
his  practice  to  diseases  of  the  eye,  ear,  nose, 
and  throat. 
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The  offer  of  a gift  of  over  a million  dollars 
tendered  by  the  Rockefeller  Foundation  to  the 
Medical  School  of  the  University  of  Minnesota 
has  been  withdrawn. 

Dr.  L.  E.  Nelson,  of  Hendricks,  Minn.,  died 
last  month  at  the  age  of  35.  Dr.  Nelson  was  a 
graduate  of  the  Medical  School  of  the  University 
of  Minnesota,  class  of  ’23. 

Freeborn  County  (Minn.)  has  decided  to  join 
Rice,  Dakota,  Goodhue,  and  Olmsted  Counties 
in  the  maintenance  of  the  Mineral  Springs  Sana- 
torium for  the  care  of  the  tuberculous. 

The  Scott-Carver  County  Medical  Society  of 
Minnesota  held  its  annual  meeting  in  New 
Prague  the  last  of  November  and  listened  to  a 
paper  by  Dr.  Archie  Wilcox,  of  Minneapolis. 

Dr.  Russell  Richardson,  of  Waconia,  Minn., 
will  locate  in  Great  Falls,  Mont.,  and  become  as- 
sociated with  Dr.  A.  F.  Longewav,  of  that  city. 
Dr.  Richardson  formerly  practiced  in  Hutchin- 
son. 

Dr.  Horatio  Silver,  who  was  stationed  at  Fort 
Snelling  in  the  Government  Hospital,  and  who 
lived  in  Minneapolis  in  1917  and  1918,  died  in 
Ohio  last  month.  He  and  his  wife  were  killed 
by  robbers. 

Dr.  J.  R.  Anderson,  Superintendent  of  the 
Sunnyrest  State  Sanatorium  at  Crookston, 
Minn.,  has  resigned  after  three  years’  service  to 
become  associated  with  Dr.  W.  A.  Fansler,  in 
Minneapolis. 

Medical  men  and  health  officials  in  the  prin- 
cipal cities  of  the  Dakotas,  Montana,  and  Min- 
nesota report  that  the  epidemic  of  so-called  “flu” 
is  almost  uniformly  of  a mild  form,  readily 
yielding  to  treatment. 

Dr.  J.  D.  Carr,  of  the  State  Asylum  for  the 
Insane,  at  Jamestown,  N.  D.,  delivered  one  of 
the  annual  memorial  addresses  given  by  the  Elks 
in  that  city  last  month.  The  other  address  was 
given  by  State  Senator  Alfred  Steel. 

Dr.  H.  L.  Murnan,  of  Winner,  S.  D.,  died 
last  month  at  the  age  of  54.  Dr.  Murnan  was 
a graduate  of  Rush,  class  of  ’06.  He  was  prom- 
inent in  the  Rosebud  Country,  his  location  in  the 
state,  and  practiced  in  Gregory  before  his  re- 
moval to  Winner. 

Dr.  Peter  A.  Aurness,  of  Minneapolis,  died  on 
December  17,  at  the  age  of  68.  Dr.  Aurness 
graduated  from  the  Medical  School  of  the  Uni- 
versity of  Minnesota  in  the  class  of  ’92,  and  be- 
gan practice  the  same  year  in  Minneapolis,  and 


continued  until  his  death. 

Dr.  Walter  C.  McMurty  who  formerly  prac- 
ticed in  Virginia,  Minn.,  and  Wolford,  N.  D., 
died  last  month  at  the  age  of  45.  He  was  taking 
a postgraduate  course  in  New  York,  and  had 
just  completed  a similar  course  in  San  Fran- 
cisco. He  was  a gradrtate  of  McGill,  class  of  ’95. 

The  Rice  County  (Minn.)  Medical  Society 
held  its  annual  meeting  at  Nortlffield  last  month. 
Dr.  E.  T.  Eustennan,  of  the  Mayo  Clinic,  pre- 
sented a paper  on  “Recent  Developments  in  the 
Diagnosis  of  Cholecystic  Disease.”  The  follow- 
ing officers  were  elected:  President,  Dr.  Warren 
Wilson,  Sr.,  Nortlffield ; secretary-treasurer,  Dr. 
J.  J.  Plonske,  Faribault. 

The  Helena  Herald  said  in  a recent  issue  that 
Montana  physicians  were  besieging  the  district 
prohibition  officer  for  permission  to  write  emer- 
gency prescriptions  for  liquor  during  the  influ- 
enza epidemic.  Apparently,  according  to  our 
newspaper  contemporary,  the  Montana  physi- 
cians “have  been  driven  to  drink”  by  the  preva- 
lence of  “flu”  in  a rather  mild  form. 

At  the  annual  meeting  of  the  Cass  County 
Medical  Society  of  North  Dakota,  held  at  Fargo 
last  month,  the  following  officers  were  elected : 
President,  Dr.  B.  K.  Kilbourne ; vice-president, 
Dr.  A.  C.  St.  Morris ; secretary-treasurer,  Dr. 
R.  P>.  Bray;  member  of  the  board  of  censors 
for  three  years,  Dr.  R.  E.  Weible;  delegate  to 
the  state  association,  Dr.  L.  J.  Evans. 

The  Washington  County  (Minn.)  Medical  So- 
ciety met  at  Stillwater  last  month.  Dr.  Henry 
L.  Ulrich,  of  Minneapolis,  presented  a paper  on 
heart  disease,  illustrated  with  lantern  slides.  The 
election  of  officers  followed  and  resulted  as 
follows:  President,  Dr.  C.  H.  Sherman,  Bayport; 
vice-president,  Dr.  W.  R.  Humphrey,  Stillwater ; 
delegate  to  state  association,  Dr.  E.  S.  Boleyn, 
Stillwater. 

Last  month  the  citizens  of  Cottonwood,  Minn., 
gave  Dr.  Sigfred  Engh  a handsome  farewell  re- 
ception upon  his  departure  for  Jackson,  Minn. 
Dr.  Engh  has  been  a useful  citizen,  as  well  as 
a skillful  physician,  in  Cottonwood  for  the  past 
eight  years.  His  farewell  reception  was  an  hon- 
or to  the  citizens  of  Cottonwood  and  to  Dr. 
and  Mrs.  Engh.  Dr.  Engh  graduated  from  the 
Medical  School  of  the  University  of  Minnesota 
in  the  class  of  T4. 

While  the  State  Llealth  Department  of  North 
Dakota  is  waging  a vigorous  war  on  diphtheria 
with  a view  to  its  earlv  abolishment  from  the 
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state,  Bismarck  began,  last  month,  a special  at- 
tack upon  the  disease  through  the  city  schools. 
Toxin-antitoxin  is  to  be  administered  to  all  school 
children  in  the  city,  three  weekly  inoculations 
to  be  done.  The  work  is  done  under  the  super- 
vision of  Dr.  C.  E.  Stackhouse,  city  health  of- 
ficer, assisted  by  one  other  physician  and  the 
school  nurse.  The  results  of  the  work  will  be 
watched  with  great  interest. 


The  Sioux  Valley  Medical  Association 

The  Association  holds  its  midwinter  meeting  at 
Sioux  City,  Iowa,  on  January  22  and  23. 

The  tentative  program  gives  promise  of  an  ex- 
cellent meeting  and,  in  part,  is  as  follows: 

On  the  first  day  the  following:  Doctor  Alexius 
Forester,  of  Colorado  Springs,  Colorado,  Medical 
Director  of  Cragmor  Sanatorium,  will  give  a paper 
and  moving  picture  demonstration  of  the  use  of 
heliotherapy  in  the  treatment  of  tuberculosis. 

Doctor  Charles  Elliott,  head  of  the  Department  of 
Internal  Medicine  at  Northwestern  University  Med- 
ical School,  Chicago,  will  give  a paper  and  conduct 
a clinic. 

Doctor  H.  O.  McPhcetcrs,  of  Minneapolis,  Minn., 
will  present  a paper  and  conduct  a clinic  on  the 
“Injection  Treatment  of  Varicose  Veins.” 

The  banquet  will  be  held  the  night  of  January  22 
at  the  Martin  Hotel.  The  main  speaker  will  prob- 
ably be  Dean  Houghton  of  the  Medical  College  of 
the  State  University  of  Iowa. 

On  the  second  day  Doctor  Henry  F.  Helmholz,  of 
the  Mayo  Clinic,  will  give  a pediatric  clinic  in  the 
forenoon  and  in  the  afternoon  will  give  a talk  on 
the  “Diagnosis  and  Treatment  of  Pyelitis  in  Infancy 
and  Childhood.” 

Doctor  Carl  Davis,  Associate  Professor  of  Surgery 
at  Rush  Medical  College,  Chicago,  will  conduct  a 
surgical  clinic  in  the  forenoon  and  in  the  afternoon 
will  give  a talk  on  the  “Diagnosis  and  Surgical 
Treatment  of  Carcinoma  of  the  Colon  and  Rectum.” 

J.  H.  Hf.nkix,  M.D. 

Secretary 

The  Yankton  District  Medical  Society  of  South 
Dakota 

The  Eighth  District  Medical  Society  of  South  Da- 
kota held  its  regular  annual  meeting  of  1928  in 
Yankton,  on  December  14,  1928.  The  meeting  con- 
vened at  The  Hotel  Yankton  where  dinner  was 
served  at  6:30  p.  m.  Owing  to  the  extensive  flu 
epidemic  the  attendance  was  small,  there  being  twen- 
ty that  sat  down  to  dinner,  including  four  visitors. 

After  dinner  the  following  business  was  trans- 
acted: The  minutes  of  the  last  meeting  were  read 
and  approved.  Communications  from  the  state  sec- 
retary were  read.  A copy  of  resolutions  in  memory 
of  Charles  E.  McCauley,  M.D.,  whose  death  occurred 
November  5,  was  read.  Upon  vote  of  the  Society 
the  rules  were  suspended  and  the  officers  for  the 
ensuing  year  were  elected  by  acclamation:  Presi- 
dent, Dr.  H.  Klima,  Tyndall;  vice-president,  Dr. 
G.  R.  Albertson,  Vermillion;  secretary-treasurer, 
Dr.  J.  H.  Hohf,  (re-elected)  Yankton;  delegates  to 


State  Convention,  Dr.  Lottie  G.  Bigler,  Yankton, 
Dr.  Geo.  E.  Johnson,  Avon;  Dr.  E.  M.  Morehouse’s 
term  on  the  board  of  censors  expiring,  Dr.  F.  C. 
Smith,  of  Yankton,  was  elected  in  his  place. 

The  scientific  program  was  then  taken  up.  The 
first  number  was  “Osteomyelitis,”  illustrated  by 
lantern  slides,  by  Dr.  B.  A.  Bobb,  of  Mitchell.  The 
fundamental  factors  of  this  disease  were  very  clearly 
depicted  by  Doctor  Bobb  and  it  was  therefore  very 
instructive.  The  next  was  “Fracture”  of  the  Hip,’ 
illustrated  by  lantern  slides,  by  Dr.  Arch  F 
O’Donoghue,  of  Sioux  City,  Iowa.  This  was  a very 
fine  paper,  which  stimulated  the  doctors  to  bettei 
and  more  thorough  work  in  this  type  of  fracture 
Next  wTas  a talk  by  Dr.  O.  R.  Wright,  of  Huron 
upon  “Welfare  Organizations.”  This  was  an  in- 
formative discussion  in  which  the  speaker  indicated 
that  the  various  so-called  welfare  organizations  need 
more  watchful  consideration  and  supervision,  es- 
pecially by  physicians  of  the  state. 

Professor  H.  B.  Atkinson,  Professor  of  Physiol- 
ogy, at  Vermillion,  was  a guest  of  the  evening,  as 
were  also  about  fifty  of  the  medical  students. 

The  meeting  adjourned  about  10:30  p.  m. 

J.  H.  Hohf,  M.D 
Secretary-Treasurer. 


Assistant  Wanted 

To  begin  work  about  the  first  of  the  year.  Large 
general  practice  and  plenty  of  experience.  If  inter- 
ested write  to  Dr.  W.  C.  Fawcett,  Starkweather, 
N.  D. 

Technician  Wants  Position 

In  a clinic  and  doctor’s  office.  Can  do  laboratory, 
physical  therapy-,  and  .r-ray  work.  Can  do  typing. 
Best  of  references  furnished.  Address  554,  care  of 
this  office. 

Work  Wanted  by  Young  Woman 

With  doctor,  clinic,  or  hospital.  Have  had  two 
years’  training  in  laboratory,  .r-ray,  and  physiother- 
apy. Basal  metabolism,  histories  and  general  cleri- 
cal duties.  Address  553,  care  of  this  office. 

Locum  Tenens  Wanted 

For  months  of  January,  February'  and  March. 
City  of  1,500,  county-seat.  Small  community  hos- 
pital in  town.  Northwestern  part  of  Minnesota; 
two  other  physicians.  Address  550,  care  of  this  office. 

Practice  for  Sale 

A growing  established  $14,000.00  Medical,  Surgi- 
cal and  Obstetrical  Practice.  Community  over 
50,000;  two  hospitals.  Excellent  offices  and  locations. 
Will  introduce.  Very  good  reason  for  selling.  Ad- 
dress 549,  care  of  this  office. 

Laboratory  and  Dietetic  Technician  Wanted 

A small  sanatorium  in  Wisconsin  devoted  to  the 
treatment  of  diabetes,  high  blood  pressure,  and  ne- 
phritis, wants  a girl  who  is  capable  of  doing  labora- 
tory work  and  assisting  in  .r-ray'  work,  and  capable 
of  taking  charge  of  the  trays  in  the  kitchen  and 
giving  the  patients  instructions  in  dietetics.  Also 
should  know  how  to  purchase  food  and  overlook 
the  housekeeping.  Will  pay  $100.00  a month  with 
full  maintenance.  Address  547,  care  of  this  office. 
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THE  DICKSON  ROOFING  OPERATION  IN  OLD  CONGENITAL  DIS- 
LOCATIONS OF  THE  HIP 

By  Myron  O.  Henry,  M.D.,  F.A.C.S. 

MINNEAPOLIS,  MINNESOTA 


During  the  past  few  years  this  has  become  al- 
most a standard  operation  and  well  known  among 
orthopedic  surgeons.  Knowledge  of  this  pro- 
cedure ought  to  be  diffused  among  wider  medi- 
cal circles,  and  for  this  reason  the  following  re- 
marks and  case  reports  are  offered. 

The  operation  is  of  special  value  in  older  chil- 
dren and  those  adults  who  present  unreduced, 
congenital  dislocations  of  the  hip  that  cause  pain, 
disability,  or  an  undue  amount  of  limping.  The 
operation  is  not  indicated  in  those  cases  that 
are  comfortable  and  have  a limp  that  is  not  se- 
vere. 

While  the  operation  was  suggested  at  an  earlier 
time  by  Albee  and  others,  it  was  Dickson  who 
described  it  fully  in  1924  in  The  Journal  of  Bone 
and  Joint  Surgery. 

In  unreduced,  congenital  dislocations  of  the 
hip,  the  head  of  the  femur  lacks  a “roof”  against 
which  it  can  rest  (Fig.  1).  Instead  of  this  the 
head  of  the  femur  glides  upward  and  downward 
with  each  step  the  patient  takes.  It  rests  against 
the  wing  of  the  ilium  and  glides  between  the 
pelvitrochanteric  muscles.  Abnormal  bursae  are 
developed  which  become  inflamed  and  irritated. 
It  is  not  surprising  that  such  unstable  hips  cause 
pain  when  used  even  moderately.  In  these  cases 
the  head  of  the  femur  simply  lacks  its  “roof,” 
its  “shelf,”  against  which  it  can  rest  (Fig.  2),  and 
bear  the  weight  of  the  body. 


The  object  of  the  Dickson  operation  is  to 
supply  this  support  for  the  head  of  the  femur. 
The  accompanying  illustration  (Fig.  3)  illus- 
trates the  principle  of  the  operation.  It  might 
be  said  that  this  operation  is  not  only  applicable 
to  the  adolescent  child  in  which  it  is  too  late 
to  do  a reposition,  but  also  is  indicated  in  those 
adults  who  are  suffering  from  an  unreduced 
dislocation  of  the  hip,  and  who  are  complaining 
of  pain  and  discomfort.  The  operation  is  also 
indicated  in  some  cases  of  paralytic  dislocation 
of  the  hip  following  poliomyelitis,  where  it  is 
impossible  to  maintain  reduction. 

We  have  done  this  operation  in  a number  of 
cases,  of  which  I wish  to  report  the  following: 

Case  No.  1 (280498)  : A girl,  nine  years  of 
age.  No  attempt  had  ever  been  made  to  reduce 
the  right  hip,  and  the  child  was  considered  to  be 
above  the  age  limit.  She  had  a very  marked  and 
unsightly  limp,  and  she  complained  of  pain  on 
use.  The  Dickson  operation  was  done.  Six 
months  later  the  child  was  examined  in  Cali- 
fornia, the  parents  having  moved  to  that  state 
in  the  meantime,  and  the  findings  at  that  time  as 
reported  bv  Dr.  Ellis  Jones,  of  Los  Angeles,  are 
as  follows : “Clinical  examination  shows  a nega- 
tive ‘Trendelenburg’  sign  and  barely  one-eighth 
inch  shortening  of  the  right  leg.  The  hip  joint 
is  painless  with  forty-five  degrees  active  volun- 
tary flexion,  thirty  degrees  abduction,  and  normal 
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adduction.  Abduction  in  flexion  is  limited  thirty- 
five  degrees.  Extension  is  normal.  The  stability 
of  the  joint  is  excellent.  (Figs.  4 and  5.) 

Case  No.  2 (280107)  : A girl,  aged  fourteen. 
Unreduced  dislocation  of  the  left  hip.  This 
child  reported  on  account  of  extreme  pain,  pain 
not  only  during  the  daytime,  but  also  during  the 
night.  The  pain  was  so  severe  as  to  prevent 
the  normal  amount  of  walking.  A typical  Dick- 
son operation  was  done  in  this  case,  the  patient 
wearing  a plaster  spica  about  six  months.  To- 
day, one  and  one-half  years  after  the  operation, 
this  child  walks  with  a very  slight  limp  and 
complains  of  no  pain ; the  motions  of  the  hip 
joint  are  practically  normal,  and  the  child  is 
happy.  (Fig.  6 and  7). 


CONCLUSION 


The  Dickson  operation  is  indicated  in  those 
old,  irreducible,  congenital  dislocations  of  the 
hip  that  cause  much  pain  or  an  undue  amount 
of  limp  and  disability.  It  is  indicated  in  adults 
as  well  as  in  children  who  are  above  the  age 
limit  for  reduction. 


Fig.  5. 


Fig.  7. 


Fig.  G. 
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SYMPOSIUM  ON  CARDIAC  DISEASE*— In  Two  Parts,  Part  I 


FUNCTIONAL  HEART  DISEASE 
By  E.  L.  Tuohy,  B.A.,  M.D. 
duluth,  minnesotaJ 

This  paper  is  indeed  the  echo  of  a voice  cry- 
ing in  the  wilderness.  The  subject  assigned  to 
me  by  your  program  committee  is  alarmingly 
elusive.  They  might  well  have  asked  me  to 
speak  at  some  length  upon  the  subject  of  “the 
Swiss  navy.”  Be  patient  with  me,  therefore, 
while  I endeavor  to  weigh  a problem  real  enough 
in  our  routine  practice,  but  surely  enough  in- 
definite when  we  attempt  to  analyze  its  features 
on  paper.  You  will  notice  that  I precede  and 
introduce  my  worthy  colleagues,  discussing  for 
you  organic  states  of  the  heart.  They  have, 
indeed,  a field  for  scientific  discussion ; I shall 
venture  (admittedly  with  considerable  indirec- 
tion and  with  some  of  the  art  of  our  cult)  to 
show  how  astonishingly  adaptive  and  sturdy  the 
heart  is,  and  how  often  it  is  held  under  grave 
suspicion,  not  only  by  our  patients  but  by  their 
physicians. 

We  encounter  a word  at  the  very  first  hurdle 
which  rather  epitomizes  much  of  what  I shall 
endeavor  to  clarify:  our  patients  do  not  imagine 
their  pains  and  discomforts,  regardless  of  wheth- 
er they  are  based  on  a functional  or  an  organic 
source.  Sixty-five  to  eighty-five  per  cent!  of 
those  who  come  to  us  do  not  prove  to  have  de- 
monstrable organic  diseases.  Our  use  as  doc- 
tors slumps  grotesquely  no  matter  how  keenly 
we  work  as  individuals  or  how  assiduously  we 
apply  the  mechanics  of  diagnosis,  if,  at  the  end, 
we  send  our  patients  out  with  the  smiling  as- 
surance, “You  have  nothing  the  matter  with 
you.”  Scarcely  has  the  individual  gotten  beyond 
our  offices  than  he  takes  a hasty  and  entirely 
logical  survey,  and  exclaims,  “He  thinks  my 
troubles  are  all  imaginary  and  that  I make  them 
up !”  Already  the  skids  are  under  him,  and  the 
greater  the  reputation  of  the  doctor  consulted 
the  more  rapidly  he  gravitates  toward  cultism 
and  absurd  perversions  of  emotional  religion. 

My  difficulty  in  making  out  a satisfactory 
limit  of  my  field  does  not  disappear  when  I at- 
tempt to  separate  out  any  especial  group  on  a 
basis  of  constitution,  general  makeup,  demeanor, 

•Presented  before  the  annual  meeting  of  the  North  Dakota 
State  Medical  Association  at  Devils  Lake.  N.  D.,  May  23-24, 
1928. 

tFrom  the  Duluth  Clinic,  Duluth,  Minn. 

Jit  is  said  that  at  the  Mayo  Clinic,  where  a very  con- 
siderable number  of  their  patients  come  after  being  told  that 
surgery  is  needed,  still  the  percentage  is  nearly  that  high. 
None  of  us  can  maintain  that  we  have  a lesser  percentage 
of  functional  disorders  to  cope  with  or  treat. 


social  adaptability,  economic  status,  or  marital 
felicity,  for,  surely,  at  times  we  all  suffer  from 
functional  disturbances,  and  few  would  deny 
that  they  are  occasionally  neurasthenic.  Before 
finding  fault  with  any  definition  which  I imply, 
may  I ask  you  to  attempt  to  give  a concise,  fair, 
and  inclusive  definition  of  disease?  A little  con- 
sideration will  convince  you  that  you  may  much 
more  readily  write  a book  on  the  subject  than 
present  a concise  definition. § 

No  sane  man  will  regret  the  seventy-five  years 
(following  Virchow)  of  extraordinary  applica- 
tion of  the  fruits  of  science  to  clearing  up  the 
problems  of  disease.  Medicine  has  been  a vig- 
orous and  persistent  borrower  from  mathematics 
— the  mother  of  all  science.  It  has  not  failed  to 
gain  much  inspiration  from  masterly  minds  in 
other  fields — Maxwell,  Helmholz,  Einthoven, 
Pupin,  Marconi,  and  the  Wrights.  A flood  of 
popular  understanding  leading  to  a comprehen- 
sion of  natural  forces  came  quite  synchronously 
with  the  flood  of  light  in  medicine  that  followed 
Pasteur,  Koch,  Lister,  Osier,  and  the  leading 
teachers  of  to-day.  The  world  has  been  drawn 
together,  and  the  problems  of  life  have  been 
studied  in  terms  of  universal  laws.  It  is  inter- 
esting, nevertheless,  to  note  that  with  all  this 
materialistic  objectivity  it  is  not  man’s  physique 
but  his  curious  analytical  capacity  and  selfcon- 
sciousness that  make  up  his  better  side.  It  is 
his  personality  fabric  or  psycho  which  causes  man 
to  wonder;  by  the  intensive  venturing  of  hy- 
potheses he  strives  to  assemble  logical  observa- 
tion from  ordered  experiments  and,  presto,  a dis- 
covery of  inestimable  benefit  to  mankind  is  made. 
The  sum  total  of  available  truth  has  been  ex- 
panded by  the  keenness  of  some  zealous  spirit, 
whose  physical  makup  might  render  him  useless 
to  either  a Ziegfeld  or  a Bernarr  MacFadden. 
In  this  light  we  see  our  unkindliness  when  we 
laugh  to  scorn  the  turning  of  the  individual’s 
intellectual  capacity  to  self  analysis — a pursuit 
unknown  to  whittlers  and  wasters,  but  very  com- 
mon to  artists  in  all  lines  and  those  keen  in  men- 
tal pursuits.  It  can  be  safely  said  that  few 
worthwhile  people  lack  nervous  tendencies ; the 
greatest  disparity  is  seen  in  the  degree  of  con- 
trol of  emotionalism.  Before  discarding  the 
neurotic  as  useless,  we  should  behold  the  utter 
barrenness  of  many  of  the  world’s  most  physi- 

§ A suitable  definition  of  “insanity”  is  likewise  elusive. 
In  fact,  the  term  itself  is  said  to  be  a legal  one.  In  the 
same  manner  we  might  intimate  that  the  word  “disease.” 
broadly  speaking,  is  a social  one.  Certainly,  functional  de- 
rangements are  closely  tied  up  with  social  entanglements. 
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i cally  fit ; we  should  point  out  to  many  function- 
ally unhappy  patients  that  their  nervousness 
arises  from  the  overuse  or  abuse  of  some  of 
their  very  best  faculties — powers  which  their 
bodies  should  learn  to  safeguard  and  direct, 
rather  than  acknowledge  their  overlordship  and 

I a chaotic  mastery,  for  our  vegetative  existence 
of  periodic  nourishment,  rest,  sleep,  muscular 
work  should  go  on  as  casually  and  methodically 
as  the  ticking  of  the  clock.  Need  I add  that  no 
organ  of  the  body  lends  itself  so  readily  as  does 
the  heart  to  subconscious  or  selfconscious  analy- 
sis. 

Fiction,  fairy  tales,  the  movies,  heredity,  ele- 
mental instincts,  conventions,  and  traditions — all 
create  the  atmosphere  out  of  which  the  average 
human  pays  attention  to  heart  symptoms  and 
fears  heart  disease.  Before  we  find  fault  with 
this  “average  human,”  let  us  carefully  examine 
ourselves.  Let  anyone,  in  any  public  playhouse, 
faint,  and  most  of  the  bystanders  who  call  for 
a doctor  fancy  the  victim  has  cardiac  collapse. 
In  fact,  let  anyone  die  suddenly,  and  it  is  very 
difficult,  even  for  physicians,  to  assume  that  any 
cause  has  operated  other  than  “heart  failure.” 
Indeed,  I shall  attempt  to  show  that  our  own 
instinctive  reactions  to  the  sublime  certainty 
that  life  ceases  when  the  heart  stops  leads  us  in 
our  hospital  practice  to  direct  our  attention  to 
the  heart  in  the  presence  of  various  phenomena, 
such  as  tachycardia,  collapse,  dyspnea,  cyanosis, 
cold  extremities,  where  a better  understanding 
of  physiology  might  keep  us  from  wasting  our 
efforts  quite  as  well  as  the  patient’s  reserve  and 
strength.  We  are  inclined  to  suspect  the  heart 
all  too  often.  Before  proceeding,  however,  to 
an  analysis  of  the  subjective  or  functional  dis- 
tresses of  our  cardiac  patients,  let  us  first  look 
to  our  well  observed  and  studied  hospital  pa- 
tients, and  study  them  in  the  light  of  some  of 
the  recent  offerings  of  physiologists.  Keep  in 
mind  that  orderly  and  noiseless  body  function 
seems  to  depend  on  the  maintenance  within  very- 
narrow  limits  of  the  body7  constants,  such  as 
temperature,  weight,  acid  base  equilibrium,  glu- 
cose percentage  in  the  blood,  blood  volume,  and 
the  rate  of  metabolism. 

With  the  certainty  that  I am  entering  upon  a 
didactic,  categorical  series  of  illustrations  that 
lead  me  into  much  debatable  ground,  neverthe- 
less, I have  the  courage  to  do  so  because  I sense 
the  need  of  arriving  at  the  points  of  view  in  • 
volved,  even  though,  as  knowledge  increases,  the 
conclusions  suggested  may  need  persistent 
change. 

1.  Let  us  consider  the  drug  treatment  given 


to  the  supposed  heart  failure  of  pneumonia.  It 
is  refreshing  to  come  to  some  of  the  under- 
standing of  pathological  physiology  involved  in 
the  anoxemic  state  acting  in  certain  types  of 
pneumonia.  The  relatively  simple  oxy7gen  tent 
apparatus  has  given  us  in  the  last  four  months 
a most  dramatic  visualization  of  what  happens 
when  a postoperative  pneumonia  patient  is  put 
into  an  atmosphere  of  50  per  cent  oxygen  (in- 
stead of  20  per  cent  of  the  air).  Without  any  of 
the  usual  pharmacological  reserves — camphor, 
caffein,  digitalis,  or  the  erstwhile  herioc  strych- 
nine— the  patient  quiets  down,  sleeps,  and  the 
pulse,  from  a level  near  the  upper  limits  of  the 
chart,  comes  down  to  a satisfying  and  orderly 
rate.  All  this  occurs  with  exactly  the  same 
heart  that  four  hours  previously  portended  dis- 
aster. 

2.  We  may  analyze  an  instance  of  postop- 
erative alkalosis,  an  instance  of  duodenal  fistula, 
or  upper  gastro-intestinal  stasis  with  vomiting, 
and  the  usual  dreadful  picture  typically7  seen 
in  “acute  dilatation  of  the  stomach.”  Witness 
again  what  happens  to  the  pulse  and  to  the  heart 
action,  and  the  utter  futility  of  heart  stimu- 
lants. Almost  immediately  after  the  intraven- 
ous use  of  normal  saline  and  10  per  cent  glucose 
the  patient  is  in  comfort,  and  his  circulation 
satisfactory,  as  his  acid  base  equilibrium  has 
been  restored  and  our  appreciation  of  the  bodily 
mechanism  for  the  maintenance  of  this  body7 
constant  has  been  greatly  enhanced. 

3.  Tn  like  manner,  and  without  the  need  of 
much  amplification  on  my  part,  observe  the  col- 
lapse that  is  averted  when  a switch  in  the  op- 
posite direction  is  made  by  insulin  and  alkali 
treatment  in  a case  of  diabetic  coma. 

4.  We  should  approach  a discussion  of  shock 
with  caution.  Nevertheless,  the  researches  of 
Rowntree  and  Keith1  and  others,  on  the  meas- 
urement of  blood  volume,  well  illustrate  the 
amazing  constancy  maintained  bv  the  body  in 
the  amount  of  its  circulating  fluid.  The  best 
physiological  stimulus  to  heart  output  is  the 
regular  and  persistent  return  to  it  of  a sufficient 
amount  of  circulating  liquid.  In  shock  it  does 
not  get  back ; hence  the  value  of  whole  blood 
transfusion,  and  Keith  still  thinks  that  a prop- 
erly7 safeguarded  and  prepared  solution  of  gum 
arabic,  w7hich  cannot  immediately  slip  out  of 
the  vessels,  as  does  salt  solution,  has  a very 
useful  place  in  therapy.  In  any  case,  efforts  to 
stimulate  the  heart  in  shock  are  about  as  useful 
as  to  whip  up  a runaway  horse. 

5.  Closely  related  to  the  spectacle  of  shock 
is  a condition,  recently  reported  by  Walters  and 
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Bellman,2  of  extreme  collapse  occurring  in  an 
instance  of  postoperative  leakage  of  bile  above 
the  liver  into  the  subdiaphragmatic  space.  The 
withdrawal  of  this  bile  immediately  restored  a 
rapidly  failing  heart  with  the  usual  evidence  of 
collapse.  Experimental  trials  on  animals,  with 
the  placing  of  an  inflated  rubber  glove  into  the 
subdiaphragmatic  space,  with  the  resultant  “de- 
pression of  the  liver,  with  torsion  and  blockage 
of  the  inferior  vena  cava,”  produced  exactly 
the  same  result ! 

6.  Disturbances  of  cardiac  rhythm  are  so 
well  understood  that  they  no  longer  merit  enu- 
meration. Thus,  it  is  generally  recognized  that 
sinus  arrhythmia  is  entirely  a functional  affair, 
usually  in  the  young ; extra  systoles,  or  prema- 
ture contractions,  are,  in  the  majority  of  in- 
stances, phenomena  of  the  normal  heart ; degrees 
of  heart  block  occur  in  certain  infections  and 
after  the  exhibition  of  certain  drugs.  Much  less 
clear  are  the  well-authenticated  instances  of 
auricular  fibrillation,  or  flutter,  and  paroxysmal 
tachycardia  occurring  in  hyperthyroidism,  which 
entirely  disappear  after  proper  thyroid  sur- 
gery. Keeping  these  things  in  mind,  how- 
ever, what  are  we  going  to  say  about  the  ex- 
treme tachycardia  (possibly  paroxysmal)  that 
occurs  in  a woman,  the  object  of  an  attempted 
assault,  which  involved  no  violence,  or  in  a sup- 
posed instance  of  ptomaine  poisoning  that  of- 
fered no  greater  insult  than  the  passage  of  a 
stomach  tube? 

These  six  definite  entities  are  described,  all 
of  which  occur  in  individuals  who,  prior  to  the 
situation  mentioned,  had  normal  heart  activity 
and  competence,  and  who  continued  after  re- 
covery to  have  the  same.  What  does  it  matter 
even  if  a pathologist,  with  the  hearts  in  his  hands, 
could  clearly  show  certain  changes  in  them? 
Fully  considering  age,  with  its  normal  sequences, 
in  what  organs  would  his  skill  fail  him  in  show- 
ing up  certain  aberrations?  Or,  more  to  the 
point,  how  would  he  harmonize  the  absence  of 
functional  distress  in  many  organs  where  he 
finds  extensive  pathology  ? 

I should  gain  little  by  attempting  further  dis- 
cussion of  these  states.  Rather  would  1 attain 
to  an  exhaustion  of  my  readers  than  of  any  of 
these  intricate  subjects  involved.  Suffice  it  to 
say  that  by  such  summaries  we  learn  to  look 
outside  of  the  heart  itself  for  the  source  of 
many  of  its  most  dramatic  disturbances. 

It  may  well  be  stated  that  all  these  are  simply 
temporary  adjustment  states  put  forward  by  a 
greatly  harassed  economy,  that  seeks  first  of  all 
to  maintain  essential  bodilv  functions,  such  as 


oxygenation  and  chemical  neutrality,  and  en- 
deavors to  do  so  at  the  expense  of  diverse  func- 
tions of  lesser  stability,  such,  for  example,  as 
the  pulse  rate.  It  will  be  observed  that  I am 
not  so  interested  in  approaching  these  questions 
academically  as  in  providing  standards  of  ap 
proach  and  contact  for  average  patients  as  they 
come  to  us.  In  like  manner,  the  question  might 
be  asked,  does  a normal  heart  ever  show  purely 
functional  failure?  The  whole  question  is  made 
considerably  more  practical  when  we  consider 
what  would  happen  to  most  of  us  if  we  at- 
tempted to  follow  Nurmi  on  foot!  I again  plead 
guilty  to  a sense  of  indirection  when  I seek  to 
approach  our  problem  of  the  “functional  heart” 
from  still  another  practical  angle.  What  are  the 
symptoms  and  situations  bringing  these  patients 
to  us? 

1.  Dyspnea,  dropsy,  and  cyanosis  are  com- 
monly accepted  as  signs  of  failing  hearts.  As 
for  dropsy,  I have  seen  a rather  severe  grade 
in  a woman  who  followed  a fad  of  taking  enor- 
mous morning  draughts  of  rather  concentrated 
saline  solution.  Aside  from  blanched,  livid  ex- 
tremities, seen  in  vasomotor  imbalance,  ominous 
cyanosis  rarely  figures  as  one  of  the  basic  com- 
plaints, and  we  may  dispose  of  it  with  the  gen- 
eral remark  that  when  present  other  signs  of 
pulmonary  or  cardiac  disease  predominate.  On 
the  other  hand,  dyspnea  is  often  a very  valuable 
and  early  symptom,  and  he  who  would  not 
blunder  either  in  overlooking  it  in  myocardial 
failure  or  increase  a cardiac  neurosis  by  over- 
emphasizing it  or  misinterpreting  it,  should  be- 
come thoroughly  familiar  with  what  is  meant  in 
the  literature  by  the  term  “air  hunger.”  This 
curious  phenomenon  is  not  so  uncommon,  and 
is  tied  up  with  our  basic  concept  of  a situation 
in  which  our  nasopharyngeal  line  of  communi- 
cation— with  its  free  availability  of  air,  water 
and  food — must  be  maintained  if  we  are  to  do 
likewise. 

2.  Cardiac  irregularities  have  had  such  a well 
directed  investigation  that  close  students  of  the 
heart  point  to  it  as  the  outspoken  organ  of  the 
body,  where  a sense  of  finality  surrounds  the 
findings  in  any  given  examination.  It  is  as- 
sumed with  the  era  of  the  stethoscope,  the  blood 
pressure  machine,  roentgen  apparatus  and  elec- 
trocardiograph, that  objective  criteria  are  avail- 
able which  render  it  possible  to  say  whether  a 
heart  is  diseased  or  not.  While  not  aiming  to 
limit  this  optimistic  attitude,  it  can  be  stated 
that  we  can  often  do  more  in  showing  up  evi- 
dences of  structural  change  than  we  can  in  ac- 
curatelv  determining  capacitv — in  other  words, 
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we  are  often  better  at  diagnosis  than  prognosis 
— and  unfortunately,  the  latter  is  the  feature 
most  valuable  to  the  patient.  It  was,  indeed, 
a keen  faculty  of  observation,  and  a desire  to 
give  accurate  prognosis,  that  led  Sir  James 
McKenzie,  a general  practitioner,  to  watch  his 
people  over  many  years,  and  led  him  to  put  down 
certain  rules  for  the  judgment  of  the  major 
cardiac  irregularities  that  twenty  years  of  curve 
deciphering  have  confirmed  more  than  they  have 
refuted  or  changed.  Hence,  at  this  time,  extra 
systoles,  sinus  arrhythmia,  paroxysmal  tachycar- 
dia in  its  common  forms  are  recognized  and  cor- 
rectly interpreted  by  most  doctors,  and  an  extra 
cardiac  causation  emphasized.  Dr.  S.  Marx 
White,  in  this  symposium,  will  refer  to  the  very 
happy  action  of  quinidin  in  some  of  these  ir- 
regularities. In  general,  few  cardiophobes  per- 
sist in  their  apprehensions  on  account  of  ill-ad- 
vised medical  advice  concerning  observations  of 
heart  rhythm.  We  may  say  of  the  individual 
with  true  structural  disease  of  whatever  organ, 
that  he  rarely  fears  it.  Thus,  the  euphoria  of 
the  consumptive  and  the  assurance  of  stability 
and  capacity  of  the  exophthalmic  goiter  patient, 
even  though  his  tremor  and  tachycardia  are  ex- 
treme and  his  legs  too  weak  to  support  him. 

3.  Many  people  come  to  us  with  precordial 
or  submammary  pain.  I am  sure  we  often  doubt 
our  own  assurance  that  most  of  this  evidenced 
pain  is  a chest  wall  phenomenon  and  concerns 
the  intercostal  nerves,  with  an  underlying  causa- 
tion, either  of  focal  or  general  infection — upper 
respiratory,  dental,  prostatic,  or  otherwise,  or, 
we  take  into  consideration  evidences  of  weight 
loss,  general  fatigue,  insomnia,  and  all  those  dis- 
cordant features  leading  many  individuals  to  dis- 
charge their  nervous  “storage  batteries”  faster 
than  thev  energize  them.  Libman’s3  comments 
on  the  individual’s  sensitivity  to  pain  deserve 
every  consideration : recall  his  comparison  of 
the  reactions  to  pressure  over  certain  sensitive 
neck  zones  of  the  Hopi  Indians  at  one  end  of  the 
scale  and  the  supersensitive  urbanites  (likely  of 
New  York  City)  at  the  other.  One  mentions 
“pseudo-angina,”  not  to  deny  its  existence,  but 
simply  to  pass  on  to  more  fruitful  fields  of  dis- 
cussion. When  in  serious  doubt  a normal  elec- 
trocardiogram is  a very  considerah'e  reassur- 
ance. 

4.  The  diagnosis  of  angina  pectoris  carries 
with  it  such  sinister  significance  that  we  should 
be  very  guarded  in  making  it.  While  it  does 
not  necessarily  follow  that  many  patients  may 
not  have  years  of  life  and  comfort  after  an  ac- 
cute  diagnosis  has  been  made,  such  are  certainly 


the  exceptions.  After  the  tragic  and  dramatic 
death  of  the  father,  it  is  a sobering  experience 
to  have  a young  son  or  some  similarly  aged  in- 
timate of  the  family  come  to  us  with  the  char- 
acteristic distress  and  pain  (?),  with  the  distri- 
bution to  the  arms — suffering  intensely — simply 
from  the  psychogenic  shock.  Needless  to  say, 
such  sensitive  youths  need  the  firmest  and  kind- 
liness of  assurance  from  someone  who  knows 
when  heart  disease  does  and  does  not  exist.  It 
is  well  to  re-emphasize  that  there  is  a remark- 
ably low  incidence  of  angina  pectoris  in  women ; 
and,  even  more  to  the  point,  few  die  in  an  at- 
tack. Beware,  therefore,  of  this  dreadful  diag- 
nosis in  all  cases,  and  particularly  in  our  more 
emotionally  inclined  and  recently  suffraged  pop- 
ulation. 

5.  A quarter  century  of  blood  pressure  tak- 
ing has  yielded  much  of  interest  to  scientific 
medicine,  but  little  for  the  peace  or  comfort  of 
aging  citizens.  It  is  even  doubtful  whether  life 
insurance  companies  have  greatly  changed  their 
mortality  rate  by  strict  adherence  to  the  levels 
of  pressure  shown  by  the  well-known  sphygmo- 
manometer. “There  is  a breadth  of  life  as  well 
as  length,”  said  Irving  Fisher,  and  he  might  have 
added  that  the  thread  of  life  does  not  snap  at 
th?  first  pull.  The  little  we  know  about  the 
causation  of  primary  or  essential  hypertension 
points  chiefly  to  its  hereditary  origin.  We  may 
even  agree  with  Mortensen,4  that  within  the 
very  large  group  of  hypertensives  now  coming 
to  our  offices  one  gets  a fairly  good  lead  as  to 
which  route  of  dissolution  the  individual  is  likely 
to  take  by  a careful  study  of  his  family  history. 
A past  history  of  rheumatic  or  similar  infection 
gives  our  best  lead  as  to  the  likelihood  of  chronic 
endocarditis  and  valvular  disease,  and  helps  us 
in  the  presence  of  indefinite  auscultatory  evidence 
to  come  to  a proper  conclusion.  In  like  manner, 
the  family  history  gives  us  the  most  valuable 
lead  as  to  arterial  trend  and  decay,  but,  all  too 
unfortunately,  many  people  do  not  even  know 
the  truth  about  their  own  antecedents.  This  is 
all  introduced  simply  to  give  the  basis  for  direct- 
ing not  a few  complainers,  who  prove  to  be  quite 
fit  but  have  been  seen  earlier  bv  physicians  and 
told  that  they  have  high  blood  pressure,  harden  ■ 
ing  of  the  arteries,  and  probable  heart  disease. 
While  feeling  very  well,  indeed,  they  have  a 
sense  of  “Well,  really,  I should  be  doing  some- 
thing about  it.”  This  causes  them  to  scan  the 
death  notices  for  apoplexy  and  heart  failure, 
and  to  note  every  head  noise  or  dizzy  spell,  and 
conclude  that  every  paresthetic  flash  is  the  fore- 
runner of  a stroke ! We  can  at  this  stage  only 
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help  the  complications  of  essential  hypertension. 
Let  us  wait  until  they  appear.  Many  hyperten- 
sives will  outlive  us  in  the  interim. 

6.  A related  group  are,  I regret  to  say,  those 
who  have  had  insurance  examinations  or  “a 
yearly  physical  health  appraisal,”  and  it  divulges 
that  some  intent  examiner  has  heard  something 
of  some  sort  in  or  about  the  heart.  It  is  true 
that  he  likely  said,  ‘‘It  does  not  amount  to  much.” 
Nevertheless,  he  gave  expression  to  a finding  that 
is  as  difficult  for  him  to  explain  away  as  it  is 
for  you  to  eliminate  its  memory  from  the  pa- 
tient’s consciousness.  He  who  would  judge 
hearts  solely  on  a basis  of  doubtful  auscultatory 
evidence,  would  the  safer  remain  a gynecologist. 
If,  however,  he  sorglv  dislikes  that  pursuit,  and 
would  remain  a heart  tester,  let  him  know  that 
among  the  very  best  trained  and  the  most  adept, 
heart  outlines  and  silhouettes,  as  brought  out 
by  palpation  and  percussion,  plus  fluoroscopic 
inspection,  yield  the  surest  and  safest  means  of 
arriving  at  accurate  estimations  as  to  the  stage 
of  a heart’s  decline,  what  it  has  gone  through 
with  in  the  way  of  infection,  degeneration  or 
fatigue,  and  how  far  it  is  likely  to  carry  on. 
To  sum  it  up,  it  is  more  difficult  to  correctly 
judge  normal  or  quite  normal  hearts  than  those 
badly  diseased ; hence,  arises  one  great  obstacle 
before  our  profession  in  the  doing  of  routine 
health  or  insurance  examinations.  The  doctor 
cannot  be  too  guarded  in  what  he  tells  people 
about  their  hearts. 

7.  In  a goiter  zone  such  as  ours,  it  was  not 
uncommon  a few  years  back  to  note  how  often 
hyperthyroidism  was  overlooked,  while  the  pa- 
tient and  his  doctor  allowed  all  their  attention 
to  focus  on  the  heart.  Presently  we  note  another 
erroneous  trend:  the  tired,  neurasthenically  dis- 
posed patient,  with  or  without  goiter,  is  basal 
metabolized,  and,  thereafter,  with  a near  globus 
in  the  throat,  concentrates  on  the  neck,  even  as 
he  of  the  “cardiac  murmur”  centers  on  the  heart. 
Whether  rightly  or  not,  we  cannot  quite  keep  the 
heart  out  of  any  discussion  of  goiter.  Mam 
close  observers  are  coming  to  bold  with  Elliott5 
that  any  kind  of  goiter,  with  or  without  adenoma, 
may  at  times  overact,  and  until  we  know  more 
about  true  Graves’  disease  ( etiological!  v and 
therapeutically)  it  is  just  as  well  not  to  hold 
too  intense  convictions  or  hurl  too  much  scorn 
at  the  surgeon  who  has  suddenly  come  to  take 
an  unusual  interest  (where  he  never  took  it  be- 
fore) in  neurotic  folks  with  tremors  and  tachy- 
cardia. 

A patient  whom  I first  saw  eight  months  ago 
had  been  told  that  she  had  hyperthyroidism.  She 


had  carried  a slight  goiter  since  adolescence. 
She  appeared  extremely  irritable,  and  most  of 
the  time  had  a persistent  tachycardia.  She  had 
lost  weight  persistently  and  gradually  for  about 
a year,  but  in  all  the  time  only  about  fifteen 
pounds.  Not  only  were  her  legs  weak,  but  all 
her  musculature  seemed  to  be  likewise.  Visiting 
friends  completed  what  the  “metabolic”  doctor 
started : she  was  a wreck.  Our  first  basal  met- 
abolic reading  showed  a plus  35.  However,  she 
had  a cold  skin,  and  at  that  time  had  no  appetite. 
The  rate  soon  came  down  under  hospitalization 
to  a plus  10.  The  compound  solution  of  iodin 
gave  her  no  perceptible  relief.  Three  weeks  of  in- 
tensive upbuilding  hospital  effort  gave  her  a 
slight  gain  in  weight,  but  sbe  suffered  much  from 
irritability,  insomnia,  and  lack  of  general  in- 
terest. It  is  important  to  emphasize  that  she 
bad  a great  fear  of  all  of  her  symptoms.  Four 
months  went  by  with  nothing  but  turmoil.  She 
always  maintained  that  her  home  conditions 
were  ideal.  Then  the  storm  broke,  and  this  is 
the  story,  shorn  of  most  of  its  aspects,  por- 
tending an  Oedipus  complex : she,  the  only 
daughter,  at  the  time  of  her  marriage  six  years 
before  promised  a doting  father  that  she  would 
always  live  with  her  parents  in  their  house.  All 
went  well  for  some  time.  Then  a younger  brother 
(the  baby,  and  much  beloved  by  bis  mother) 
came  up  into  the  poolhall  age,  and  with  certain 
indiscretions  and  deliquencies,  merited  some 
mild  criticism  on  the  part  of  the  husband  of 
my  patient.  The  boy,  chagrined  and  humiliated, 
rushed  to  his  mother,  and  greatly  exaggerated 
the  whole  episode — largely,  no  doubt,  a defense 
reaction  on  his  own  part.  Both  the  father  and 
mother  of  my  patient  said  nothing  about  the 
reason,  but  proceeded  to  ignore  the  daughter  and 
her  husband  within  their  own  house.  Eighteen 
months  of  this  contrast,  where  formerly  reigned 
harmony  and  peace,  ruined  my  patient.  After 
this  confessional  outburst — the  usual  commotion 
— the  promises  to  amend — the  resolve  to  put 
things  right — she  re-entered  the  hospital,  quite 
incoherent,  spiritless,  and  anorexic.  Forced 
feeding,  with  insulin  as  an  appetizer,  and  a good 
deal  of  straight  talking  to  the  whole  family, 
brought  up  her  weight  some  fourteen  pounds  in 
a little  over  three  weeks,  and  her  tachvcardia 
has  completely  vanished. 

This  somewhat  drawnout  case  recital  is  intro- 
duced, not  so  much  to  estabhsh  or  illuminate 
an  isolated  circumstance,  but  to  point  out  the 
usual  type  of  difficulty  lurking  in  the  background 
of  many  functional  disturbances.  The  devious 
insinuations  of  social,  economic,  and  familial  en- 
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tanglements  form  the  meshwork  or  skein  of 
not  a few  life  patterns.  Some  of  the  owners  are 
too  alert  to  passively  bob  above  the  turbulent 
sea  of  uncertainty;  others  too  weak  to  swim  to 
the  vanishing  shore  of  hope  and  security.  Are 
we  as  gallant,  even  if  as  unwilling,  as  Cap’n  Cut- 
tie,  and  can  we  “tow  them  into  port?”  Most 
orthopedists,  true  to  their  name,  stand  firmly 
both  on  the  ground  and  straight  pathology.  I 
had  referred  to  such  a splendid  fellow  a fifty- 
one-year-old  unmarried  school  teacher.  She  had 
aching  feet  and  legs.  He  came  from  his  con- 
sulting room  and  said,  “I  can’t  do  a d — thing 
with  that  woman ; she  has  a foot  as  big  as  mine 
and  a shoe  only  half  the  size;  she  won’t  listen 
to  me!”  A brilliant  approach,  indeed!  My  pa- 
cific (and  fairly  successful)  efforts  led  us  far 
afield : she  harbored  tbe  firm  conviction  that  an 
intestinal  inadequacy — vulgarly  known  as  con- 
stipation— was  back  of  her  trouble!  She  also 
told  me  that  at  sixteen  she  weighed  one  hundred 
and  ten  pounds,  and  that  presently  she  weighed 
one  hundred  and  eighty-six ! Let  us  close  the 
episode  with  the  remark  that  she  now  wears 
his  kind  of  shoes ; she  has  absorbed  a few  of  my 
attitudes  toward  obesity  and  joints  anxieties  and 
teaching  as  a perpetual  job. 

8.  We  come,  finally,  to  mention  the  “neuro- 
circulatory  asthenics.”  We  have  here,  possibly, 
the  nearest  approach  to  a functional  cardiovas- 
cular condition  that  really  does  produce,  at  times, 
a circulatory  insufficiency.  It  proves  to  be  the 
status  that  brings  not  a few  complainers  to  us. 
Its  history — DeCosta’s  Civil  War  Observations — 
its  rediscovery  in  the  various  armies  of  tbe  Great 
War — provides  a most  interesting  chapter.  Her- 
rick,6 in  discussing  cardiac  neuroses,  devotes 
practically  all  of  his  attention  to  this  entity. 
While  we  may  grant  that  there  has  been  a certain 
constitutional  type  described,  which,  provides 
the  physical  soil  for  this  erratic  development  of 
signs  pointing  to  circulatory  inefficiency,  we  can- 
not maintain  that  it  does  not  occur  in  many 
individuals  who  seem  to  have  a fairly  average 
component  of  physical  attributes.  It  would  ap- 
pear that  until  a great  deal  more  knowledge  is 
acquired,  that  we  must  expand  our  ideas  of  the 
normal  sufficiency  so  as  to  include  most  of  those 
suffering  from  vasomotor  imbalance  or  irritable 
hearts.  In  differential  diagnosis  the  greatest 
difficulties  arise  in  properly  determining  the  re- 
lationship existing  between  these  states  and  en- 
docrine disturbance. 

Thus  far  you  have  followed  a cursory  attempt 
to  vivify  an  attitude  of  mind.  The  only  novelty 
(in  terms  of  my  thesis)  is  that  I wish  to  culti- 
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vate  it  in  the  doctor  more  than  to  describe  it  in 
his  patient.  I am  featuring  his  approach  to  his 
problem  rather  than  what  he  has  to  show  for  it 
when  it  is  found.  Others  have  tried  this  with 
far  better  success — and  it  matters  little  that  the 
titles  were  somewhat  different.  The  late  Francis 
Peabody7  and  the  present  virile  Walter  Alvarez8 
— two  most  inspiring  characters — have  amply 
evidenced  Loth  their  humanity  and  scientific 
zeal  in  terms  of  this  field  of  functional  devia- 
tion. No  one  would  presume  to  say  that  their 
messages  have  been  other  than  extraordinarily 
timely  and  appreciated.  Paul  D.  White9  has 
made  a stricter  effort  to  sort  out  in  his  private 
practice  those  hearts  labeled  “functional.”* 
Many  life  insurance  reports  attest  and  indicate 
their  interest  in  an  effort  to  find  out  the  meaning 
of  functional  murmurs  and  like  findings.  They 
have  little  meaning,  they  have  learned,  in  com- 
parison with  such  weighty  matters  as  a rheu- 
matic history.  Through  all  these  efforts  at 
searching  for  “a  normal  individual,”  wre  cannot 
but  note  the  obtrusion  of  such  factors  as  racial 
trends,  familial  sequences— the  type  of  wood 
in  the  family  tree  and  various  other  so-called 
“liabilities”  or  “assets,”  comprising  what  is 
known  in  business  as  a defunct  or  a going  con- 
cern. 

Recently  an  insurance  .company’s  pamphlet 
attempted  to  explain  what  is  meant  by  “the 
stress  of  modern  living.”  It  endeavored  to  point 
out  that  the  fatalism  of  the  Orient  provided  for 
the  masses  both  an  euphoria  and  euthanasia,  de- 
spite pitiful  individual  living  conditions.  We  of 
the  Occident  blatantly  maintain  that  we  are  cap- 
tains both  of  our  souls  and  destinies ; hence,  any 
misstep  or  lack  of  alertness  on  the  part  of  the 
captain  may  engulf  the  craft  we  call  our  body 
and  soul.  We  are  apt  to  agree  abstractly  that 
law,  not  chance,  guides  the  universe,  but  in  daily 
life  we  espouse  the  doctrine  that  “God  helps 
those  who  help  themselves.”  This  attitude — 
entirely  praiseworthy  with  the  phlegmatics  or 
the  sthenics — weighs  heavily  indeed  upon  the 
neurotics  and  asthenics.  It  fosters  an  appre- 
hensiveness based  upon  the  fearing  for  the  worst 
instead  of  hoping  for  the  best.  For  this  large 
group  of  people,  with  the  basic  floor  plan  of  a 
neurosis,  we  may  state  that  those  having  cardiac 
symptoms  need  chiefly  the  absolute  assurance, 
from  a doctor  qualified  to  give  it,  that  they  are 
not  suffering  from  heart  disease.  To  meet  this 
great  responsibility  it  should  help  us  to  know 
that  three-fourths  of  our  patients  have  function- 

♦There  is  in  addition  much  “functional  overflow”  in 
many  organic  disease  states. 
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al  disorders.  As  Alvarez  says,  the  first  require- 
ment is  to  know  organic  disease  when  it  is  pres- 
ent— our  doubt,  added  to  the  patient’s — acts 
like  a blowpipe  on  a flame.  Proficiency  in  hand- 
ling functional  disorders  must  come  after  a 
thorough  grounding  in  the  basic  organic  diseases. 
It  best  comes  to  the  young  man  through  espec- 
ially chosen  apprentice  methods  of  extramural 
teaching.  The  stage  is  not  set  for  this  in  our 
schools,  and  the  student,  bewildered  with  a 
weighty  curriculum,  is  not  ready  for  it.  There- 
fore, meetings  like  this  have  a place  for  this 
discussion.  Each  of  us  must  come  to  seek  the 
same  pleasure  in  directing  and  guiding  the  anx- 
iety neurosis  as  in  treating  the  individual  with 
angina  pectoris. 

It  yields  a subtle  glow  of  surprise  to  come  up- 
on the  quite  obvious  fact  that  humor  is  apt  to 
be  lacking  in  those  apprehensively  poised. 
“Laughter,”  as  Walsh  savs,  “is  the  regenerating 
wand  that  restores  equilibrium  and  poise.”  Doc- 
tors should  not  be  too  sure  that  they  possess 
either  a sense  of  humor  or  a capacity  to  laugh. 
To  illustrate  my  point,  let  me,  in  terms  of  my 
last  paragraph,  assure  you  that  few  of  us  have 
a chance  to  treat  the  average!  case  of  angina 
pectoris  very  long.  Unless  we  are  consultants 
and  see  a constant  succession  of  new  cases,  the 
old  ones  leave  us  a memory  and  their  hearts — 
even  as  Joslin’s  diabetics  leave  him  their  pan- 
creases “when  they  are  through  with  them.” 
In  contrast,  the  functionally  disordered  neurotics 
leave  us  some  surgical  specimens,  but  rarely  their 
hearts.  They  come  back,  not  once,  but  many 
times,  bidding  us  adieu  with  a sort  of  medical 
“lei,”  with  the  salutation,  “aloha” — intimating 
a return  meeting — at  which  time  they  will  fasten 
another  wreath  about  our  necks  made  out  of  an 
entirely  new  obsession  or  fear.  Nor  is  it  good 
for  you  to  despise  them,  any  more  than  you  do 
the  friendly  Hawaiians,  who  ease  off  your  de- 
parture or  herald  your  approach.  Except  on 
days  when  you  are  overtired,  you  can  even  teach 
yourself  to  accept  their  story  and  their  wreaths 
with  pleasure  born  of  assurance.  Whether  or 
not  much  tragedy  intermingles,  we  are  not  im- 
poverished when  we  consider  them  in  terms  of 
our  therapeutic  facilities — the  sedatives  and  the 
upbuilders  have  a splendid  opportunity  when 
properly  used.  Quinidin  sulphate,  just  now  com- 
ing into  general  use,  has  the  very  greatest  value 
in  certain  types  of  disturbed  cardiac  rhythm. 
Calcium,  particularly  in  the  form  of  calcium 
lactate,  and  often  mixed  with  large  doses  of 
iron,  helps  to  insure  a bodilyt  balance,  and  is 
found  many  times  to  be  most  valuable ; but. 


back  of  and  above  everything  else,  must  appeal 
the  physician  who  is  the  teacher  and  a kindly 
friend.  To  come  to  the  best  utilization  of  such 
faculties,  one  needs  imbibe  a worthy  philosophy 
of  life.  We  are  in  an  age  that  seeks  novelty 
and  appreciates  little  else.  It  is  comforting  as 
well  as  inspiring  to  note  how  little  human  nature 
has  changed  in  the  few  centuries  catalogued  by 
history  and  diaried  in  literature.  Listen  to  what 
the  old  Roman  poet  Lucretius,  who  lived  95-65 
b.  c.,  had  to  say  about  it  in  a little  poem,  trans- 
lated by  W.  H.  Mallock: 

“O  peoples  miserable!  O fools  and  blind! 

What  night  you  cast  o’er  all  the  day9  of  man, 
And  in  that  night  before  you  and  behind 
What  perils  prowl!  But  you  nor  will  nor  can 
See  that  the  treasure  of  a tranquil  mind 
Is  all  that  Nature  pleads  for,  for  this  span. 

So  that  between  our  birth  and  grave  we  gain 
Some  quiet  pleasures  and  a pause  from  pain.” 
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ORGANIC  HEART  DISEASE 
By  M.  A.  Mortensen,  M.D. 

BATTLE  CREEK,  MICHIGAN 

The  term  “organic  heart  disease”  covers  the 
majority  of  the  serious  phases  noted  in  cardi- 
ology. This  term  appears  to  be  misunderstood  by 
many  physicians,  since  the  report  is  often  brought 
to  me  by  patients  that  they  have  no  organic 
disease  when  many  evidences  of  myocardial 
trouble  are  present,  but  no  signs  of  valvular 
disease.  In  dealing  with  the  laity  the  term  is 
often  a source  of  trouble  because  it  arouses  fear 
by  suggesting  the  idea  of  hopeless  heart  disease. 

This  discussion  will  include  any  and  all  con- 
ditions due  to  structural  or  degenerative  changes 
in  any  of  the  cardiac  tissues.  All  the  changes 
that  can  take  place  in  the  heart  cannot  be  dis- 
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cussed  in  detail  but  will  be  referred  to  later  in 
groups  with  the  principal  changes  to  be  expected. 
Organic  changes  in  the  heart  may  or  may  not 
be  serious,  but  in  any  event  we  must  not  be  too 
pessimistic  because  the  heart  is  about  as  amen- 
able to  management  and  treatment  as  any  other 
important  organ  of  the  body  that  may  be  af- 
flicted with  organic  changes.  An  optimistic  at- 
titude on  the  part  of  the  physician  may  do  much 
to  eliminate  the  fear  that  so  many  patients  seem 
to  have  when  heart  disease  is  mentioned,  and 
this  fear  is  often  a great  handicap  in  the  man- 
agement of  the  patient. 

Before  discussing  the  various  types  of  heart 
diseases,  I want  to  call  attention  to  the  great 
importance  of  early  recognition  of  the  signs  of 
cardiac  failure.  The  evidences  of  heart  failure 
must  in  every  case  be  the  basis  of  management 
and  therapy.  It  must  always  be  emphasized 
that  the  heart  is  a muscle,  and  its  basic  function 
of  maintaining  a balanced  circulation  under  all 
circumstances  depends  on  muscular  efficiency. 
Its  range  of  performance  is  too  marvelous  for 
description  but  nevertheless  may  be  thwarted 
from  various  causes,  such  as  injury  or  destruc- 
tion of  one  or  more  valves,  degeneration  or  other 
changes  in  the  myocardium  or  by  an  impedi- 
ment in  the  circulatory  tree,  such  as  occurs  in 
general  arteriosclerosis.  One  or  all  of  these  con- 
ditions may  be  present  and  embarrass  the  heart 
by  increasing  the  amount  of  work  to  be  done  or 
decreasing  the  capacity  of  the  heart  muscle. 
The  ultimate  result  is  heart  failure.  In  spite  of 
the  fact  that  the  term  heart  failure  is  not  per- 
mitted on  death  certificates,  it  is  the  all-impor- 
tant condition  to  be  recognized  by  the  attending 
physician.  Its  early  recognition  means  every- 
thing to  patient  and  physician. 

EXAMINATION  FOR  SIGNS  OF  HEART  FAILURE 

A careful  inventory  of  all  possible  circulatory 
symptoms  experienced  by  the  patient  under  all 
conditions  is  essential.  First,  a proper  evalua- 
tion of  the  pulse  should  be  made  under  the  va- 
rious conditions  experienced  during  a day’s 
routine.  Is  the  pulse  irregular,  and  under  what 
circumstances?  Does  ordinary  effort  produce 
an  unusual  increase  in  rate?  Is  arrhythmia  in- 
creased or  diminished  by  effort?  Next,  the  oc- 
currence of  dyspnea  and  under  what  circum- 
stances. Is  it  experienced  at  night  as  well  as 
during  the  day?  The  presence  of  edema  must 
be  investigated  to  determine  whether  it  is  cardiac 
in  origin  or  due  to  renal  or  local  vessel  condi- 
tions. The  patient  who  suffers  with  a rather 
definite  hypometabolism  may  present  the  appear- 
ance of  a general  anasarca  or  myxedema,  which 


must  be  differentiated  from  the  edema  of  cardiac 
decompensation.  Often  the  only  means  of  dif- 
ferentiation is  to  have  the  metabolic  rate  esti- 
mated. Many  of  these  patients  present  cardiac 
symptoms  which  are  due  entirely  to  the  deficient 
metabolism.  This  condition  is  found  more  fre- 
quently in  women  than  in  men.  The  over- 
worked heart  of  hyperthyroidism  must  also  be 
kept  in  mind.  1 he  thyroid  drive  causes  cardiac 
strain  that  may  result  in  permanent  myocardial 
inefficiency.  The  presence  or  absence  of  palpi- 
tation may  also  be  noted,  but  that  produced  bv 
nervous  influences,  reflex  or  otherwise,  must  be 
carefully  differentiated  from  palpitation  of  car- 
diac origin.  Careful  inquiry  into  the  various 
habits  of  life  and  previous  illnesses  must  be  in- 
cluded in  this  inventory  as  this  information  may 
lead  us  to  suspect  what  type  of  organic  trouble 
exists. 

Next,  careful  examination  must  be  made  for 
objective  signs  of  heart  failure.  Every  physi- 
cian should  have  a definite  routine  method  of 
examination  in  order  to  eliminate  possible  sources 
of  error.  Study  of  pulse  and  other  conditions 
above  mentioned  should  be  supplemented  by  care- 
ful study  of  the  blood  pressure,  perhaps  in  the 
reclining  and  upright  positions  and  before  and 
after  exercise,  according  to  the  routine  adopted 
bv  the  examiner.  Blood  pressure  should  be 
studied  in  every  patient  presenting  a circulatory 
problem.  It  is  to  be  regretted  that  this  source 
of  information  is  much  neglected  by  the  general 
practitioner.  It  gives  us  a definite  clue  to  a pos- 
sible source  of  increased  demand  on  the  heart, 
and  this  is  by  no  means  confined  to  those  ad- 
vanced in  years.  We  must  not  omit  to  look  for 
signs  of  passive  congestion,  first  at  the  base  of 
the  lungs  posteriorly,  then  liver  engorgement  and 
edema.  The  careful  study  of  breath  sounds  at 
the  base  of  the  lungs  in  every  case  of  heart  fail- 
ure will  soon  enable  us  to  recognize  the  charac- 
teristic changes  due  to  circulatory  embarrass- 
ment. Watching  this  from  day  to  day  will  also 
inform  us  as  to  the  effect  of  therapy.  The  ac- 
curate diagnosis  of  a specific  cardiac  disease  or 
lesion  is  of  great  importance  as  well  as  evidence 
of  diagnostic  skill,  but  I maintain  that  the  recog- 
nition of  early  heart  failure  is  of  even  greater 
importance. 

ETIOLOGY  AND  PATHOGENESIS 

After  having  recognized  the  possibility  of 
heart  failure  we  should  proceed  to  consider  the 
various  possibilities  that  may  account  for  heart 
disease.  We  can  call  attention  only  to  the  most 
important  changes  found  in  the  cardiologist’s 
experience.  Let  us  take  the  pericardial  possi- 
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bilities  first.  Here  acute  inflammatory  conditions 
are  most  frequently  noted.  As  a rule  they  are 
a complication  of  some  acute  infection.  Peri- 
carditis may  present  itself  in  several  forms  rang- 
ing from  a slight  fibrinous  exudate  to  the  puru- 
lent pericardium.  Finally,  the  adherent  or  cal- 
cified pericardium  develops  a marked  cardiac 
hypertrophy  with  interference  in  portal  circula- 
tion, and  ascites  completes  the  picture. 

Next,  in  conjunction  with  the  acute  pericardi- 
tis, we  may  get  infection  in  the  endocardium  re- 
sulting in  one  or  more  valve  lesions.  Mitral 
stenosis  is  the  most  common  of  the  valve  lesions 
and  nearly  always  the  result  of  so-called  rheu- 
matic infection.  This  may  extend  into  the  myo- 
cardium with  the  presence  of  Aschoff’s  bodies 
in  valve  and  muscle  and  these  may  even  be  found 
in  joints  and  along  tendons  in  various  parts  of 
the  body.  The  same  infection  may,  and  often 
does,  involve  the  aortic  valve,  producing  most 
frequently  regurgitation,  but  occasionally  a pure 
stenosis  results.  This  group  of  findings  is  often 
classified  under  the  title  of  “rheumatic  heart’’ 
and  is  by  all  means  the  most  important  type  of 
organic  heart  disease  occurring  in  early  life. 
Here  we  see  the  small  child  or  perhaps  the  young 
adult  who  presents  a history  of  frequent  ton- 
sillitis and  finally  rheumatic  fever,  running  per- 
haps a rather  short  course.  Temperature  and 
joint  symptoms  subside  gradually  and  often  the 
disease  is  thought  a thing  of  the  past.  Soon  it 
is  noted  that  the  child  does  not  seem  to  recuper- 
ate as  expected.  There  is  still  a temperature 
of  99°  to  100,°  joints  are  sometimes  sore  and 
swollen  a trifle.  Careful  search  in  such  cases 
often  reveals  Osier’s  nodes  about  some  of  the 
finger  joints  or  toes.  In  searching  for  these 
nodules  never  neglect  to  palpate  very  carefully 
the  occipital  region  because  this  is  an  area  that 
very  frequently  presents  many  Osier’s  nodes 
and  in  fact  may  be  their  only  location.  They  are 
always  tender  and  slip  under  the  finger  like  semi- 
gelatinous  bodies  about  the  size  of  a rice  kernel. 
The  pulse  is  found  to  be  persistently  elevated 
and  increased  unduly  on  slight  effort.  The  child 
is  apt  to  develop  dyspnea  and  perhaps  a little 
cyanosis  and  instead  of  getting  better  from  day 
to  day  the  progress  is  in  the  opposite  direction. 
Examination  of  the  heart  is  very  apt  to  reveal 
definite  evidence  of  an  endocarditis  in  this  type 
of  case  and  before  it  has  run  its  course  we  may 
have  a pancarditis  to  deal  with.  Blood  count 
will  reveal  a leukocytosis  of  ten  to  twenty  thous- 
and and  this  is  apt  to  persist  even  after  tempera- 
ture has  dropped  to  normal.  A rheumatic  heart 
of  this  sort  presents  a most  difficult  problem.  It 


must  be  dealt  with  as  one  would  deal  with  pul- 
monary tuberculosis  as  far  as  a rest  program  is 
concerned.  Osier’s  nodes,  the  temperature,  and 
the  leukocytosis  should  be  studied  at  frequent 
intervals  and  until  all  have  disappeared  the  child 
should  not  be  allowed  any  physical  activity.  The 
pulse  rate  and  the  reaction  of  the  myocardium 
to  strain  must  guide  in  the  program  to  be 
adopted.  At  best,  the  result  is  a mitral  stenosis 
with  myocarditis  and  ultimately  we  have  to  deal 
with  a cardiac  cripple,  which  means  that  he  must 
be  watched  and  guided  in  all  his  activities  by 
a physician  for  some  time  after  the  acute  phases 
have  disappeared.  It  requires  the  utmost  skill, 
judgment,  and  patient  effort  on  the  part  of  the 
physician  and  hearty  co-operation  of  the  patient 
and  family  to  get  the  best  results.  Mitral  re- 
gurgitation sometimes  occurs  as  a result  of  the 
rheumatic  or  other  acute  infections,  but  a pure 
mitral  regurgitation  is  comparatively  rare.  Aortic 
regurgitation  frequently  results  from  syphilitic 
infection  and  usually  occurs  at  a later  period  in 
life  than  the  rheumatic  endocarditis.  With  the 
syphilitic  infection  of  the  aortic  valve,  we  fre- 
quently get  the  extension  of  this  same  infection 
into  the  other  parts  of  the  aorta  and  into  the 
myocardium.  The  coronary  vessels  often  under- 
go extensive  changes  as  a result  of  syphilis. 

Subacute  bacterial  endocarditis  must  also  be 
mentioned.  This  unfortunate  calamity  usually 
occurs  on  an  old  valve  lesion  and  must  always 
be  borne  in  mind  where  -We  have  moderate 
temperature  with  remissions  throughout  the  day, 
rapid  heart,  a valve  lesion,  and,  most  important 
of  all,  petechia,  that  usually  appear  in  showers. 
These  showers  must  be  looked  for  daily  as  they 
are  of  the  utmost  diagnostic  importance.  The 
areas  of  choice  are  the  ends  of  the  fingers  or 
toes  or  about  the  small  joints  where  definite 
points  of  soreness  and  tenderness  are  found. 
They  are  frequently  noted  in  the  upper  chest, 
sometimes  in  the  back,  once  in  a while  on  the 
conjunctiva  and  mucous  membrane  of  the 
mouth.  Evidences  of  emboli  in  the  kidneys 
manifest  themselves  in  albumin  in  the  urine  and 
blood  cells  and  casts  in  the  microscopic  field. 
One  of  our  recent  cases  presented  evidence  of 
emboli  involving  the  meninges.  Finally  an  ex- 
tensive hemorrhage  at  the  base  of  the  brain  de- 
veloped, which  was  proven  at  autopsy,  and  was 
found  to  be  an  important  factor  in  the  cause  of 
death. 

Congenital  cardiac  lesions  must  not  be  for- 
gotten though  their  frequency  is  limited  as  com- 
pared to  the  acquired  lesions.  Practically  all 
the  above  mentioned  conditions,  which  form 
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a large  percentage  of  the  so-called  organic  heart 
disease,  are  the  result  of  acute  or  subacute  in- 
fection of  some  kind. 

DEGENERATIVE  DISEASES  OE  THE  HEART 

We  must  now  turn  our  attention  to  the  changes 
that  take  place  in  the  later  decades  of  life.  De- 
structive changes  of  valves  rarely  result  from 
chronic  infection.  Degenerative  processes  in  the 
myocardium  do  occur,  and  probably  to  a large 
degree,  through  the  effect  of  focal  infection  and 
associated  toxemia,  producing  changes  in  the 
coronary  vessels.  In  the  later  decades  of  life 
coronary  disease  in  its  various  stages  probably 
has  more  to  do  with  disturbing  myocardial  ef- 
ficiency than  all  other  conditions  combined.  It 
produces  all  degrees  of  interference  in  the  blood 
supply  to  the  heart  muscles,  and  this  results  in 
slowly  degenerating  processes  that  may  involve 
tissue  anywhere  in  the  heart  from  the  endocardi- 
um to  the  pericardium.  This  must,  of  course, 
necessarily  result  in  heart  failure,  the  degree  de- 
pending on  the  extent  of  degeneration.  Simple 
dyspnea  on  moderate  exertion  may  be  the  prin- 
cipal symptom  in  the  patient  fairly  well  advanced 
in  years.  Another  one  may  present  the  angina 
syndrome,  and  another  may  have  coronary 
thrombosis  with  coronary  infarct.  Coronary  dis- 
ease is  not  necessarily  accompanied  by  arterial 
hypertension.  A large  percentage  of  our  cases 
of  angina  pectoris  as  well  as  coronary  throm- 
bosis have  a comparatively  low  pressure. 

In  our  angina  pectoris  cases  we  are  frequently 
impressed  with  the  fact  that  focal  infection  may 
be  an  aggravating  factor.  This  is ' especially 
true  where  other  evidences  of  cardiac  disease 
are  absent.  Removal  of  a number  of  infected 
teeth  or  badly  infected  tonsils  has,  in  a consid- 
erable number  of  cases,  resulted  in  complete  re- 
lief from  the  angina  syndrome.  This  suggests 
that  the  focal  infection  has  a very  definite  effect 
on  the  capacity  of  the  coronary  vessels  to  render 
efficient  blood  supply.  Removal  of  focal  infec- 
tion may  give  relief  for  a number  of  years  but 
nevertheless  we  must  expect  the  recurrence  of 
the  angina  syndrome  later  in  life.  It  is  impor- 
tant to  differentiate  between  angina  and  coronary 
thrombosis.  Both  develop  chest  pain  but  in 
angina  rest  gives  relief  in  a few  moments  while 
in  thrombosis  the  pain  is  apt  to  last  for  hours 
and  even  days.  During  an  angina  attack  blood 
pressure  is  usually  increased,  while  in  thrombo- 
sis it  is  apt  to  be  lower.  Pulse  is  usually  regu- 
lar in  angina,  while  in  thrombosis  it  is  apt  to 
be  irregular,  increased  in  rate  and  of  poor  vol- 
ume. In  thrombosis,  after  the  pain  has  per- 
sisted for  an  hour  or  two,  examination  may  re- 


veal friction  rub  close  to  the  sternum  together 
with  leukocytosis  and  a slight  temperature. 
With  this  group  of  symptoms  in  the  individual 
with  chest  pain,  we  must  always  consider  cor- 
onary thrombosis.  Mention  should  here  be  made 
of  cases  where  the  pain  is  in  the  epigastrium  as 
a result  of  cardiac  infarct.  This,  with  a leuko- 
cytosis and  slight  rise  of  temperature,  leads  to 
the  diagnosis  of  an  acute  abdomen.  Many  cases 
have  gone  to  the  surgeon  with  disastrous  results 
because  of  the  trouble  being  located  in  the  heart 
rather  than  below  the  diaphragm. 

Another  type  of  heart  that  is  noted  in  the  in- 
dividual past  forty  or  fifty  years  of  age,  is  that 
best  described  as  the  hypertensive  heart.  Such 
a patient  gives  a history  of  arterial  hyperten- 
sion over  a long  period  of  time,  and  unless  the 
mass  effect  of  this  condition  involves  the  kidneys 
to  a marked  degree  or  produces  a marked  cere- 
bral arteriosclerosis,  the  patient  is  almost  cer- 
tain to  die  a cardiac  death.  Here  we  have 
marked  hypertrophy  that  finally  succumbs  to 
degenerative  processes.  Shortness  of  breath  be- 
gins to  trouble  the  patient  on  moderate  exer- 
tion, then  on  less  exertion  and  finally  other  pro- 
nounced symptoms  of  heart  failure  present 
themselves.  In  this  group  of  cases  coronary 
sclerosis  adds  to  the  rapidity  with  which  degen- 
erative processes  take  place.  These  cases  are 
usually  found  in  the  robust  type  of  individual 
and  are  apt  to  run  a long  course  of  gradually 
increasing  heart  failure. 

Before  closing  I want  to  call  attention  to  the 
importance  of  every  physician  who  assumes  the 
responsibility  of  guiding  the  cardiac  cripple, 
making  a special  study  of  the  effect  of  cardiac 
strain.  One  should  try  to  form  a clear  concep- 
tion as  to  what  each  case  will  stand  from  the 
standpoint  of  physical  as  well  as  mental  activity 
without  bringing  on  cardiac  embarrassment.  For 
instance,  in  the  young  individual  with  a well 
defined  rheumatic  heart,  every  possible  effort 
should  be  made  to  ascertain  from  observation 
and  study  on  the  part  of  the  physician  as  well 
as  the  patient,  just  what  may  be  allowed  in  the 
way  of  effort  while  still  keeping  well  within  the 
margin  of  efficiency.  The  importance  of  avoid- 
ing acute  infections  in  cardiac  cripples  must  not 
be  lost  sight  of.  Observation  has  proven  to  me 
repeatedly  that  recurrent  attacks  of  influenza, 
sore  throat,  sinus  infections  and  the  like  have 
a deteriorating  effect  on  the  efficiency  of  the 
myocardium  in  the  cardiac  cripple ; hence  these 
patients  should  learn  the  immense  importance 
of  protecting  themselves  against  troubles  of  this 
sort.  Thev  should  also  be  studied  at  reasonable 


36 


THE  JOURNAL-LANCET 


intervals  for  the  possibility  of  chronic  focal  in- 
fections and  under  proper  precautions  such  foci 
should  be  eliminated  as  thoroughly  as  possible. 

I have  attempted  to  present  to  you  the  impor- 
tant points  to  be  borne  in  mind  in  the  study  of 
organic  heart  disease  and  I am  sure  if  we  do 
our  utmost  to  recognize  cardiac  failure  and 
then  study  the  possible  etiological  factors  of  this 
failure  as  outlined  in  the  various  organic  con- 
ditions mentioned,  we  should  be  able  to  take 
up  the  therapy  and  management  of  the  patient 
with  the  best  possible  prospect  of  success. 


SUMMARY 

1.  The  great  importance  of  early  recognition 
of  the  signs  of  cardiac  failure  is  emphasized, 
and  routine  examination  for  such  signs  is  out- 
lined. 

2.  The  etiology  and  pathology  of  the  differ- 
ent types  of  organic  heart  diseases  are  discussed. 

3.  The  necessity  is  presented  for  thorough 
study  and  observation  of  each  cardiac  case,  in 
order  to  regulate  the  activities  of  the  patient  so 
as  to  keep  him  well  within  the  margin  of  ef- 
ficiency. 


(To  be  continued) 


SIXTH  MONTHLY  CLINICAL  CONFERENCE  AT  THE  MINNEAPOLIS 

GENERAL  HOSPITAL 

Department  of  Obstetrics  and  Gynecology 
June  26,  1928-10:30-12:00  a.  m. 

C.  O.  Maland,  M.D.  R.  T.  LaVake,  M.D. 

J.  C.  Litzenberg,  M.D. 


MINNEAPOLIS, 

By  C.  O.  Maland,  M.D. 

1.  Ectopic  pregnancy:  Report  of  case  of 
ruptured  ectopic  pregnancy  with  intra-abdominal 
hemorrhage  and  pelvic  hematocele. 

The  case  is  that  of  S.  B.,  aged  34.  Admitted 
June  27,  1928. 

P.  C. — Severe  pain  in  right  lower  and  upper  quad- 
rants of  three  weeks  duration.  Pain  is  constant, 
severe,  and  crampy  in  character.  Has  vomited  at 
least  once  daily  for  past  three  weeks.  No  bleeding. 

L.  M.  P.  March  24,  which  was  normal.  Has  had 
burning  urination  past  three  weeks.  Flu  and  pneu- 
monia latter  part  of  April.  Severe  cramp-like  pain 
began  about  May  1,  in  the  lower  right  quadrant. 

P.  H. — Three  normal  pregnancies.  No  miscar- 
riages. Operation,  1917,  for  appendicitis,  ovarian 
cyst,  and  ulcer.  Has  had  frequent  attacks  of  pain 
in  upper  right  quadrant. 

Physical:  Patient  is  well  developed,  well  nourished 
female,  aged  34,  with  markedly  pale  and  anemic  ap- 
pearance. Lips,  scleras,  and  hands  show  signs  of 
severe  secondary  anemia.  Temperature,  99.4.° 
Pulse,  150.  B.  P.  130/70.  Abdomen — Tumor  mass 
palpable  mainly  in  right  lower  quadrant,  extending 
somewhat  to  left  of  midline  and  up  to  within  two 
fingers  of  umbilicus.  Mass  firm,  well  rounded,  dull 
on  percussion,  slightly  movable,  and  markedly  ten- 
der. Muscle  spasm  in  both  lower  quadrants.  Pel- 
vis— External  genitalia  negative.  No  urethral  dis- 
charge. Bartholin  glands  negative.  Pelvic  floor 
competent.  Cervix  1°  bilateral  tear — points  down- 
ward and  backward  and  is  pushed  up  beneath  the 
symphysis.  Corpus  cannot  he  definitely  outlined  but 
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believed  to  be  anterior  and  normal  size.  The  lower 
limits  of  abdominal  mass  can  be  felt  on  right  in  the 
cul-de-sac  and  extending  past  the  midline  into  left. 
Very  tender.  Definitely  connected  with  abdominal 
tumor.  Smears  negative  for  G.  C.  Blood — Hgb., 
41;  R.  B.  C.,  2,170,000;  W.  B.  C.,  12,000;  P.  M.  N„ 
84  per  cent.  Urine — Red  color,  trace  of  albumin, 
occasional  casts,  pus  cells/  10-15.  Sedimentation 
time — 26  minutes. 

Diagnosis:  1.  Ruptured  ectopic  pregnancy  on  right. 
2.  Intra-abdominal  hemorrhage  with  pelvic  hema- 
tocele. 

Treatment:  Transfusion  500  c.c.  blood  with  hypo- 
dermoclysis  of  300  c.c.  normal  saline  on  night  of 
admission.  At  operation  next  morning  a ruptured 
ectopic  pregnancy  on  right  with  intra-abdominal 
hemorrhage  and  pelvic  hematocele,  which  was  very 
odorous,  were  found. 

Under  stimulants  and  hypodennoclysis,  the  patient 
improved  but  continued  to  run  septic  temperature, 
and  a diagnosis  of  pelvic  abscess  made.  Posterior 
colotomy  done  on  June  14  and  500  c.c.  foul-smelling 
mucopurulent  exudate  evacuated.  Drain  inserted. 

Patient  is  gradually  improving  and  at  present 
Hgb.  is  53  per  cent;  R.  B.  C.,  2,520,000;  W.  B.  C„ 
9,800.  She  is  now  up  in  a wheel  chair. 

This  patient  apparently  had  no  symptoms 
prior  to  the  time  of  rupture  which  occurred 
May  1.  She  gave  a history7  of  amenorrhea,  fol- 
lowed by  intermittent  spotting  and  pain,  associ- 
ated with  adnexal  mass  found  on  examination. 

This  patient  was  admitted  about  three  weeks 
after  the  onset  of  her  symptoms.  She  had 
marked  pallor,  indicating  considerable  loss  of 
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blood.  She  had  a moderate  leukocytosis,  rapid 
pulse,  and  fever.  These  symptoms,  associated 
with  the  finding  of  a large  tumor  mass  on  pal- 
pation in  the  right  lower  quadrant  of  the  ab- 
domen, brought  up  the  question  of  an  inflamma- 
tory condition.  Acute  inflammatory  conditions 
of  the  pelvis  are  best  treated  by  expectant  treat- 
ment. Ruptured  ectopic  pregnancy  demands 
operation.  Puncture  in  the  posterior  vaginal 
wall  revealed  a pelvic  hematocele. 

Ectopic  pregnancy  is  often  confused  with 
uterine  pregnancy,  with  abortion,  uterine  tumor, 
cystic  ovary,  salpingitis,  and  appendicitis.  Sedi- 
mentation rate  may  indicate  the  degree  of  viru- 
lence of  infection.  Sedimentation  time  in  this 
case  was  30  minutes. 

In  this  case  the  pelvic  hematocele  found  at 
operation  was  very  odorous,  possibly  due  to  a 
latent  infection. 


By  R.  T.  LaVake,  M.D. 

2.  Tuberculosis  in  pregnancy:  Discussion 
and  report  of  an  arrested  case  with  apical  pul- 
monary lesions,  now  at  term  but  undelivered. 

The  case  is  that  of  C.  B.,  Para  0;  Grav.  1;  ad- 
mitted to  the  hospital  April  18,  1928.  Last  menstrual 
period,  September  9,  1927. 

P.  C. — Patient  was  admitted  complaining  of  nausea 
and  vomiting  which  she  had  the  first  5 months  of 
pregnancy.  She  also  complained  of  a cough  which 
was  present  4 to  5 months.  She  did  not  gain  weight 
during  pregnancy.  After  the  fifth  month  the  pa- 
tient stopped  vomiting  and  was  free  from  this  symp- 
tom for  about  two  months,  but  about  four  days  ago 
felt  quite  weak  and  started  to  vomit  again.  About 
six  weeks  ago  the  patient  had  “flu.”  First  few 
nights  she  had  cold  sweats;  and  from  then  on  she 
had  night  sweats.  She  feels  quite  feverish  from 
12  to  3 p.  m.  She  has  no  fever  in  the  morning.  The 
last  few  weeks  her  cough  became  much  worse,  and 
she  expectorated  quite  a bit.  Patient  had  been 
taking  sole  care  of  her  husband,  an  open  case  of 
tuberculosis  for  four  months  prior  to  his  transfer 
to  Walker  Sanatorium. 

F.  H. — Husband  is  at  Walker  Sanatorium  for  tu- 
berculosis. Mother  is  living  and  has  heart  trouble. 
Father  died  of  carcinoma  of  the  stomach.  Brother 
has  stomach  trouble. 

Physical:  Head  negative.  Face — cheeks  flushed. 
Throat — moderate  injection.  Tonsils  not  enlarged. 
Chest — large  scar  over  area  where  right  breast  was 
removed  for  a benign  new  growth.  Expansion  of 
both  sides  somewhat  limited.  Tactile  fremitus  nor- 
mal. Resonance  not  impaired  except  slight  diminu- 
tion at  the  left  apex.  Slight  relative  dullness  and 
faint  breath  sounds  at  right  apex.  Heart — blood 
pressure  90/66.  Skin — moist  and  warm. 

Treatment:  Patient  was  held  for  rest  and  obser- 
vation in  the  hospital  for  a period  of  ninety-one  days 
before  delivery.  Labor  was  short  and  an  easy  de- 
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livery,  followed  after  a first  and  second  stage  total- 
ing eleven  hours  of  fairly  easy  labor. 

The  questioni  here  arises : shall  this  woman 
be  allowed  to  go  on  with  her  pregnancy  or  shall 
she  be  aborted  ? 

Among  tuberculosis  experts  the  trend  of 
opinion  seems  to  be  that  in  every  case  one 
should  treat  the  tuberculosis  and  allow  the  preg- 
nancy to  run  its  course.  This  was  the  opinion 
of  the  Geneva  Conference  in  1923.  With  this 
opinion,  I agree,  only  if  the  case  is  seen  after 
the  third  month.  If  a woman  is  seen  before 
the  third  month,  and  she  has  an  open  tuberculo- 
sis, I favor  therapeutic  abortion.  I favor  it  not 
because  of  the  effect  of  pregnancy  on  the  tu- 
berculosis and  the  patient,  but  the  effect  of 
labor  at  term.  I have  had  several  cases  where 
everything  was  done  to  make  the  labor  eas>, 
and  previous  to  labor  the  patient’s  condition 
was  excellent  and  a few  days  following  labor  a 
teacupful  of  pus  full  of  tubercle  bacilli  was 
coughed  up. 

It  seems  to  me  that  the  pregnancy  acts  as 
pneumothorax  and  when  the  pressure  from  the 
abdomen  is  relieved  the  process  extends  like 
the  bursting  of  a rocket.  The  factor  of  exer- 
cise in  the  labor  may  be  another  factor.  We 
should  aim  to  make  the  delivery  as  easy  as  pos- 
sible and  I believe  a pillow  should  be  placed 
above  the  uterus  after  delivery  to  take  the  place 
of  the  full  uterus  before  delivery  as  regards 
pressure  against  the  diaphragm.  From  my  ex- 
perience I would  not  run  the  risk  of  allowing 
a member  of  my  family  to  go  to  term  if  she 
had  an  open  tuberculosis  or  a tuberculosis  that 
had  been  open  within  two  years,  unless  she  was 
seen  after  the  third  month.  Abortion  after  the 
third  month  holds  almost  as  much  danger  as 
labor  at  term. 

The  case  under  discussion  will  be  carried  to 
term  under  the  best  tuberculosis  regime  of  treat- 
ment, and  her  labor  will  be  made  as  easy  as 
possible. 


By  J.  C.  Litzenberg,  M.D. 

3.  Occiput  posterior  positions:  Management 
of  labor  and  delivery.  Discussion  of  some  re- 
cent parturient  cases. 

The  first  case  is  that  of  G.  W.,  aged  21.  Grav.,  1; 
Para  0. 

Stage  1,  30  hours.  Stage  2,  2 hours,  22  minutes. 
Stage  3,  15  minutes.  Total,  32  hours,  37  minutes. 
Birtli  weight  of  baby,  2580  gms. 

Complications:  Arrest  at  spines.  Failure  to  rotate. 
Treatment:  a.  Manual  rotation  of  head;  b.  Mid- 
forceps. 
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Position:  O.  D.  P. — O.  D.  A.  1°  laceration,  slight. 

Postpartum  course:  eight  days  postpartum,  afeb- 
rile. 

This  case  illustrates  two  things : the  labor  is 
prolonged,  which  is  the  usual  thing  in  occiput- 
posterior.  It  also  illustrates  the  premature  rup- 
ture of  membranes.  In  this  case  you  may  have  to 
interfere  at  almost;  any  stage ; do  not  let  the 
patient  alone  but  watch  her.  The  patient  should 
be  given  a rest. 

The  second  case  was  that  of  A.  E.,  aged  20.  Grav., 
2;  Para,  1. 

Stage  1,  2 hours.  Stage  2,  1 hour,  55  minutes. 
Stage  3,  15  minutes.  Total,  4 hours,  10  minutes. 
Birth  weight  of  baby,  2360  gms. 

Complications:  None. 

Treatment:  Normal  delivery. 

Position:  O.  D.  P. — O.  D.  A.  Spontaneous  rota- 
tion. 1°  laceration,  slight. 

Postpartum  course:  nine  days  postpartum.  Prac- 
tically afebrile.  Temperature  rise  to  99.2°  only  3 
times. 

This  case  represents  the  frequent  rupture  of 
membranes.  In  occiput-posterior  cases  the  rest 
periods  are  very  valuable.  If  sedatives  are  to 
be  given,  the  patient  should  be  given  a real  rest, 
not  just  for  a few  minutes  for  relief,  but  enough 
to  really  stop  the  labor.  If  necessary,  give  mor- 
phine plus  chloral.  I sometimes  even  put  the 
patient  under  ether  anesthesia  to  give  her  rest 
if  she  does  not  sleep  after  giving  morphine  and 
chloral.  A rest  period  should  be  about  two  and 
one-half  hours. 

The  next  case  was  that  of  G.  L.,  aged  26.  *Grav., 
2;  Para,  1. 

Stage  1.  21  hours.  Stage  2.  1 hour,  38  minutes. 
Stage  3,  7 minutes.  Total,  22  hours,  45  minutes. 
Birth  weight  of  baby,  3180  gms. 

Complications:  Tusto  minor  pelvis.  21.5 — 23.75 — 
27.5— 18.5— 7.5.  P.  O.  21.0:  L.  O.  20.5  Post.  Sat.  7.5. 

Treatment:  a.  Three  rest  periods — twice  morph, 
gr.  ; once  morph,  gr.  1/6  with  atropine  gr.  1/100. 
b.  Low  forceps — indications:  1.  Fetal  distress;  2. 
Justo  minor  pelvis,  c.  Episiotomy. 

Position:  O.  D.  P. — O.  D.  A.  (Spontaneous  ro- 
tation). 

Postpartum  course:  three  days  postpartum.  Tem- 
perature,, 100.2°  second  day  and  99.2°  third  day. 

This  case  illustrates  an  occiput-posterior  justi- 
fying a Cesarean  section.  The  combination  of 
two  things,  neither  one  of  which  alone  indicates 
Cesarean  section,  may  when  occurring  together 
require  a Cesarean  section,  high  forceps,  or  ver- 
sion. Some  of  the  cases  might  be  large  baby, 
border  line,  contracted  pelvis.  In  a case  which 
you  think  the  baby  is  large  and  the  contraction 
such  that  if  under  normal  circumstances  the 
baby  might  be  born  with  occiput-posterior,  you 
might  do  a Cesarean  section.  The  difference  be- 

♦First  pregnancy:  labor  3 days — delivered  5 pound  baby. 


tween  giving  trial  of  labor  or  Cesarean  section 
would  be  determined  by  the  two  things  occurring 
together. 

The  next  case  was  that  of  L.  G.,  aged  18.  Grav  , 
1;  Para,  0. 

Stage  1,  36  hours,  30  minutes.  Stage  2,  1 hour,  24 
minutes.  Stage  3,  11  minutes.  Total,  38  hours,  5 
minutes.  Birth  weight  of  baby,  3290  gms. 

Complications:  a.  Malposition  of  baby  with  asyn- 
clitism. b.  Complete  exhaustion  of  mother.  c. 
Marked  fetal  distress,  d.  No  progress,  but  hard 
pains  for  six  and  one-half  hours  after  cervix  3 cm. 
dilated. 

Treatment:  a.  Four  rest  periods — 1.  Morph,  gr 
1/6.  2.  Morph,  gr.  % MgS04  2 c.c.  3.  Morph,  gr 
Ya-  Chloral  hydrate  gr.  XXX  (R).  4.  Morph,  gr.  % 
Hyoscine  gr.  1/200  after.  Voorhees’  bag  inserted,  b. 
YToorhees’  bag  No.  5 inserted  7 hours  after  cervix 
3 cm.  dilated  with  no  progress.  Expelled  in  2 hours, 
c.  Midforceps  (Axis  traction)  ^4  hour  after  bag  ex- 
pelled. d.  Version  impossible — membranes  had  rup- 
tured early. 

Position:  O.  L.  P. — O.  L.  P.  (head  impacted  at 
spines).  Attempt  at  manual  and  Scanzoni  rotation 
unsuccessful. 

Postpartum  course:  One  and  one-half  days  post- 
partum. 1.  Surgical  shock  immediately  after  de- 
livery. 2.  Pulse  180 — dropping  to  120  in  4 hours 
after  intravenous  glucose  and  saline  1000  c.c.  3. 
B.  P.  72/40  during  shock — 98/66  after  4 hours  and 
about  same  since.  4.  Hypodermoclysis  1500  c.c 
5.  Digitalin  gr.  1/60  during  shock — repeated  3 hours 
later.  6.  Condition  of  baby:  a.  left  facial  paralysis, 
b.  Extreme  caput  and  marked  occipito-vertex  mould- 
ing. c.  Dislocation  of  left  shoulder — easily  reduced 
with  no  evidence  of  injury  to  arm  or  shoulder. 

This  case  illustrates  such  obstetrical  compli- 
cations as  failure  of  the  cervix  to  dilate  and  rup- 
tured membranes.  DeLee’s  favorite  expression 
is  that  “these  cases  must  be  conducted  with 
watchful  expectancy;  interfere  only  when  there 
is  definite  indication.”  Of  course  every  case  is 
to  be  individualized.  Two  of  the  many  reasons 
one  gets  tears  of  the  vagina  are  hard,  fast  labor 
and  from  the  rotation  of  the  head.  If  there  be 
an  unrotated  head,  an  episiotomy  should  always 
be  done,  that  is  when  it  is  posterior.  In  primi- 
par  as, and  when  the  occiput-posterior  head 
comes  down,  a Schukardt  should  be  done  instead 
of  an  episiotomy. 

The  summary  of  labors  and  deliveries  of  four 
occiput-posterior  positions  in  31  cases  delivered, 
of  which  7 were  occiput-posterior  positions,  has 
just  been  presented.  The  percentage  of  occiput- 
posteriors  in  this  series  is  25.81  per  cent.  These 
cases  are  presented  to  illustrate  the  difficulties 
one  may  run  into  when  delivering  occiput-pos- 
teriors. There  is  too  much  interference  with 
occiput-posterior  and  labors  in  general.  When 
certain  things  arise  in  occiput-posterior,  one 
should  interfere,  otherwise  he  is  neglecting  his 
duty. 
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THE  ABUSE  OF  CASTOR  OIL  IN  PEDIATRIC  PRACTICE 

By  B.  A.  Melgaard,  M.D. 

SIOUX  CITY,  IOWA 


Of  all  the  new  cases  of  acute  illness  seen  in 
I office  or  home  calls,  in  the  great  majority  one 
hears  a statement  something  like  this : “The  pa- 

Itient  was  taken  ill  on  a given  day  and  was  given 
a dose  of  castor  oil.”  Frequently  this  was  done 
daily  for  several  days.  In  cases  referred  to  us 
by  physicians  a like  statement  is  nearly  always 
11  made.  In  fact,  the  mother  tells  us  that  she 
knows  this  procedure  would  be  all  right  because 
her  physician  always  orders  it.  The  reason  is 
that  it  has  always  been  done. 

No  other  drug  is  thus  blindly  administered  by 
a host  of  people  and  sanctioned  by  medical  men 
without  definite  indication  for  its  use. 

Presumably,  castor  oil  is  given  to  unload  the 
bowel  of  fecal  material  and  toxic  products.  The 
disease  afflicting  the  patient  may  not  have,  and 
usually  does  not  have,  anything  to  do  with  the 
digestive  tract,  but  the  cathartic  is  given  just 
the  same.  The  visiting  nurse  often  sees  our  pa- 
tients for  us  now-a-days  before  we  get  to  them. 
She  calls  us  up  with  the  complacent  state- 
ment that  she  has  given  our  little  patient  a dose 
of  castor  oil  and,  “What  else  shall  I do,  Doctor?” 
“Nothing;  you  have  done  too  much  already.” 
Briefly  reviewing  the  properties  and  action  of 
castor  oil  we  find  that  it  is  anything  but  a safe 
drug,  and  its  action  as  a lubricant  is  of  minor 
importance.  All  drugs  depend,  in  their  major 
purpose,  on  the  active  principle  contained  there- 
in. This  principle  in  castor  oil  is  the  alkaloid 
ricin.  This  is  defined  by  various  pharmacolo- 
gists as  the  toxalbumin  of  the  castor  oil  bean. 
A dose  of  one-tenth  grain  by  the  skin  or  nine- 
tenths  grain  by  mouth  is  toxic.  It  induces  mul- 
tiple hemorrhage  of  the  intestines  and  stomach 
and  tends  to  break  down  red  blood  corpuscles. 
When  we  recall  that  infants  are  especially  sus- 
ceptible to  toxic  drugs  we  can  readily  account 
for  the  damage  often  seen  in  infants  following 
the  use  of  this  drug. 

It  is  an  axiom  of  medicine  that  where  we  can 
do  no  good  we  should  be  careful  to  do  no  harm. 

Any  drug  which  is  capable  of  causing  death 
should  not  be  prescribed  indiscriminately.  To 
say  that  castor  oil  is  harmless  clinically  is  con- 
trary to  fact,  as  we  shall  show  and  illustrate 
with  case  histories.  During  the  last  five  years 
we  have  seen  seventeen  cases  of  intussusception 
which  came  to  operation,  every  one  of  which 
had  had  a dose  of  castor  oil.  In  all  of  these  the 


typical  picture  of  acute  obstruction  occurred 
within  four  hours  after  giving  the  castor  oil. 

Castor  oil  is  given  almost  universally  in  the 
treatment  of  diarrhea  on  the  theory  that  it 
will  clear  the  intestine  of  infectious  material. 
Here,  as  in  other  acute  conditions,  we  are  told 
that  a prompt  drop  in  body  temperature  follows 
its  administration,  which,  it  is  argued,  proves 
the  benefit  of  such  a procedure.  We  cannot  sub- 
scribe to  this,  for  we  have  observed  that  in  a 
few  hours  the  temperature  will  rise  again  to  a 
point  higher  than  previously,  due  to  water  loss 
following  the  purgation.  What  drop  in  tempera- 
ture occurs  is  due  to  temporary  engorgement  of 
blood  into  the  abdominal  vessels  and  a relatively 
lowered  blood  supply  to  the  thermogenetic  cen- 
ter. The  fermentative  diarrheas  of  midsummer 
have  ceased  to  give  us  much  concern.  Giving 
boiled  skimmed  milk  or  protein  milk  for  twenty- 
four  hours  is  usually  all  that  is  necessary,  not 
forgetting  water  by  mouth.  The  intestinal  in- 
fections of  September  and  October  in  this  cli- 
mate are  still  of  serious  consequence.  Here  we 
have  a history  of  loose  stools  for  twenty-four 
hours,  followed  by  green  stools  and  finally 
mucus  and  blood.  Where  these  cases  are  seen 
early  the  great  majority  will  gtet  well.  With- 
drawal of  food  for  twenty-four  hours,  pushing 
fluids,  following  with  protein  milk  or  cereal 
waters  with  carbohydrate,  depending  on  the  or- 
ganism present,  are  helpful.  Cathartics  are  defi- 
nitely contra-indicated  with  the  possible  excep- 
tion of  a mild  saline  in  selected  cases.  It  is  not 
my  purpose,  however,  to  speak  of  treatment  so 
much  as  to  point  out  the  clinical  reasons  why 
castor  oil  is  contra-indicated. 

In  the  histories  taken  over  a period  of  seven 
years  we  find  that  in  80  per  cent  of  the  cases  of 
diarrhea  no  blood  appeared  in  the  stools  until 
the  third  or  fourth  day.  Where  it  does  appear 
earlier  it  is  frequently  found  that  fissure  is  pres- 
ent. The  first  two  days  frequent  stools  occur 
becoming  more  watery  and  more  green  in  color 
as  the  intestinal  tract  becomes  emptied.  In  a 
former  paper  we  showed  that  green  stools  are 
usually  relatively  starvation  stools.  They  do 
not  indicate  pathology,  and  they  disappear  when 
more  food  is  administered.  Blood  appears  later 
and  is  more  often  due  to  oozing  of  blood  and 
serum  caused  by  edema  of  the  bowel  than  to 
ulceration.  Over  95  per  cent  of  the  cases  studied 
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had  received  a dose  of  castor  oil  during  the  first 
twenty-four  hours.  It  is  our  contention  that 
the  blood  and  serum  are  due  to  edema  of  the 
bowel.  This  edema  is  produced  by  direct  effect 
of  the  castor  oil.  In  our  own  cases  where  no 
oil  was  administered  only  10  per  cent  showed 
blood  in  the  stools,  and  these  were  the  definitely 
infectious  type  with  ulceration,  pus,  and  epi- 
thelial cells. 

It  is  my  belief  that  excessive  peristalsis  may 
cause  pouching,  which  may  not  produce  definite 
telescoping.  In  a recent  study  Platou,  of  Min- 
neapolis, has  shown  that  infantile  colic  may  be 
due  to  umbilical  hernia.  He  believes  that  other 
cases  of  colic  may  be  due  to  intestinal  pouching. 
This  coincides  with  our  observation  that  intussus- 
ception is  not  always  complete.  The  more  com- 
plete it  is  the  more  blood  follows.  Castor  oil 
always  produces  edema  of  the  intestine,  which, 
if  extensive  enough,  obstructs  the  lumen,  and 
intussusception  cannot  be  avoided. 

Case  1. — Mary  X,  aged  six  month,  bottle-fed  baby. 
Had  always  been  constipated.  Was  brought  because 
of  bloody  stools  of  four  days  duration.  She  had  re- 
ceived castor  oil  each  day.  Some  stool  appeared  on 
the  napkin  mixed  witli  bloody  serum.  There  was 
no  tumor,  and  the  baby  was  fairly  comfortable,  so 
intussusception  was  not  suspected.  We  continued 
to  see  the  baby  for  four  consecutive  days.  At  that 
time,  eight  days  from  the  onset  of  the  illness,  the 
baby  became  acutely  worse  with  definite  tumor  in 
the  lower  right  quadrant.  The  baby  was  immedi- 
ately operated  on,  and  made  an  uneventful  recovery. 
The  bowel  was  not  devitalized.  We  later  learned 
that  on  the  sixth  day  the  grandmother  took  it  upon 
herself  to  give  a half  ounce  of  castor  oil  to  the 
baby  and  kept  it  a secret.  My  contention  is  that 
here  we  had  a partial  intussusception  or  at  least 
enough  edema  to  produce  blood  over  a period  of 
six  days.  This  was  subsiding,  but  the  excessive 
peristalsis  caused  by  the  castor  oil  in  an  edematous 
bowel  made  intussusception  inevitable. 

T believe  that  intussusception  causing  partial  ob- 
struction occurs  frequently  following  a dose  of 
castor  oil  and  spontaneously  recovers  after  edema 
subsides  or  becomes  complete  and  continues  to  a 
fatal  termination.  Partial  obstruction  in  these  cases 
is  confused  with  an  infectious  diarrhea. 

The  following  case  well  illustrates  this  point. 

Case  2. — Baby  E.  S.,  aged  one  year,  was  brought 
to  the  office  with  history  of  infectious  diarrhea  with 
blood  of  five  days  standing.  This  baby  was  seen 
on  the  first  day  of  illness  by  an  obstetrician.  At 
this  time  a simple  diarrhea  was  present,  and  castor 
oil  was  given  and  the  patient  put  on  cereal  water. 
A few  hours  later  the  baby  became  much  worse, 
and  a surgeon  was  called  who  ordered  continuance 
of  the  treatment  till  diarrhea  should  cease.  At  this 
time  there  were  blood  and  serum  in  the  passages 
and  no  stool.  On  the  second  day  a third  physician 
saw  the  baby  not  knowing  it  to  be  another’s  patient. 
He  duplicated  the  former  treatment.  On  the  fifth 


day  baby  was  brought  to  my  office  with  a typical 
picture  of  intussusception.  I immediately  called  a 
surgeon,  and  we  agreed  that  the  baby  was  beyond 
hope.  However,  operation  was  done  and  the  in- 
tussusception of  the  gangrenous  bowel  carefully  re- 
duced, but  the  baby  being  too  far  gone  to  attempt 
resection  died  an  hour  later. 

What  we  may  learn  from  this  is  to  not  take  the 
other  fellow’s  diagnosis,  no  matter  how  good  a man 
he  is.  Examine  the  baby  stripped. 

In  pediatric  practice  our  aim  is  always  to  con- 
serve the  body  fluids.  This  keeps  up  the  blood 
volume  and  helps  combat  toxemia.  Pediatri- 
cians have  learned  to  conserve  and  replace 
quickly,  when  lost,  the  body  fluids  in  children’s 
practice.  No  drug  so  quickly  dehydrates  a pa- 
tient as  does  castor  oil,  and  pediatricians  for 
this  reason  rarely  use  it. 

SUMMARY 

1.  Giving  castor  oil  to  children  as  a routine 
procedure  is  an  empirical  measure  handed  down 
from  the  past,  and  is  often  done  without  clinical 
reason.  Instead  of  being  a supposedly  harmless 
lubricant,  in  pediatric  practice  it  is  a violent  in- 
testinal irritant,  causing  excessive  peristalsis, 
edema,  pouching  and  obstruction. 

2.  In  seventeen  cases  of  intussusception,  the 
baby  had  a simple  diarrhea,  received  castor  oil, 
and  acute  obstruction  followed  within  four  hours. 

3.  Hemorrhagic  colitis  may  be  confused  with 
edema  of  the  intestine  with  oozing  of  bloody 
serum  caused  directly  by  castor  oil.  Intussus- 
ception may  be  partial  only  and  castor  oil  may 
make  it  complete. 

4.  The  body  fluids  are  the  best  detoxifying 
agents  in  pediatric  practice.  Castor  oil  wastes 
body  fluids,  as  does  no  other  agency. 


THE  BASIC  SCIENCE  LAW 
IN  MINNESOTA 

The  Minnesota  State  Board  of  Medical  Exam- 
iners report  the  following  cases  of  violation  of 
the  Basic  Science  Law  and  the  results  of  action 
against  such  men. 

STATE  OF  MINNESOTA  VS.  M.  (iABRIELSON 

The  above  defendant,  M.  Gabrielson,  has  been 
maintaining  an  office  at  4159  Washington  Avenue 
North,  in  the  city  of  Minneapolis,  Minnesota,  for  the 
past  eight  years.  He  has  in  the  past  been  listed  in  the 
Minneapolis  telephone  directory  as  a physician  and 
surgeon.  The  sign  on  the  door  at  the  above  address 
reads:  Dr.  M.  Gabrielson — Rheumatism  Specialist, 
and  his  statements  sent  to  patients  indicate  that  he 
treats  all  chronic  diseases.  Gabrielson  is  not 
licensed  in  this  state  under  any  of  the  healing-arts. 
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After  investigation  a complaint  was  filed  against 
Gabrielson  for  treating  one  Andrew  Carlson,  of 
Minneapolis.  Carlson  had  been  troubled  with  a 
skin  eruption  on  his  leg,  and  he  went  to  Gabrielson 
for  treatment.  The  treatment  consisted  of  a liquid 
application  to  the  disturbed  area  over  a period  of 
nine  months  with  no  resulting  improvement.  Dur- 
ing this  period  Carls.on  persuaded  his  brother-in- 
law,  C.  O.  Swenson,  of  Minneapolis,  to  go  to 
Gabrielson  for  treatment  for  a like  ailment.  Both 
of  these  patients  are  working  in  wood-working  fac- 
tories, and  probably  had  some  occupational  ail- 
ment. 

On  Oct.  17,  1928,  the  defendant  was  brought  into 
the  municipal  court  of  Minneapolis  and  entered  a 
plea  of  not  guilty.  A hearing  was  set  for  Oct.  31st, 
but  a day  or  two  before  the  date  of  the  hearing  we 
were  informed  that  the  defendant  would  waive  his 
preliminary  hearing,  which  he  did  and  was  bound 
over  to  the  district  court.  On  Nov.  1,  the  defendant 
entered  a plea  of  not  guilty  in  the  district  court,  and 
his  trial  was  set  for  the  7th  day  of  November.  How- 
ever, on  the  7th  of  November  the  defendant  entered 
a plea  of  guilty,  and  the  court  continued  the  case 
until  the  10th  for  sentence.  The  case  was  then  con- 
tinued from  the  10th  to  the  17th;  from  the  17th  to 
the  19th;  from  the  19th  to  the  20th,  and  finally  on 
the  21st  day  of  November,  1928,  the  defendant  ap- 
peared in  court  for  sentence. 

The  court  sentenced  the  defendant  to  one  year  in 
the  Minneapolis  workhouse;  ordered  the  defendant 
to  serve  fifteen  days  of  his  sentence,  and  if  during  the 
fifteen  days  the  defendant  can  make  up  his  mind  to 
close  his  place  and  keep  it  closed,  the  court  will 
entertain  an  application  for  a suspension  of  the 
balance  of  the  jail  sentence  and  place  the  defendant 
on  probation,  on  condition  that  his  place  is  kept 
closed  and  that  he  refrain  from  practicing  healing. 

Judge  Wm.  C.  Leary  was  on  the  bench  in  the  dis- 
position of  this  matter. 

We  have  taken  up  with  the  telephone  company  the 
removal  of  Gabrielson’s  name  from  the  listing  of 
physicians  and  surgeons  in  the  telephone  directory 
and  we  arc  informed  that  the  same  would  not  appear 
in  the  new  directory  out  Jan.  1,  1929. 

STATF.  OF  MINNESOTA  VS.  ROBERT  G.  ERRINGTON 

The  above  defendant  entered  a plea  of  guilty  in 
the  district  court  of  Lac  Qui  Parle  County,  Minne- 
sota, on  the  11th  day  of  December,  1928,  and  was 
sentenced  on  the  20th  day  of  December,  1928,  by 
the  court  to  pay  a fine  of  $500.00  and  the  court  costs 
for  violating  the  Minnesota  Basic  Science  Law. 

The  court  costs  were  paid  by  the  defendant,  and 
the  fine  was  suspended  on  the  condition  that  the  de- 
fendant absolutely  refrain  from  practicing  the  heal- 
ing art  in  this  state. 

The  specific  charge  against  the  defendant  was  that 
he  attempted  to  treat  a case  of  infantile  paralysis 
for  which  he  was  paid  the  sum  of  $500.00  in  cash. 
The  court  was  informed  by  counsel  for  the  de- 
fendant that  Errington  was  no  longer  a resident  of 
the  state. 


The  court  was  inclined  to  suspend  the  sentence 
in  this  case  due  to  the  fact  that  the  defendant  no 
longer  resides  in  the  State  of  Minnesota  and  is  under 
a suspended  sentence  of  five  months  imposed  by 
Judge  Baker,  in  June,  for  a violation  of  the  Medical 
Act,  and  at  which  time  Errington  served  thirty  days 
in  the  county  jail  at  Olivia,  Minnesota. 

STATE  OF  MINNESOTA  VS.  J.  F.  DU  FORT 

The  above  parly,  J.  E Dufort,  has  been  practicing 
at  Northome,  Minnesota,  as  a physician  and  surgeon 
for  the  past  fourteen  years.  He  was  given  a chance 
to  close  his  office  and  get  out  of  the  business  in  July 
of  this  year,  but  he  did  not  do  so. 

A complaint  was  filed  against  the  defendant  under 
the  Basic  Science  Law,  December  10,  1928,  charging 
him  with  maintaining  an  office  in  Northome  for  the 
diagnosis  and  treatment  of  ailments.  December  22, 
defendant  entered  a plea  of  guilty  at  Park  Rapids 
and  was  sentenced  to  one  year  in  the  county  jail 
Sentence  suspended  on  the  condition  that  Dufort 
cease  practicing  in  any  way,  shape  or  manner  in  the 
State  of  Minnesota  and  on  the  further  condition 
that  he  move  his  residence  from  Koochiching  Coun- 
ty. This  suggestion  in  reference  to  Dufort’s  mov- 
ing out  of  the  county  was  made  by  the  Board  for  the 
reason  that  if  Dufort  remained  in  the  same  locality 
that  he  had  practiced  in  for  fourteen  years  he  would 
be  more  than  likely  to  engage  in  the  healing  art. 

Judge  Wright  thought  the  suggestion  very  ap- 
propriate and  made  it  one  of  the  conditions  on  which 
the  sentence  was  suspended.  Dufort  was  informed 
by  the  court  that  the  suspension  of  his  sentence 
would  most  assuredly  be  revoked  unless  he  com- 
plied with  these  two  conditions. 


BOOK  NOTICES 


Troubles  We  Don’t  Talk  About.  By  J.  F.  Mon- 
tague, M.D.,  F.A.C.S.  Lecturer  on  Rectal  Pathol- 
ogy, University  and  Bellevue  Hospital  Medical 
College.  Illustrated.  248  pp.  $2.00.  J.  B.  Lippin- 
cott  Company,  Philadelphia  and  London.  1927. 

“Troubles  We  Don’t  Talk  About,”  is  a book  for 
the  laity  on  disorders  and  diseases  of  the  rectum 
and  bowel.  Being  written  for  the  laity  it  contains 
very  little  of  new  interest  for  the  surgeon,  but  it  is 
a veritable  gold  mine  for  the  person  who,  for  one 
reason  or  another,  finds  an  absorbing  interest  in  the 
homestretch  of  the  alimentary  canal. 

— Lewis  M.  Daniel,  M.D. 

The  Springtime  of  Physick.  By  Laurance  D.  Red- 
way, M.D.  Cloth.  8 vo.  68  pages.  Free  Press 
Printing  Company,  Burlington,  Vt.,  1928. 

“The  Springtime  of  Physick”  is  a very  entertaining 
booklet.  Everyone  enjoys  nonsense  now  and  then, 
if  it  is  not  contaminated  by  moralization,  and  Dr. 
Redway’s  story  of  early  medicine  is  nonsense  in 
pure  culture. 


— Lewis  M.  Daniel,  M.D. 
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YESTERDAY  AND  TO-DAY 

An  attractive  folder  of  a dozen  pages  in  the 
form  of  “A  Happy  New  Year”  greeting  reached 
our  desk  the  other  day  from  the  “grand  old 
man”  of  North  Dakota,  Dr.  James  Grassick,  of 
Grand  Forks,  N.  D.  It  opened  with  a brief 
epitome  of  accomplishments  of  the  medical  pro- 
fession within  the  memory  of  the  present  gen- 
eration, and  it  gave  a touching  account  of  the 
experiences  of  an  old-time  doctor  on  the  prairies 
of  Dakota  who  carried,  probably  for  the  first 
time,  antitoxin  into  a sod  house  to  save  a family 
of  children  stricken  with  that  dread  disease, 
diphtheria. 

Dr.  Grassick’s  pen  is  ever  ready  to  depict 
the  noble  work  and  character  of  the  pioneer 
physician  as  he  himself  saw  physicians  in  pio- 
neer days,  and  he  holds  firmly  to  the  belief 
that  his  tribe  has  not  perished  from  the  earth. 

We  hope  soon  to  be  permitted  to  reproduce 
in  these  columns  that  touching  story  of  yester- 
day on  a Dakota  prairie. 

STUDY  THE  INDIVIDUAL 

Why  is  our  profession  accused  of  failing  in 
its  opportunity  for  lay  education?  Surely  not 
because  the  opportunity  is  lacking,  nor  because 
the  average  practitioner  is  unqualified.  In  talk- 


ing the  other  day  to  a practitioner  with  thirty- 
five  years  of  active  work  behind  him,  the  re- 
mark was  made  that,  whereas  there  were  about 
five  Class  A schools  with  their  scattered  shin- 
ing lights  throughout  the  country,  to-day  most 
schools  are  Class  A and  most  of  the  graduates 
equally  shining  lights,  their  brilliance  apparently 
dimmed  by  the  glow  about  them.  The  quality 
is  there ; the  quantity  is  increased ; but  the  con- 
structive efforts  in  lay  education  seem  pushed 
to  the  background. 

We  are  awakening  to  our  opportunity,  and 
our  county  and  district  societies  are  organizing. 
Programs  on  the  radio  have  been  instituted  and 
even  the  larger  drug  houses,  by  their  adver- 
tising, are  assisting  in  the  campaign.  But  more 
than  this  is  necessary.  The  co-operative  spirit 
of  the  individual  is  needed.  The  assumption  of 
our  rightful  place  in  society,  in  the  social  and 
political  activities  of  the  community,  is  of  para- 
mount importance. 

Years  ago,  because  of  the  rarity  of  our  species, 
we  held  a high  place  in  public  esteem.  We  are 
just  as  well  qualified  for  that  place  to-day,  but 
competition  is  keener  and  leaders  are  now  not 
only  born  but  acquire  their  place  by  forceful 
methods. 

We  cannot  and  must  not  let  others  be  the 
leaders,  merely  because  they  have  more  force, 
and  we  must  all,  individually,  strive  to  attain 
and  hold  a dominant  place  in  our  community 
life.  Let  us  be  better  citizens,  fulfill  our  mis- 
sion as  true  physicians  to  our  community. 

— Evans. 

THE  BASIC  SCIENCE  BOARD  AND  THE 
IRREGULARS 

As  had  been  anticipated  for  some  time,  the 
state  legislatures  are  about  to  meet  again,  and 
they  represent  many  different  kinds  of  people, 
notably  the  medical  profession  who  number 
about  3,000  in  Minnesota  in  round  numbers. 
The  osteopaths  and  chiropractors  in  the  state 
number  300  to  400,  and  the  naturopaths  ap- 
proximately 200. 

Of  necessity  the  medical  profession  will  have 
to  watch  the  kind  of  bills  that  are  introduced 
against  the  medical  man.  It  seems  to  the  edi- 
tor rather  strange  that  most  people  who  have 
any  feeling  of  opposition  toward  the  medical 
man  are  usually  pretty  well,  but  when  they  are 
sick  they  want  a doctor.  Why  is  that?  Be- 
cause they  have  some  real  faith  in  medicine  or 
medical  doctors,  while  a number  of  people 
have  extreme  faith  in  the  irregulars,  those  who 
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are  not  permitted  to  practice  medicine  by  law. 
For  that  reason  it  seems  we  are  justified  in  up- 
holding work  of  the  Board  of  Medical  Examin- 
ers. Unless  there  is  some  opposition  vote  Dr. 
Comstock,  in  Minnesota,  should  be  re-elected 
president  of  the  board.  He  has  done  a very 
good  service,  a much  greater  service  than  he  is 
sometimes  given  credit  for  doing.  Between  him 
and  the  attorney  for  that  board  there  have  been 
many  people  hauled  up  for  practicing  without 
a license  and  the  state  has  been  well  rid  of  them 
as  a consecjuence. 

Any  number  of  cases  have  been  reported  that 
are  championed  by  the  chiropractors.  For  in- 
stance, one  chiropractor  was  treating  a case  of 
gonorrhea.  Of  course,  he  had  no  license  to  do 
this,  and  the  editor  is  wondering  how  gonorrhea 
could  be  treated  by  chiropractic.  An  infection, 
general  as  it  is,  is  not  a very  good  case  to  begin 
on.  As  a result  there  is  liable  to  be  more  trouble 
for  this  particular  chiropractor.  Nothing  can 
be  done  about  the  practicing  of  the  chiropractor 
because  he  is  licensed  by  his  own  board  to 
practice  chiropractic.  The  osteopath  is  more 
liberal  in  his  interpretation  of  sick  people,  and  he 
keeps  within  the  normal  limits  as  a rule. 

The  irregulars  who  have  no  license  or  ability 
to  practice  medicine  come  well  under  the  head 
of  the  untrained  people.  For  instance,  a woman 
in  Minnesota  was  treating  cases  of  cancer,  so 
called  by  her,  tuberculosis,  and  anv  number  of 
other  things  in  one  room  in  her  home,  where 
she  expected  to  be  free  from  any  interruption. 
Fortunately  the  attorney  for  the  board  discover- 
ed her  whereabouts  and  her  methods,  and  she 
was  arrested  and  he'd  to  account.  The  judge 
promptlv  fined  her  $25000  or  its  equivalent  of 
six  to  eight  months  in  jail.  She  pleaded  with  the 
judge  that  she  had  no  money,  and  he  told  her 
that  she  then  had  the  alternative,  and  she  raised 
the  money  of  course  and  paid  her  fine.  She 
moved  on  to  another  state  then  to  carry  on  her 
irregular  practices. 

There  are  a few  cases  that  should  be  more 
liberally  dealt  with.  We  have  in  mind  a medi- 
cal graduate  licensed  in  two  states,  but  he  has 
not  found  it  possible  to  get  a license  in  Minne- 
sota. Why?  Because  he  is  a very  good  surgeon. 
He  does  not  hesitate  to  operate  fin  people  with 
cancer  with  the  platinum  knife.  He  has  the 
courage  to  attack  a cancer  that  other  doctors 
would  not  attempt  to  operate,  thinking  it  inoper- 
able. The  editor  has  had  the  privilege  of  see- 
ing a number  of  patients  that  he  has  operated 
on,  as  he  has  been  called  in  to  see  cases  where 
licensed  surgeons  have  operated  jointly  with 


the  man  referred  to.  The  patients  are  really 
well  cared  for  in  every  way.  All  that  can  be 
gouged  out  with  a knife  is  taken  out,  and  he 
gets  all  the  diseased  tissue  out  and  prolongs  the 
life  of  the  patient  for  a few  years,  whereas  if 
they  are  left  alone  they  would  die  in  a very 
short  time.  One  case  is  that  of  a man  who  had 
a cancer  of  the  throat.  This  surgeon  was  ably 
assisted  by  a famous  surgeon  here  who  looked 
after  the  re-uniting  of  the  parts  in  the  throat, 
and  the  patient  has  recovered  with  very  little 
scar,  but  he  has  an  intubation  tube  and  is  now 
recovered  and  is  able  to  drink  water,  swallow 
solid  foods,  and  talks  so  that  he  can  make  him- 
self understood  without  any  marked  difficulty, 
because  he  has  learned  to  accommodate  himself 
to  the  altered  condition  in  the  thorax.  This 
illustrates  the  case  of  a skilled  surgeon  doing 
work  well  within  his  power  and  still  without  a 
license  in  this  state. 

There  is  some  apprehension  about  the  status 
of  the  holders  of  massage  certificates.  These 
people  must  be  known  as  masseuses  or  masseurs, 
and  they  are  not  permitted  to  practice  medicine. 
As  far  as  we  can  learn  very  few  attempt  any- 
thing but  massage. 

Dr.  H.  M.  Johnson,  who  has  been  watching 
the  legislative  activities  in  Minnesota  for  many 
years,  will  probably  be  on  deck  again,  and  he 
and  Dr.  Wright  and  Dr.  Chrlstison,  President  of 
the  Minnesota  State  Medical  Association,  will 
be  there  to  assist  him  in  anv  way  possible.  There 
are  many  legislators  entering  on  their  duties  for 
the  first  time,  and  these  new  men  require  much 
time.  The  men  who  are  working  in  behalf  of 
licensing  practitioners  and  putting  through  med- 
ical measures  should  be  supported  by  every  man 
in  the  medical  profession  in  every  state.  Per- 
haps we  are  just  going  through  an  era  of  change, 
and  some  day  our  troubles  will  be  adjusted. 


DR.  MARTIN  PHILLIP  RINDLAUB,  JR., 
1874—1928 

Dr.  Martin  Phillip  Rindlaub,  Jr.,  was  born 
on  November  6,  1874,  at  the  city  of  Platteville, 
Wis.,  and  died  December  2,  1928,  in  Minneapo- 
lis. 

He  was  the  son  of  Martin  Phillip  Rindlaub, 
Sr.,  who  still  resides  at  Platteville,  and  of  Kate 
S.  Rindlaub,  who  died  December  22,  1918. 

His  early  education  was  in  the  training  de- 
partment of  the  Platteville  State  Normal  School, 
later  finishing  the  four-year  course  in  that  insti- 
tution with  the  class  of  1891,  at  the  age  of  six- 
teen years. 
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During  the  school  years  of  1891-1892  and 
1892-1893  he  taught  a year  and  some  months 
in  the  Platteville  Public  Schools,  first  as  a teach- 
er in  the  grades  and  then  as  principal,  and  of 
these  school  days  former  students  and  fellow 
teachers  cherish  their  association  with  their 
inspirational  seventeen-year-old  schoolmaster. 

The  fall  of  1893,  found  him  at  the  Univer- 
sity of  Wisconsin,  majoring  in  literature,  the 
study  and  teaching  of  which  at  this  period  he 
had  fully  decided  to  make  his  life  work.  He 
was  graduated  from  the  University  of  Wisconsin 
in  1896,  with  the  degree  of  B.L. 

He  became  Professor  of  Latin  at  the  Platte- 
ville State  Normal  School,  in  September,  1896, 
which  position  he  held  for  four  years.  From 
July,  1900,  to  July,  1901,  he  was  abroad,  during 
which  time  he  did  research  work  at  the  univer- 
sities of  Berlin  and  Vienna. 

Persuaded  by  his  brother,  Dr.  John  H.  Rind- 
laub,  he  turned  his  attention  to  medicine,  and  in 
September,  1901,  he  entered  Johns  Hopkins 
University  and  was  graduated  in  1905,  with  the 
M.D.  degree. 

On  the  17th  day  of  October,  1905,  he  joined 
his  brother,  Dr.  John  H.  Rindlaub,  and  his  sis- 
ter, Dr.  Elizabeth  P.  Rind'aub,  in  the  practice 
of  medicine  under  the  firm  name  of  Rindlaub, 
Rindlaub,  and  Rindlaub,  at  Fargo,  N.  D.,  as  an 
eye,  nose,  and  throat  specialist. 

He  held  membership  in  the  Cass  County,  N. 
D.,  Medical  Society,  and  in  1911  was  secretary 
and  in  1912  was  president  of  that  organiza- 
tion. In  1925,  he  was  president  of  the  North 
Dakota  Academy  of  Ophthalmology  and  Oto- 
laryngology. He  was  also  a member  of  the 
Minnesota  Academy  of  Ophthalmology  and 
Otolaryngology,  a member  of  the  North  Dakota 
Medical  Association,  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
and  he  was  a Fellow  of  the  American  College 
of  Surgeons. 

He  was  also  nationally  known  in  college  fra- 
ternity circles  and  was  especially  prominent  in 
the  affairs  of  his  fraternity,  Sigma  Chi,  being 
praetor  of  the  Northwest  province.  Noteworthy 
was  his  interest  in  the  Sigma  Chi  Chapter  at 
the  North  Dakota  University,  and  of  which 
chapter  he  was  recognized  as  the  founder. 

He  enlisted  in  the  services  of  his  country 
July  10,  1918,  and  was  honorably  discharged  on 
June  13,  1919.  He  was  a member  of  the  Medi- 
cal Board  of  Review  at  Camp  Grant,  111. 

His  immediate  surviving  re’atives  are  his 
father,  Martin  P.  Rindlaub,  Sr.,  his  brother, 
Will  M.  Rindlaub,  his  sisters,  Mrs.  John  H. 


Robertson  and  Mrs.  Gertrude  R.  Morris,  of 
Platteville,  Wis.,  his  brother,  Dr.  John  H.  Rind- 
laub, of  Pasadena,  California,  and  his  sisters, 
Dr.  Elizabeth  P.  Rindlaub  and  Mrs.  John  D. 
Wooledge,  of  Fargo,  N.  D. 

W.  F.  Baillie,  M.D. 


DR.  EDGAR  REGINALD  BARTON, 
1872-1928 

Born  in  South  Bridgton,  Maine,  1872,  Dr. 
Barton  moved  to  Minneapolis  in  early  life,  his 
father  being  connected  with  the  Minneapolis 
Journal  for  many  years.  He  was  educated  in 
the  Minneapolis  Public  Schools.  His  medical 
education  was  begun  in  Hamline  University  and 
finished  in  the  University  of  Minnesota  Medical 
School,  from  which  he  graduated  in  1901.  Im- 
mediately after  graduation  he  married  Miss 
Mable  Parker,  of  Waseca,  Minnesota,  and 
moved  to  Frazee,  Minnesota. 

There  he  carried  on  an  extensive  and  suc- 
cessful practice  until  1917.  He  was  surgeon 
for  the  Nichols-Chisholm  Lumber  Company,  the 
Northern  Pacific  Railroad,  examined  for  many 
insurance  companies,  operated  a hospital,  and 
was  well  and  favorably  known  in  all  the  region 
adjacent  to  Frazee,  with  many  activities  of  medi- 
cal, social,  and  business  character. 

In  1917  he  answered  the  call  to  the  colors; 
enlisted  in  the  Medical  Corps  of  the  United 
States  Army,  sold  out  his  business  in  Frazee;  es- 
tablished his  wife  and  four  children  in  Minne- 
apolis, and  took  up  his  duties  at  Camp  Funston, 
later  being  transferred  to  Fort  Riley. 

Discharged  in  the  spring  of  1919,  he  engaged 
in  general  practice  in  Minneapolis,  being  phys- 
sician  for  the  Mazda  Lamp  Co.,  and  examin- 
ing for  several  insurance  companies.  In  1922 
infirmities  aggravated  by  his  military  service 
forced  his  retirement  from  practice. 

He  was  hospitalized  at  St.  Cloud  Veteran’s 
Hospital  in  March,  1925,  and  there  remained 
until  his  death,  December  7,  1928. 

Dr.  Barton  was  a man  of  charming  person- 
ality. a good  student,  and  an  excellent  practi- 
tioner. Modest  and  straightforward,  he  made 
many  friends  who  valued  him  for  his  keen  in- 
tellect, his  integrity,  and  his  interest  in  them. 

He  was  a member  of  the  Minneapolis  Ath- 
letic Club,  the  Psi  Upsilon  academic  fraternity, 
the  Masons,  the  Phi  Rho  Sigma  medical  fra- 
ternity, the  American  Medical  Association,  State 
Medical  Association,  and  the  Hennepin  County 
Society. 
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Dr.  Barton’s  life  was  eminently  one  of  hon- 
orable service  to  his  family,  his  profession,  and 
his  country,  and  his  death  resulted  from  dis- 
abilities received  in  the  line  of  duty. 

W.  B.  Roberts,  M.D. 


NEWS  ITEMS 


Dr.  J.  A.  Lierle  has  moved  from  Canova,  S.  D., 
to  Barry,  111. 

Dr.  A.  M.  Eckstein  has  moved  from  Comfrey. 
Minn.,  to  Mankato,  Minn. 

Dr.  C.  J.  Meredith  has  moved  from  Marion, 
N.  D.,  to  Valley  City,  N.  D. 

Dr.  R.  B.  Radi,  of  Dickinson,  N.  D.,  is  doing 
postgraduate  work  in  New  York  City. 

The  Langford  (N.  D.)  Hospital  building  has 
been  enlarged  by  the  addition  of  nine  rooms. 

Dr.  Gordan  C.  Edward  has  temporarily  taken 
over  the  practice  of  Dr.  D.  E.  Ryan  at  Hankin- 
son,  North  Dakota. 

The  Whetstone  District  Medical  Society  of 
South  Dakota  held  its  meeting  last  month  at 
Wilmot  as  the  guest  of  Dr.  H.  G.  Harris. 

The  Raiter  Hospital  of  Cloquet,  Minnesota, 
has  moved  into  new  quarters  which  are  much 
more  commodious  than  those  in  the  old  building. 

Dr.  T.  F.  Riggs,  of  Pierre,  South  Dakota,  was 
invited  last  month  to  give  an  address  over  the 
radio  at  Yankton  on  the  “Medical  Profession.” 

Dr.  H.  L.  Knight,  formerly  of  the  Eitel  Clinic, 
Minneapolis,  has  permanently  located  in  Long 
Reach,  California,  with  offices  at  4603  East 
Broadway  in  that  city. 

The  editor  of  The  Journal-Lancet,  Dr.  W. 
A.  Jones,  has  recovered  from  a long  illness  and 
has  reopened  his  hospital,  the  South  Side  Sani- 
tarium, under  new  management. 

Dr.  Geo.  A.  Sanchet,  formerly  of  New  Eng- 
land, North  Dakota,  will  open  an  office  in  Mo- 
bridge,  South  Dakota,  and  will  confine  his  prac- 
tice to  eye,  ear,  nose  and  throat  work. 

Dr.  L.  E.  Nelson,  of  Hendricks,  Minn.,  was 
killed  in  an  automobile  accident  last  month.  He 
was  aged  35,  and  was  a graduate  of  the  Medi- 
cal School  of  the  University  of  Minnesota,  class 
of  ’23. 

Medical  men  of  the  Northwest  are  again 
warned  that  one  Cyril  Von  Neuman,  claiming 
to  be  a physician,  is  passing  worthless  checks 
upon  physicians,  and  may  be  expected  in  this 
section  at  any  time. 
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After  a year  of  postgraduate  work,  Dr.  Syl- 
vester Murphy  has  returned  to  the  laboratories 
of  the  Murphy  Radium  Service  in  Minneapolis. 
He  will  limit  his  work  to  oral  surgery  and  jr-ray 
diagnosis  of  teeth,  sinus,  and  related  conditions. 

Not  a single  de^th  occurred  among  school 
children  in  St.  Paul  in  the  year  1928,  from  diph- 
theria. Of  the  three  deaths  from  this  disease  in 
that  city  in  the  year,  two  were  of  elderly  per- 
sons and  one  of  a child  two  years  old.  A 
splendid  record! 

The  Camp  Release  Medical  Society  of  Min- 
nesota elected  the  following  officers  at  its  an- 
nual meeting  held  in  Olivia  last  month : Presi- 
dent, Dr.  A.  A.  Passer,  Olivia ; vice-president, 
Dr.  M.  A.  Burns,  Milan ; secretary-treasurer, 
Dr.  L.  J.  Holmberg,  Canby. 

Dr.  Alfred  W.  Hyde,  of  Brookings,  South 
Dakota,  died  last  month  at  the  age  of  74.  Dr. 
Hyde  was  a pioneer  educator  and  physician  in 
South  Dakota,  was  prominent  in  social  and  med- 
ical affairs.  He  moved  to  Cambridge,  Ohio,  a 
number  of  years  ago,  where  he  died. 

Dr.  James  E.  Arnold  has  moved  from  Maple- 
ton,  Minn.,  to  Miles  City,  Mont.  Dr.  Arnold  is 
a Rush  graduate,  class  of  T7,  and  has  been  prac- 
ticing in  Minnesota  several  years.  He  now  re- 
turns to  his  home  city  and  state.  He  served  in 
the  World  War  at  Base  Hospital  118. 

The  physicians  of  Montana  are  determined 
to  defeat  anv  bill  introduced  in  the  legislature 
of  that  state  giving  osteopaths  the  right  to  ad- 
minister anesthetics  and  perform  minor  sur- 
gical operations  solely  on  the  ground  that  the 
osteopathic  schools  do  not  prepare  their  gradu- 
ates for  such  work. 

At  the  annual  meeting  of  the  Red  River  Med- 
ical Society,  held  last  month  at  Thief  River 
Falls,  Minn.,  the  following  were  elected  officers 
for  the  current  year:  President,  Dr.  H.  W. 
Froelich,  Thief  River  Falls;  vice-president,  Dr. 
A.  A.  Kahala,  Crookston ; secretary-treasurer, 
Dr.  A.  C.  Dean,  Crookston. 

Dr.  F.  M.  Smersh,  of  Owatonna,  Minn.,  died 
last  month  at  the  age  of  70.  Dr.  Smersh  was 
a pioneer  old-time  physician  and  a public- 
spirited  citizen  who  took  an  active  part  in  build- 
ing up  his  city  and  state.  He  was  a graduate 
of  Bennett  Medical  College,  class  of  ’88.  He 
conducted  a drug  store  and  took  an  active  part 
in  all  medical  society  meetings. 

In  addition  to  the  speakers,  named  in  our  last 
issue,  at  the  meeting  of  the  Sioux  Valley  Medi- 
cal Association  next  week,  Dr.  William  Jepson, 
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of  Sioux  City,  Iowa,  will  act  as  toast  master 
at  the  banquet,  and  Dr.  H.  Winnett  Orr,  of 
Lincoln,  Neb.,  will  present  an  orthopedic  clinic 
in  the  forenoon  and  speak  on  infected  fractures 
in  the  afternoon  of  the  second  day. 

At  its  annual  meeting  of  the  North  Dakota 
Tuberculosis  Association,  held  in  Bismarck,  N. 
D.,  on  January  5,  the  following  officers  were 
elected : President,  Dr.  Fannie  D.  Ouain,  Bis- 
marck ; vice-president,  Dr.  B.  K.  Kilboume, 
Fargo ; recording  secretary,  Winnie  J.  Nielson, 
Valley  City;  treasurer,  Dr.  R.  S.  Towne,  Bis- 
marck. Gov. -elect  Shafer  was  elected  a director 
of  the  Association. 

The  Hennepin  County  Medical  Society  has 
taken  a long-term  lease  of  the  19th  floor  of  the 
new  Medical  Arts  Building  at  Nicollet  Avenue 
and  Ninth  Street,  Minneapolis,  which  will  be 
ready  for  occupancy  about  July  1.  The  audi- 
torium, for  use  for  medical  and  dental  meetings, 
will  seat  nearly  600  people,  and  its  equipment 
for  such  meetings  will  be  complete.  The  build- 
ing will  be  occupied  exclusively  by  physicians 
and  dentists. 

Friends  in  the  Twin  Cities  have  been  informed 
by  cablegram  of  the  expected  arrival  in  Van- 
couver, B.  C.,  on  January  26,  1929,  of  Dr.  Bruce 
W.  Jarvis,  formerly  associated  with  Dr.  W.  A. 
Tones,  in  Minneapolis.  Dr.  Jarvis  has  been  in 
China  in  medical  missionary  work  for  the  past 
five  years.  It  is  expected  that  he  will  arrive 
in  Minneapolis  in  due  course,  and  make  known 
his  intentions  for  the  future  and  also  furnish  us 
with  an  article  on  medical  China. 

Sioux  Valley  Eye  and  Ear  Academy 

Annual  meeting,  Tuesday,  January  22,  1929 
Sioux  City,  Iowa 
Program 
10:30  a.  m. 

Dr.  L.  W.  Morsman,  Hibbing,  Minn. 

“Retrolental  Space.”  (Comparison  of  conditions 
seen  in  the  eye  by  older  methods  of  examination 
contrasted  with  what  might  be  seen  by  using  the 
slit-lamp).  Illustrated  by  lantern  slides. 

Clinical  Dry  Cases  and  general  discussion. 

12:30  p.  m. 

Luncheon 

At  Davidson  Tea  Room,  opposite  Martin  Hotel. 
The  local  members  invite  all  visiting  members  to 
this  luncheon  as  their  guests. 

Afterxoon  Session 
2:00  p.  m. 

Dr.  W.  V.  Mullin,  Cleveland  Clinic,  Cleveland, 
Ohio.  “Some  Case  Reviews  of  Laryngeal  Tumors.” 
Illustrated  with  lantern  slides. 

Dr.  C.  W.  Rutherford,  University  Hospital,  Iowa 
City.  “Unilateral  Congenital  Paralysis  of  the  Motor 


Oculi.”  Illustrated  with  lantern  slides. 

Dr.  D.  M.  Lierle,  University  Hospital,  Iowa  City, 
Iowa.  “Treatment  of  Asthma  in  Otolaryngology.” 
Banquet 
Martin  Hotel 
Ball  Room,  7:00  p.  m. 

The  Banquet  will  be  held  in  conjunction  with  the 
Sioux  Valley  Medical  Association,  which  meets  same 
date  and  place. 


Work  Wanted  by  Young  Woman 

With  doctor,  clinic,  or  hospital.  Have  had  two 
years’  training  in  laboratory,  x-ray,  and  physiother- 
apy. Basal  metabolism,  histories  and  general  cleri- 
cal duties.  Address  553,  care  of  this  office. 

Assistant  Wanted 

To  begin  work  as  soon  as  possible  by  a general 
practitioner,  owner,  and  manager  of  a private  hos- 
pital in  a Minnesota  County-seat  town  of  4,500. 
Good  railroad  facilities.  Must  be  able  to  do  some 
surgery.  Address  555,  care  of  this  office. 

Location  Wanted 

Wanted  a location  without  competition,  by  a 
German-speaking  physician,  at  present  in  practice 
in  South  Dakota.  Will  consider  South  Dakota'  and 
North  Dakota  locations  only.  Address  556,  care  of 
this  office. 

For  Sale 

New,  latest,  Model  V,  Fischer  diathermy  machine 
with  accessories  for  all  work.  This  is  not  a portable. 
It  is  new  and  has  never  been  used.  A bargain  as 
I have  retired  from  the  practice  of  medicine.  Ad- 
dress Dr.  Frank  C.  Titzell,  Iowa  City,  Iowa. 

Position  Wanted 

A registered  X-ray  technician,  experienced  in  clini- 
cal laboratory,  physiotherapy,  and  metabolisms,  also 
experienced  bookkeeper  and  typist,  desires  position 
in  doctor’s  office  or  clinic.  Thoroughly  competent. 
References  furnished.  Address  557,  care  of  this 
office. 

Locum  Tenens  Wanted 

I want  a physician  to  take  charge  of  my  practice 
in  a good  North  Dakota  village  for  a month  or  two. 
One  who  can  do  surgery  is  desired.  Address  558, 
care  of  this  office. 

Practice  for  Sale  in  South  Dakota 

Investment  not  over  $300.00;  business  of  $6,000; 
collections  80  per  cent  in  1928.  Communicate  at 
once  with  Dr.  W.  W.  Yaeger,  Revillo,  South  Dakota. 

Assistant  Wanted 

A Minneapolis  surgeon  who  limits  his  practice  to 
one  of  the  special  branches  of  surgery  desires  a 
Protestant  assistant  for  permanent  association.  Must 
be  under  38  years  old  (no  cigarette  smoker).  Knowl- 
edge of  German  language  preferable.  I am  willing 
to  teach  small  town  or  country  doctor  who  wishes 
to  specialize.  He  must  be  a student  and  worker. 
Give  personal  description  of  yourself  when  answer- 
ing this  ad,  stating  salary  wanted  for  first  three  years 
while  learning  the  work.  Address  560,  care  of  this 
office. 
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Chairman  Allen:  Our  next  speaker  is  a very  fa- 
1 mous  man  in  his  line.  Dr.  Dodson  was  for  many 
| years  Dean  of  Rush  Medical  College,  and  he  prob- 
ably  has  met  in  his  day  many  of  the  graduates  of 
Rush  Medical  School,  especially  out  here  in  the 
Elack  Hills.  As  I was  sitting  beside  him  this  even- 
ing in  my  auto,  I was  counting  up  in  my  mind  the 
number  of  Rush  medical  graduates  that  belong  to 
the  Black  Hills  Medical  Society,  and  I thought  of 
nine  altogether,  which  is  a pretty  fair  estimate  of 
the  proportion  of  graduates  of  Rush  Medical  Col- 
lege that  he  would  find  all  over  the  West. 

Dr.  Dodson  is  now  with  the  American  Medical 
Association,  and  is  Director  of  the  Bureau  of  Health 
and  Public  Instruction,  but  he  carries  over  from  his 
experience  in  Rush  Medical  College  the  love  and 
admiration  of  countless  numbers  of  graduates.  I 
have  great  pleasure,  therefore,  in  asking  him  to  ad- 
dress a few  words  to  you.  (Applause). 

Dr.  John  M.  Dodson  : Mr.  Chairman,  Mr. 
President,  Members  of  the  South  Dakota  Medi- 
cal Association,  Ladies  and  Gentlemen : 

I feel  that  my  first  duty  is  to  express  the  re- 
grets of  my  colleague,  Dr.  Woodward,  of  the 
American  Medical  Association,  whose  name  ap- 
peared on  the  printed  program,  because  of  his 
inability  to  be  here.  He  recently  had  to  attend 
a legal  meeting,  a convention  of  the  American 
Bar  Association  at  Seattle,  and  on  returning 
found  other  duties  so  pressing  that  he  was  un- 
able to  come  to  this  meeting. 

The  General  Manager,  Dr.  West,  called  up 
my  office  and  said  he  thought  I had  better  come 

•Presented  before  the  Forty-seventh  Annual  Meeting  of 
the  South  Dakota  State  Medical  Association,  held  at  Hot 
Springs,  S.  D.,  August  7-8,  1928. 


out  here.  I reminded  him  that  I attended  a 
meeting  of  this  Association  a year  ago,  but  he 
insisted  and  I said,  “All  right ! I am  a good 
soldier.  I will  go  where  I am  sent,  but  you 
certainly  ought  not  to  ask  me  to  go  without  no- 
tifying the  Association  and  reminding  them  of 
the  fact  that  I was  there  a year  ago.  Maybe  they 
have  forgotten  it.” 

The  response  of  your  secretary  was  so  kind 
and  courteous  that  there  was  nothing  left  for 
me  to  do  but  to  come,  so  here  I am. 

I hope  I shall  not  repeat  too  many  of  the  things 
said  a year  ago.  Happily  the  lay  audience  is  a 
different  one,  so  I am  not  in  much  danger  there. 

I was  willing  to  come  because  I am  not  so 
chary  of  words  as  the  Scotchman  was  of  money. 
I heard  a new  one  the  other  day.  On  a trip 
of  the  Leviathan  recently  it  was  noised  about 
among  the  cabin  passengers  that  twins  had  been 
born  to  a woman  in  the  steerage.  She  was  not 
very  well-to-do.  They  took  up  a collection, 
which  was  handed  to  the  captain,  and  he  re- 
ported at  the  next  meal  that  he  had  given  the 
money  to  the  woman,  and  she  was  extremely 
grateful,  but,  he  said,  there  was  one  curious 
thing  about  it,  the  contributions  amounted  to 
367  dollars  and  three  cents.  He  suspected  there 
was  a Scotchman  aboard.  A man  in  the  corner 
arose  and  said,  “You  are  mistaken,  captain,  there 
are  three  of  us.”  (Laughter). 

The  Colonel’s  religious  story  reminded  me  of 
one  that  has  no  particular  hearing  on  what  I 
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am  going  to  talk  about,  but  it  is  a good  story 
for  a hot  evening.  The  Hyde  Park  Baptist 
Church  in  Chicago  is  presided  over  by  the  Rev- 
erend Charles  Gilkey.  I notice,  by  the  way, 
that  he  delivered  the  sermon  at  Stanford  Uni- 
versity the  other  day  when  Mr.  Hoover  spoke. 
He  is  a very  delightful  man.  Returning  home 
from  the  sermon  a few  weeks  ago  his  son,  a 
lad  of  seven  or  eight,  said  to  him:  “Father,  did 
you  say  in  your  sermon  that  Jesus  was  a Jew?” 
“Yes,  I did.” 

“Well,  is  he?” 

“Why,  yes,  didn’t  you  know  that?” 

“No,  father,  I never  knew  that  Jesus  was  a 
Jew.  Of  course  I know  God  was  a Baptist,  but 
I didn’t  know  that  Jesus  was  a Jew.”  (Laughter). 

It  was  rather  short  notice  to  prepare  a talk 
or  an  address  for  so  distinguished  a group  of  men 
as  I met  here  last  year  and  who  are  here  this 
evening,  and  in  casting  about  for  a topic  it  oc- 
curred to  me  that  a brief  survey  that  I had  been 
making  of  the  questions  submitted  to  Hygeia, 
might  not  be  an  uninteresting  theme  and  would 
furnish  a number  of  texts  for  comments  con- 
cerning what  I think  is  just  now  important  in 
the  medical  world,  namely,  the  teaching  of  pre- 
ventive medicine,  the  advice  about  preventive 
versus  curative  medicine. 

Hygeia  is  the  health  magazine  published  by 
the  American  Medical  Association.  It  was  es- 
tablished five  years  ago,  and  very  appropriately 
it  was  decided  to  have  some  pages  devoted  to 
questions  from  subscribers  and  others,  these  to 
be  answered  by  recognized  authorities  in  each 
of  the  several  fields  of  medicine.  That,  of 
course,  is  the  one  advantage  that  this  magazine 
enjoys, — that  it  can  command  the  helpful  service 
of  the  leading  medical  men  throughout  the 
United  States.  I want  here  to  pay  tribute  to 
the  men  who  have  so  generously  helped  in  this 
matter  and  have  provided  such  splendid  replies 
to  questions  submitted. 

The  column  was  established,  and  it  grew 
rapidly,  so  that  up  to  the  present  time  there 
have  been  received  somewhere  in  the  neighbor- 
hood of  10,000  or  12,000  questions.  Those  that 
seem  of  most  general  interest  are  printed  in  the 
pages  of  the  magazine.  We  have  printed  alto- 
gether about  1.200.  about  10  per  cent  of  those 
that  have  been  submitted. 

In  going  over  these,  which  I think  represent 
a fair  cross  section  of  the  questions  submitted, 
one  arrives  at  some  interesting  results.  Indeed, 
one  of  the  best  ways  to  determine  what  indi- 
viduals are  thinking  about  and  how  extensively 
they  are  thinking,  is  to  let  them  ask  questions. 


Among  the  medical  customs  in  vogue  in  my 
day  as  a student,  was  the  question  box.  Of 
course,  there  was  the  quiz,  in  which  the  profes- 
sor asked  the  students  questions  about  what  he 
had  been  lecturing  on  or  what  they  had  been 
reading.  That  was  a mere  test  of  memory,  but 
another  plan  was  for  the  students  to  submit 
questions  in  notes  which  were  passed  down 
from  any  of  the  300  or  400  men  in  the  amphi- 
theater and  placed  on  a desk  in  front  of  the 
teacher.  When  he  tired  of  talking  and  the  stu- 
dents were  a little  tired  of  hearing  him,  it  was 
a welcome  relief  to  have  him  open  these  ques- 
tions and  reply  to  them.  The  rest  he  took  away 
with  him.  Some  of  the  questions  were  a bit 
facetious.  We  had  a distinguished  professor  of 
surgery  who  used  to  wear  his  hair  in  rather 
large  ringlets,  and  one  of  the  favorite  questions 
was,  “Does  your  hair  curl  naturally?” 

He  was  a distinguished  looking  man,  espe- 
cially on  horseback.  He  had  a beautiful  single- 
footer on  which  he  used  to  ride  from  his  home 
on  the  south  side  of  Chicago.  One  of  the  ques- 
tions was,  “How  much  did  your  single-footer 
cost?” 

However,  these  were  only  incidentals.  Most 
of  the  questions  were  serious,  and  they  con- 
veyed to  the  teacher  at  once  a very  definite  idea 
of  whether  what  he  was  trying  to  put  across  was 
getting  over  to  these  students,  whether  they  were 
getting  the  right  notion,  whether  they  were 
thinking  about  the  subjects  of  the  lectures  which 
he  was  giving  in  a sensible  or  in  an  understand- 
ing way. 

In  very  much  the  same  way  one  can  gather 
from  the  questions  submitted  by  the  public  to  a 
magazine  like  Hygeia,  what  they  are  thinking 
about,  what  is  in  the  public  mind  with  reference 
to  health  and  disease.  So  the  analysis  of  these 
answers  has  been  to  me  of  great  interest,  and 
I think  it  may  be  to  you. 

Of  the  something  like  1,200  questions  that 
were  analyzed,  the  majority  had  to  do  with  per- 
sonal appearance,  personal  beauty : the  skin,  its 
diseases  and  conditions,  cosmetics,  hair — super- 
fluous hair,  falling  hair,  gray  hair;  obesity,  or 
overweight.  Taking  those  altogether,  they  made 
up  something  like  11  per  cent  of  all  the  questions 
submitted. 

One  must  not  conclude  from  this  that  the 
public  is  very  vain,  for  it  is  not  vanity  alone 
that  prompts  these  questions  by  any  means.  In 
this  modern  day  it  is  essential  for  many  persons 
to  have  a comely  personal  appearance  in  ordei' 
to  keep  their  jobs.  The  woman  who  finds  her 
hair  graying  early  in  life  is  concerned,  not  mere- 
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ly  because  of  its  appearance  to  her,  but  because 
she  knows  that  if  heij  hair  does  give  her  the  ap- 
pearance of  age,  she  is  likely  to  lose  her  position 
and  find  great  difficulty  in  getting  another. 

The  same  is  true  of  superfluous  hairs,  which 
are  oftentimes  a marked  disfigurement. 

To  be  sure,  a good  many  of  the  questions  are 
from  people  who  might  better  not  worry  about 
their  particular  condition,  but  some  of  them 
are  serious,  and  in  a great  many  of  these  par- 
ticular instances  it  is  found  that  the  inquiries 
are  about  advertised  remedies  for  these  things. 
Ts  this  or  that  hair  dye  safe  and  satisfactory? 
Is  this  or  that  cosmetic,  face  powder,  face  bleach, 
or  whatever  it  may  be,  reliable  and  trustworthy? 

In  this  connection  I want  to  call  your  atten- 
tion to  a few  of  the  posters  which  you  will  find 
just  outside  the  door,  and  pamphlets  which  ac- 
company them,  in  which  you  will  see  discussed 
these  advertised  proprietary  preparations  and  the 
truth  about  them. 

One  of  the  most  beneficent  things, — one  of 
the  most  important  things, — that  the  American 
Medical  Association]  has  accomplished  for  the 
profession,  and  especially  for  the  public,  is  the 
investigation  which  it  has  been  making  of  these 
advertised  nostrums  over  a period  of  nearly 
twenty-five  years.  Dr.  Cramp,  the  director  of 
the  Bureau  of  Investigation,  has  the  most  amaz- 
ing fund  of  information  about  patent  medicines 
of  all  sorts,  and  about  quacks  of  all  kinds.  He 
has  one  particular  pamphlet  dealing  with  Cos- 
metic Nostrums,  which  has  the  most  complete  in- 
formation to  be  found  anywhere  in  the  world. 

Whom  is  that  designed  to  benefit?  Not  the 
medical  profession.  For  years  this  information 
has  appeared  in  the  columns  of  The  Journal  of 
the  American  Medical  Association  that  goes  to 
doctors,  but  that  is  not  where  it  reaches  the  sort 
of  people  whom  it  is  designed  to  benefit.  Hygeia 
offered  this  outlet,  and  the  articles  which  have 
been  printed  in  Hygeia  and  the  questions  which 
have  been  answered,  have  reached  the  kind  of 
people  that  they  ought  to  reach. 

You  medical  gentlemen  could  bring  about  a 
very  much  wider  dissemination  of  this  informa- 
tion if  you  would.  That  is  why  I brought  along, 
and  have  displayed  in  the  hall  outside,  some  of 
Dr.  Cramp’s  posters  and  also  some  sample  copies 
of  his  pamphlets.  If  you  would  see  that  those 
get  into  the  hands  of  people  who  are  misled  into 
believing  in  and  buying  that  sort  of  stuff,  I think 
you  would  materially  help  the  situation.  The 
propaganda  campaign  which  has  been  conducted 
these  many  years  has  had  some  effect  on  the  sale 
of  patent  medicines,  but  it  is  estimated  that  well 


over  a billion  dollars  is  expended  every  year  on 
that  sort  of  foolishness.  You  are  the  ones  who 
can  correct  that  by  disseminating  the  right  in- 
formation. 

Next  to  the  skin  and  the  hair  and  their  dis- 
eases, the  largest  number  of  questions  was  asked 
about  disturbances  of  the  digestive  tract, — indi- 
gestion, biliousness,  gas  on  the  stomach,  a fan- 
cied misplacement  of  the  stomach,  so-called 
ptosis,  and  questions  of  that  sort.  Some  of  them 
are  amusing.  Most  of  them  are  simply  descrip- 
tions of  symptoms,  seeking  relief,  and  the  only 
answer  which  can  be  made,  as  a rule,  is  to  say 
to  the  individual  that  it  is  quite  impossible  to 
make  a diagnosis  from  a mere  description  of 
symptoms,  that  the  only  way  that  can  be  done 
is  by  careful  personal  examination,  and  therefore, 
the  individual  is  advised  to  consult  a competent 
doctor  and  have  herself  or  himself  thoroughly 
examined  in  order  to  discover  what  is  the  trouble. 

We  are  aware  that  that  seems  very  unsatisfac- 
tory to  some  of  these  inquirers,  but  a little  con- 
sideration will  show  that  it  is  the  only  sensible 
thing  to  do.  We  print  at  the  bottom  of  the  let- 
terheads on  which  these  questions  are  answered, 
this  note:  “Prescribing  by  mail.  There  is  a 
widespread  impression  that  medical  treatment 
can  be  prescribed  by  mail  on  the  basis  of  the 
description  of  symptoms  and  signs  by  the  pa- 
tient. It  is  not  possible  to  do  this  satisfactorily. 
Symptoms  do  not  make  a diagnosis.  Oftentimes 
what  appears  to  the  non-medical  person  to  be 
the  same  symptoms  and  signs  in  two  individuals 
may  be  due  to  quite  different  causes.  Moreover, 
the  wise  physician  does  not  prescribe  for  the 
disease : he  treats  the  person  afflicted  with  what 
is  best  for  that  person  at  that  time.  This  can  be 
determined  in  each  instance  only  be  a thorough 
knowledge  of  the  previous  history  and  of  the 
symptoms  and  physical  signs  present  in  the  pa- 
tient. Even  in  the  very  few  instances  for  which 
specific  remedies  are  known,  such  as  quinine  for 
malaria,  and  arsenical  and  mercurial  compounds 
for  syphilis,  the  dose  and  frequency  and  meth- 
ods of  administration  must  be  determined  for 
each  separate  patient.” 

That  satisfies  individuals  that  what  they  are 
seeking,  namely,  specific  advice  about  that  par- 
ticular thing,  it  is  not  possible  to  give. 

I ought  to  say,  of  course,  that  the  classifica- 
tion which  I am  following  here  is  more  or  less 
arbitrary.  It  is  very  difficult  oftentimes  in  the 
case  of  a particular  question  to  put  it  under  any 
particular  head,  but  it  will  serve  our  purpose. 

Most  of  these  questions  have  to  do  with  per- 
sonal welfare,  personal  hygiene.  Few  people  as 
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yet  are  thinking  in  terms  of  community  or  social 
welfare,  community  hygiene,  so  to  speak.  That 
is  the  reason  it  is  so  difficult  in  most  places  to 
get  an  interest  aroused  in  public  health  and  to 
secure  measures  to  support  the  necessary  officials 
and  to  set  up  an  effective  health  department. 

I spoke  of  the  propaganda  which  Dr.  Cramp 
has  conducted,  calling  attention  to  the  falsity 
of  the  claims  made  by  most  patent  medi- 
cines. That  is  what  we  call  a negative  propa- 
ganda,— not  to  do  this  or  that,  not  to  use  such 
and  such  measures.  We  regret  very  much  that 
it  is  not  possible  to  substitute  for  this  in  a 
larger  measure  positive  propaganda.  If  we 
could  only  have  a list  of  things  that  people  could 
be  advised  to  use,  we  should  make  much  better 
progress  in  divorcing  people  from  this  tendency 
to  indulge  in  things  that  are  advertised.  It  is  a 
curious  attitude  of  the  American  public  mind. 
You  can  sell  anything  if  you  advertise  it  long 
enough  and  vigorously  enough. 

Dietetics  is  associated  with  indigestion,  and 
a great  many  of  the  questions  have  to  do  with 
food  and  nutrition.  What  are  the  best  articles 
of  diet  for  Bright’s  disease?  For  pernicious 
anemia?  For  diseases  of  the  liver?  For  what- 
ever happens  to  be  uppermost  in  the  public  mind 
at  that  time?  Happily,  many  of  these  can  be 
answered,  though  as  a rule  one  has  to  say  to  these 
people:  “You  must  be  sure  that  you  have  this 
particular  thing  before  you  undertake  to  adopt 
a diet  for  it.” 

Acid  stomach  is  another  frequent  complaint. 
Many  inquiries  are  received  about  it. 

Constipation  is  an  obsession  with  vast  num- 
bers of  people.  The  fact  of  the  matter  is  that 
while,  of  course,  regular  bowel  movement  is 
advantageous  and  with  most  people  one  daily 
movement  is  desirable,  there  are  some  people 
who  go  two  or  three  and  even  four  days  with- 
out a movement  without  any  harm  coming  to 
them  at  all.  This  notion  that  has  become  so  very 
general  that  so-called  auto-intoxication  follows 
a slight  degree  of  constipation  has  been  shown 
to  be  quite  erroneous.  There  is  danger  of  over- 
zeal in  relieving  so-called  constipation  and  the 
supposed  auto-intoxication. 

There  are  very  few  people,  indeed,  who  by 
the  establishment  of  a regular  habit  of  going 
to  the  toilet,  a reasonable  diet,  with  enough  so- 
called  roughage,  a reasonable  amount  of  exer- 
cise of  the  right  sort,  and  free  use  of  water,  can- 
not overcome  any  tendency  to  constipation  with- 
out the  use  of  drugs.  The  minute  one  begins 
the  use  of  drugs  for  that  particular  purpose,  I 
mean  as  a regular,  continual  procedure,  that 


minute  he  is  laying  up  trouble  for  himself,  as 
a rule. 

That  is  one  of  the  commonest  of  the  questions. 

Not  often  are  nausea  and  vomiting  inquired 
about  in  the  questions,  because  as  a rule  they 
are  evidence  of  a more  serious  trouble,  which 
leads  the  would-be  inquirer  to  go  to  the  phy- 
sician. 

Next,  perhaps,  in  frequency  were  the  sex 
questions.  There,  I feel,  is  something  which 
is  of  very  great  importance.  The  number  of 
people  who  go  through  life  with  inadequate  or 
wrong  knowledge  about  this  important  phase 
of  life  is  amazing,  and  unless  the  medical  pro- 
fession turns  about  and  begins  to  be  the  ad- 
visers of  people  in  regard  to  matters  of  this 
sort,  we  shall  never  improve  the  present  situa- 
tion. 

It  is  very  common  for  a father  or  mother  to 
ask  for  information  as  to  how  to  bring  these 
things  to  the  attention  of  a son  or  a daughter. 
Books  have  been  published,  of  course,  for  that 
purpose.  Some  of  them  are  pretty  good,  But, 
after  all,  there  is  nothing  in  the  world  that  will 
take  the  place  in  this  matter  of  the  immediate 
personal  talk  by  the  father  or  mother  with  the 
boy  or  girl,  and  if  the  parent  feels  unable  to 
undertake  this,  the  proper  course  is  to  take  the 
boy  or  girl  to  the  doctor  and  to  have  him,  in 
the  presence  of  the  parent,  give  the  necessary 
information  to  set  the  child  right. 

It  was  possible,  in  the  early  days,  when  life 
was  simpler  and  the  communities  in  which  the 
farm  people  lived  were  smaller,  to  prevent 
knowledge  of  these  matters  .coming  to  the  ear 
of  the  child  until  he  had  attained  to  a consider- 
able number  of  years.  That  is  no  longer  pos- 
sible. In  a town  of  any*  size  where  children 
mingle  with  others,  this  information  is  bound 
to  reach  them,  and  reach  them  very  early,  and 
we  are  faced  with  the  choice,  not  of  giving  the 
child  some  information  or  none  at  all,  but  as 
to  whether  or  not  he  shall  have  the  right  in- 
formation or  vulgar,  degrading,  misinformation. 

There  is  a good  deal  of  feeling  among  the 
people  that  school  teachers  ought  to  undertake 
this  (teaching  about  the  hygiene  of  sex).  I am 
not  disposed  to  agree  with  that  except  under 
very  unusual  circumstances.  It  is  a parent’s 
task,  a parent’s  responsibility,  which  cannot,  in 
my  judgment,  be  safely  laid  on  the  shoulders  of 
any  one  else.  It  ought  always  to  be  done,  I 
think,  by  the  parent  to  the  single  child,  never 
to  a group,  and  here  is  where  the  physician  can 
be  of  very  great  help  because  he  has  the  knowl- 
edge. He  can  impart  that  knowledge  to  the 
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parent  and  tell  her  how  to  use  it  in  the  instruc- 
tion of  her  children. 

We  have  helped  many  parents  by  directing 
them  to  proper  books  where  information  of  this 
sort,  thoroughly  scientific  and  written  in  a dig- 
nified and  proper  way,  can  be  had. 

Infection  and  immunity,  including  the  gen- 
eral subject  of  antisepsis  were  the  topics  of  about 
six  per  cent  of  the  questions.  When  people 
read  so  much  of  these  things  they  are  anxious 
to  know  about  them.  We  are  very  fortunately 
situated  in  Chicago.  Of  course,  we  do  not  limit 
our  requests  to  Chicago  physicians,  but  we  hap- 
pen to  have  in  Chicago  a number  of  investi- 
gators who  have  been  contributing  very  impor- 
tant things  to  our  knowledge  of  these  subjects, 
and  their  answers  can  therefore  be  relied  upon. 

For  example,  such  questions  as  these  come 
frequently : How  long  should  a child  who  has 
had  the  scarlet  fever  be  quarantined?  How 
long  should  a child  who  has  had  measles 
be  quarantined?  When  should  a child  be  pro- 
tected against  diphtheria  bv  toxin-antitoxin? 
What  are  the  dangers  of  inoculation  of  toxin- 
antitoxin  or  of  vaccination  for  small-pox? 
Should  every  child  be  protected  against  scarlet 
fever  by  the  new  Dick  antitoxin? 

The  question  and  answer  box  is  not  without 
its  amusing  features.  I thought  you  might  be 
interested  in  this  inquiry  from  an  anxious  mother 
addressed  to  Hygeia. 

“Dear  Doctor : Please  be  so  kind  and  answer 
the  following  questions  by  return  mail  and  as 
soon  as  possible,  stamped  addressed  envelope 
enclosed,  and  I do  not  wish  to  have  it  published 
in  the  magazine. 

“My  daughter  had  tubercular  peritonitis  for 
about  two  years.  Her  side  was  draining  much 
matter  or  tuberculous  virus.  This  being  con- 
tagious, I tried  to  keep  things  as  sanitary  as 
possible.  Now  she  is  well  again,  having  com- 
pletely recovered. 

“In  front  of  her  bed  I placed  a small  rug, 
and  to  be  on  the  safe  side  I burned  it,  as  the 
patient  would  help  herself  sometimes  and  ac- 
cidentally some  infection  might  have  dropped  on 
the  rug,  so  I put  a paper  around  the  rug  and 
put  it  in  the  heating  stove.  After  it  had  partly 
burned  I stirred  the  rug  to  burn  it  more  com- 
pletely. Another  woman  tells  me  that  with  this 
stirring  I had  caused  some  of  the  germs  to  go 
up  the  chimney,  to  settle  on  the  roof,  and  six 
hours  afterward  it  rained  a few  hours,  washing 
the  germs  in  my  cistern.  I did  notice  bits 
of  burned  paper  blow  around  in  the  stove  as 
I stirred  the  rug  around. 


“Please  be  so  kind  and  answer  if  there  is  any 
truth  in  this  woman’s  statement  as  I am  worried. 
Thanking  you.” 

Under  the  head  of  general  diseases,  colds  are 
commonly  inquired  about.  Colds  cause  more 
illness  than  any  other  two  diseases — not  more 
deaths,  but  more  illness  sufficient  to  keep  people 
away  from  work. 

Blood  and  blood  pressure,  especially  blood 
pressure,  have  been  subjects  of  very  wide-spread 
interest  in  the  last  few  years. 

Tuberculosis,  of  course,  brings  many  ques- 
tions. Kidney  and  heart  troubles,  diabetes, 
goiter,  cancer,  these  are  all  subjects  which  are 
much  in  the  public  mind  and  about  which  they 
seek  information. 

Diseases  of  the  special  senses,  blindness,  deaf- 
ness, partial  or  complete,  and  especially  infant 
and  child  welfare  are  common  questions.  Many 
mothers  seek  information  as  to  the  care  of  their 
children. 

It  is  very  evident  that  a great  many  physicians 
have  not  come  to  realize  that  it  is  the  business 
of  the  physician  who  is  in  charge  of  a family, 
especially  the  recently  confined  mother,  to  look 
after  that  family  and  especially  after  the  child 
during  the  first  year  of  its  life,  making  an  ex- 
amination of  the  child  at  least  once  a month. 
That  particular  plan  is  the  one  which  has  re- 
duced in  such  a marvelous  way  the  mortality 
of  infancy  in  this  country  in  the  last  twenty 
years. 

Just  recently  the  American  Child  Health  As- 
sociation has  published  a report  based  on  the 
government  reports,  in  part,  and  it  makes  clear 
that  last  year  (1927)  we  had  the  lowest  infant 
mortality  in  the  large  cities  of  this  country  that 
has  ever  been  known  here,  though  it  is  still  far 
too  high.  In  1900,  or  thereabouts,  about  170 
children  out  of  every  thousand  born  died  before 
they  reached  the  age  of  one  year.  This  last 
year  between  sixty-five  and  seventy  died  before 
they  reached  the  age  of  one  year.  In  the  city 
of  Seattle,  which  has  the  proud  honor  of  having 
led  all  of  the  large  cities  for  three  or  four  years 
in  low  rate  of  infant  mortality,  only  forty-four 
children  died  out  of  each  1,000  born. 

I want  to  call  your  attention  to  the  posters 
in  the  back  of  the  room.  We  have  recently  had 
made  for  the  bureau  of  which  I have  charge, 
ten  posters ; eight  of  them  are  here,  the  other 
two  have  not  yet  come  from  the  press.  They 
are  designed  to  be  used  in  dispensaries  and  hos- 
pitals, in  public  health  departments,  anywhere 
that  they  will  come  to  the  attention  of  mothers 
who  might  be  impressed  by  them,  with  the  im- 
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portance  of  the  proper  care  of,  first,  the  ex- 
pectant mother,  and  then  of  the  infant  during  its 
first  year. 

To  you  here  in  South  Dakota  I would  call 
especial  attention  to  the  first  one — birth  regis- 
tration. Your  state  is  one  of  six  or  seven  still 
remaining  outside  the  birth  registration  area. 
That  is  not  a creditable  place  to  be.  It  is  ex- 
tremely important  that  registration  of  vital  sta- 
tistics should  be  universal  and  should  be  thor- 
oughly followed  up,  for  the  only  basis  of  know- 
ing what  our  medical  or  health  measures  are  ac- 
complishing is  by  statistics  that  show  the  ratio 
of  infants  dying  to  that  of  the  births  registered. 
Death  registration  is  pretty  well  provided  for  by 
the  burial  laws.  No  person  can  be  buried  with- 
out a death  certificate  having  been  submitted, 
as  a rule,  through  the  undertaker.  Birth  cer- 
tificates are  much  more  generally  neglected. 

There  is  another  poster  that  I think  is  very 
much  worth  while  with  respect  to  the  expectant 
mother.  You  may  know  that  the  United  States 
is  still  the  lowest  in  the  list  of  all  civilized  coun- 
tries, except  one,  Chile,  that  is,  in  the  matter  of 
high  maternal  mortality  the  number  of  mothers 
who  die  through  the  accidents  of  pregnancy  and 
birth.  We  are  trying  to  improve  that  situation, 
but  the  only  way  in  the  world  it  can  ever  be  made 
right  is  by  mothers  becoming  familiar  and 
thoroughly  imbued  with  the  need  of  ex- 
aminations and  instruction  during  the  expectant 
period.  The  doctor  must  be  prepared  to  give 
such  advice  to  them.  In  portions  of  Australia 
and  others  of  the  Pacific  Island  group  where 
the  maternal  mortality  has  been  cut  to  a good 
deal  less  than  ours,  that  is  the  way  it  has  been 
done,  seeing  to  it  that  every  expectant  mother 
has  advice  from  her  early  pregnancy  until  the 
time  of  her  delivery,  and  then  given  advice  about 
her  baby. 

We  also  have  displayed  in  the  hall  a number 
of  pamphlets  on  infant  care.  Here  is  one  by 
the  late  Dr.  Holt,  “Your  Baby,  How  It  May 
be  Kept  Well.”  There  is  another,  “Mother’s 
Milk,”  and  so  on.  The  purpose  of  these  is  to 
help  makd  it  possible  for  us  to  put  into  the 
hands  of  physicians  to  present  to  their  patients, 
simple,  readily  understood  articles  on  infant  care 
and  maternal  care. 

You  can  secure  pamphlets  on  the  same  subject 
from  the  state  health  departments  and  from  the 
Children’s  Bureau  at  Washington,  but  we  feel 
it  to  be  legitimately  a part  of  the  duty  of  the 
American  Medical  Association  to  supply  its  own 
members  with  material  of  that  sort. 

Most  of  what  I have  said  is  in  the  direction 


of  the  prevention  of  disease  as  distinguished 
from  the  cure  of  disease.  I wonder  if  any  of 
you  doctors  have  ever  looked  over  your  records 
to  see  what  proportion  of  people  who  come  to 
your  office  and  whom  perhaps  you  see  in  their 
homes  really  are  not  sick  at  all,  that  is,  physi- 
cally sick.  I should  like  to  call  your  attention 
to  an  article  which  appeared  not  long  ago  by 
Dr.  Reginald  Fitz,  of  Boston,  in  the  Boston 
Medical-Surgical  Journal,  entitled  “Clinical  Ob- 
servations on  Well  Patients.”  Dr.  Fitz,  by  the 
way,  is  the  very  able  son  of  the  distinguished 
Dr.  Fitz  who  invented  appendicitis,  which  has 
saved  so  many  lives  and  put  so  many  millions 
of  dollars  in  the  surgeons’  pockets. 

Dr.  Fitz  analyzed  3,000  case  records  which 
were  taken  at  random  from  his  files,  to  see  how 
many  of  those  patients  were  really  anatomically 
sick,  so  to  speak,  that  is,  sick  in  such  a way  that 
you  could  actually  find  some  detectable  change. 
He  found  that  about  a third  of  those  patients 
who  sought  his  advice  had  nothing  the  matter 
with  them.  He  says,  truly  I think,  that  with 
our  modern  methods  of  diagnosis,  if  a real  thor- 
ough examination,  especially  if  it  be  repeated, 
fails  to  find  any  organic  trouble,  there  isn’t  any. 
It  is  seldom  that  such  an  examination  would 
miss  a real  organic  trouble. 

He  was  able  to  follow  150  of  these  300  cases 
for  a period  of  from  two  to  five  years,  as  I re- 
member it,  and  they  remained  well. 

Why  did  they  come  to  see  him?  Some  of 
them  thought  they  were  sick.  They  had  anxi- 
eties and  worries ; they  had  heard  somebody  de- 
scribe symptoms,  so  they  fancied  they  were  not 
well.  A very  considerable  number  came  because 
they  had  heard  it  was  a good  thing  to  be  ex- 
amined, and  they  wanted  a periodic  health  ex- 
amination. 

Most  of  us  physicians  have  been  so  busy  keep- 
ing pace  with  the  amazing  advance  in  diagnostic 
medicine  in  the  last  thirty  years  that  we  have 
almost  forgotten  the  human  side.  We  have  said 
to  most  of  those  patients  who  come  to  us,  “Why, 
there  is  nothing  the  matter  with  you.  What  did 
you  come  here  for?” 

That  is  not  what  these  clients  want.  Believe 
me,  as  was  said  on  the  platform  here  to-day, 
the  osteopath  never  does  it,  the  chiropractor 
never  does  it.  To  be  sure  he  does  something 
equally  bad,  even  worse,  for  he  grabs  hold  of 
that  patient  and  makes  him  think  he  is  a good 
deal  worse  than  he  is. 

The  point  I am  getting  at  is  that  the  individual 
wants  advice,  and  is  entitled  to  it.  He  wants 
it  from  a sane,  level  headed,  honest  physician, 
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ed |H  and  if  we  are  to  keep  our  place  in  the  hearts 
i of  the  people  that  the  family  doctor  of  the  olden 
ij  days  had  and  still  has,  we  must  do  it  by  meeting 
■ these  clients  as  they  want  us  to  meet  them,  with 
irH  sympathy,  with  common  sense,  with  judgment, 
and  examine  them  whether  they  need  it  or  not, 
ml  to  the  best  of  our  ability. 

I do  not  mean  by  that  spending  two  or  three 
days  on  the  job  and  charging  them  $100  or  more 
for  it.  The  campaign  for  periodic  health  ex- 
ej  animations  is  falling  down  in  some  places  just 
d ; because  some  of  the  medical  men  are  not  inter- 
ested in  a service  that  carries  with  it  a fee  of  less 
than  $25,  $50,  or  $100.  Of  course,  the  periodic 
health  examination  propaganda  will  never  go 
i over  on  any  such  basis  as  that.  Unless  examina- 
tions are  made  for  $5,  or  for  $10  at  the  very 
most,  they  will  never  become  popular.  A thor- 
oughly worth-while  examination  can  be  made 
for  $5  or  $10;  that  is,  a doctor  can  afford,  for 
such  a fee,  to  spend  the  amount  of  time  neces- 
sary,— forty  or  forty-five  minutes.  Such  a service 
will  do  more  to  get  the  good  will  of  the  people 
of  your  communities  and  make  them  realize  that 
you  are  trying  to  serve  them  in  the  right  way 
than  any  other  service  that  I know  of. 

I want  to  read  you  just  one  or  two  things  from 
what  Dr.  Fitz  has  written : 

“Practically  all  cases  in  this  group  were  work- 
ing folk,  leading  ordinary,  average  lives.  They 
reached  an  office  about  nine  in  the  morning  and 
worked  until  five  or  six  at  night.  They  took 
tea  or  coffee  three  times  a day.  Most  of  the 
men  used  tobacco  moderately  and  many  of  the 
younger  women  smoked  an  occasional  cigarette. 
They  ate  breakfast  and  dinner  at  home,  lunching 
down  town  at  the  various  restaurants.  They  usu- 
ally had  a balanced  ration  containing  eggs,  meat, 
fish,  potatoes,  green  vegetables,  fruit,  bread,  but- 
ter, milk,  and  cream  ; they  took  their  meals  fairly 
regularly  and  slowly.  Most  of  the  women  were 
more  or  less  constipated  requiring  a regular 
cathartic,  while  the  men  as  often  had  sex 
troubles.  Each  patient  got  a very  good  amount 
of  sleep.  Few  had  hobbies  in  the  way  of  recre- 
ation or  exercise.  Almost  any  one  who  con- 
sidered himself  ill  had  some  gnawing  form  of 
worry  to  contend  with.  There  seemed  no  gross 
defect  in  hygiene  beyond  discontent  and  worry. 
About  a third  of  the  patients  complained  of  in- 
digestion. Others  sought  medical  advice  because 
they  had  heard  of  the  importance  of  periodic 
health  examinations  and  wanted  to  be  checked 
up.  Some  thought  they  had  heart,  lung,  kidney 
or  nerve  trouble,  or  such  diseases  as  diabetes, 
cancer,  and  others  headaches,  backaches,  and  so 


on. 

“In  going  over  the  record  of  these  cases  one 
is  struck  by  the  constantly  changing  medical 
fashions  that  influence  the  patients  at  various 
times.  For  example,  tonsillectomy  at  present  is 
the  most  popular  operation.” 

It  seems  to  me  that  Dr.  Fitz  has  made  out  a 
rather  clear  case  for  the  well  patient.  Fie  wants 
help,  he  wants  advice;  he  is  entitled  to  it,  and 
it  is  our  business  to  give  it  to  him.  We  can 
do  more  good  in  the  next  decade  or  two  by  be- 
coming the  advisers  and  teachers  of  most  of 
these  people  than  we  can  by  merely  curing  their 
actual  pains  and  distresses.  Of  that  there  is  no 
question  in  my  mind. 

There  are  those  who  say  that  the  family  doc- 
tor is  passing,  if  he  is  not  already  gone.  Of 
course  they  ignore  the  investigations  of  the  medi- 
cal education  commission  who  find  that  the  vast 
majority  of  practitioners  are  still  doing  a general 
practice  of  medicine,  seeing  all  sorts  of  cases, 
though  naturally  they  refer  people  with  special 
ailments  to  men  who  are  better  prepared  than 
themselves  to  take  care  of  them.  The  family 
doctor  as  the  health  adviser  is  not  gone.  Special- 
ism is  not  going  to  replace  the  general  practice 
of  medicine  but  it  is  going  to  supplement  it. 

Specialism  has,  of  course,  added  immensely 
to  the  ability  of  the  medical  profession  to  help 
people  to  get  well  and  keep  well,  but  the  practice 
of  medicine  by  groups  is  an  utterly  inadequate, 
unsatisfactory  substitute  for  the  old  time  practice 
of  the  family  doctor.  If  the  group  is  not  going 
to  blunder  and  make  all  sorts  of  mistakes,  such 
as  groups  are  making  constantly,  it  must  have  a 
recognized,  capable  head  with  the  ability  to  re- 
view the  observations  made  by  the  various  speci- 
alists in  the  group  and  to  draw  reasonable  con- 
clusions from  them.  If  you  have  such  a man 
as  that,  he  is  a family  doctor,  that’s  all ; he  is  a 
general  practitioner,  and  it  will  save  a lot  of 
time  and  a lot  of  money  if  he  looks  the  patient 
over  first.  A great  many  of  the  observations 
which  have  been  made  under  this  form  of  prac- 
tice are  wholly  unnecessary,  and  that  is  one  of 
the  things  that  accounts  for  the  rapidly  rising 
cost  of  medical  service,  about  which  there  is  a 
tremendous  complaint  at  the  present  time  and 
which  is  growing  more  intense. 

We  must  adjust  ourselves  to  a new  order  of 
things  and  make  up  our  minds  that  a great  deal 
of  the  illness  which  made  up  the  work  of  the 
family  doctor  of  years  ago  is  disappearing  and 
is  going  to  disappear  more  and  more,  but  in  lieu 
of  it  he  is  going  to  find  such  an  opportunity  as 
was  never  known  before  to  become  the  health 
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adviser  and  to  keep  people  well.  They  will  gladly 
pay  him  well  for  it. 

I urge  that  in  every  way  we  develop  the  mat- 
ter of  advising  men  and  women  about  health. 
The  first  step  in  the  process  is  the  periodic  health 
examination,  whose  great  value  lies,  not  in  the 


fact  that  the  doctor  can  discover  certain  physical 
defects,  but  that  it  brings  into  contact  the  in- 
dividual who  needs  advice  and  is  seeking  it,  and 
the  doctor  who,  unless  the  client  came  for  that 
purpose,  would  not  get  contact  with  the  client  at 
all. 


« 

SYMPOSIUM  ON  CARDIAC  DISEASE* — In  Two  Parts,  Part  II 


THE  TREATMENT  OF  HEART  DISEASE 
By  S.  Marx  White,  M.D. 

Professor  of  Medicine,  University  of  Minnesota 
MINNEAPOLIS,  MINNESOTA 

This  paper  is  not  an  attempt  to  review  all  of 
the  methods  of  treatment,  with  or  without  drugs, 
which  have  been  or  now  are  in  use.  It  is  rather 
a brief  discussion  of  some  means  found  most 
effective  in  the  work  of  the  writer,  and  most 
applicable  in  general  practice. 

Modern  methods  of  the  study  of  the  heart 
and  circulation  have  increased  our  knowledge 
of  the  effects  of  remedial  measures  and  allowed 
the  elimination  of  many  formerly  in  vogue.  At 
the  same  time  the  accuracy  with  which  those  re- 
tained may  be  applied  has  greatly  improved,  and 
confidence  in  them  has  increased. 

Digitalis  was  once  used  more  widely  than  at 
present,  but  with  much  less  discrimination. 
Very  little  more  is  known  about  its  chemical 
composition  and  constituents  than  was  known 
twenty  years  ago,  but  biological  standardization 
has  given  to  such  preparations  a relatively  con- 
stant effectiveness,  and  standardized  products 
furnished  by  the  manufacturers  may  now  be  se- 
cured with  ease. 

Pharmalogical  assay  was  first  introduced 
into  pharmaceutical  practice  by  Houghton,  an 
American,  in  1896.1  The  frog  method2  and  the 
cat  method3give  preparations  that  are  in  general 
comparable.  Since  the  cat  method  uses  an  ani- 
mal biologically  more  nearly  related  to  man,  it 
is  favored,  and  appears  to  be  growing  in  use. 
Both  the  powdered  leaf  and  the  tincture  thus 
standardized  can  be  readily  obtained,  and  each 
physician  can  get  the  best  results  by  familiariz- 
ing himself  with  the  product  of  some  one  reliable 
producer.  The  infusion  deteriorates  more  read- 
ily and  is  not  necessary,  and  the  various  de- 
rivatives fall  into  disuse  as  one  learns  the  ef- 
fective employment  of  these  standardized  prep- 
arations. 

•Presented  at  the  Forty-first  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D.,  May  23  and  24,  1928. 


A so-called  tonic  effect  of  digitalis  on  the  dis- 
eased human  heart  remains  to  be  demonstrated 
by  graphic  methods.  That  some  effect  is  pro- 
duced on  the  ventricular  musculature  is  shown 
by  the  inversion  of  the  T wave  in  electrocardio- 
grams. In  normal  dogs,  an  increased  tonicity 
with  diminished  dilatation,  but  with  a diminished 
output,  has  been  shown.4 

In  man,  Cohn  and  Stewart5  describe  a direct 
action  in  therapeutic  doses,  with  increase  in 
amplitude  of  ventricular  excursion,  as  shown  by 
orthodiagrams.  They  interpret  their  results  as 
meaning  that  digitalis  affects  the  contractility, 
and  do  not  claim  to  have  demonstrated  an  in- 
crease in  cardiac  output  in  man. 

In  regularly  beating  hearts,  slowing  of  the 
rate  is  the  great  exception  in  therapeutic  doses, 
save  in  children,  where  the  greater  susceptibility 
of  the  vagus  may  be  adduced  as  an  explanation. 
In  children  and  in  a few  adults,  sinus  brady- 
cardia or  a sinus  arrhythmia  may  develop.  In 
the  presence  of  cardiac  edema,  the  regular  heart 
may  be  slowed  when  an  increased  urinary  out- 
put with  diminution  of  edema  occurs. 

That  digitalis  stimulates  the  vagus  center  is 
well  known,  as  is  the  fact  that  it  has  a direct 
depressant  action  on  the  conducting  tissues  be- 
tween auricle  and  ventricle.  Thus,  especially  in 
diseased  hearts,  the  auriculoventricular  conduc- 
tion time  may  be  slowed  without  changing  the 
rate,  or  partial  block  may  cause  a slowed,  irregu- 
lar, ventricular  action  through  dropped  beats. 
Still  greater  block  may  develop  with  a regular, 
idio-ventricular  rhythm  in  complete  dissociation, 
with  rates  of  30  to  36  per  minute. 

The  most  brilliant  and  desirable  effects  of 
digitalis  are  seen  in  the  total  irregularity*  and 
rapid  rate  due  to  auricular  fibrillation.  Here, 
in  the  great  majority  of  cases,  reduction  of  the 
ventricular  rate  to  any  desired  point  may  be  se- 
cured, although  the  total  irregularity  may,  and 
usually  does,  persist.  The  diuretic  effect  so  com- 
monly secured  in  patients  with  edema  in  this 
condition  is  believed  to  be  due  to  improved  cir- 
culation, brought  about  in  the  kidneys  and  in 
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the  tissues  generally,  rather  than  to  any  direct 
stimulating  effect  on  the  kidney  epithelium 
This  may  be  ascribed  to  the  resting  of  the  ven- 
tricles, due  to  slower  rate  and  abolition  of  tbe 
less  effective  contractions,  as  well  as  to  improved 
balance  and  tone. 

Digitalis  does  not  seem  to  bring  about  the 
cessation  of  the  circus  movement  responsible 
for  auricular  fibrillation.  Occasional  instances 
in  which  auricular  fibrillation  of  short  duration 
has  ceased  after  giving  digitalis  probably  are 
cases  of  paroxysmal  type  in  which  the  circus 
would  cease  spontaneously.  In  auricular  flutter, 
however,  in  which  a slower  circuit  rules,  if  the 
drug  is  given  until  fibrillation  develops  and  is 
then  abruptly  discontinued,  the  circus  may  stop, 
and  a regular,  normal  rhythm  be  established 
Lender  digitalis  the  ventricular  rate  in  auricular 
flutter  may  be  slowed  by  inducing  a partial 
block  or  by  increasing  an  already  existing  phy- 
siological block,  commonly  a feature.  It  is  of 
interest  to  note  that  under  these  circumstances 
pressure  on  the  vagus-carotid  region  in  the 
neck  may  cause  a ventricular  standstill  of  sev- 
eral seconds.  In  one  instance  I could  produce 
this  standstill  at  will,  but  never  had  the  temerity 
to  continue  the  pressure  for  more  than  thirty- 
seconds.  The  symptoms  during  this  period  were 
those  of  corresponding  periods  in  Stokes-Adams 
syndrome. 

Digitalis  may  cause  the  appearance  of,  or  in- 
crease in,  the  number  of  ventricular  premature 
beats.  This  effect  is  most  often  noted  in  over- 
dosage in  cases  of  auricular  fibrillation.  Slow- 
ing of  the  rate  may  be  followed  bv  the  occur- 
rence of  paired,  beats,  due  to  premature  beats 
alternating  with  beats  of  normal  supraventricu- 
lar origin.  This  is  a well  known  indication  for 
the  temporary  suspension  of  the  drug.  Auricu- 
lar fibrillation  and  a rapid  ventricular  rhythm 
mav  be  caused  by  large  doses  of  digitalis. 

Nausea  and  vomiting  occur  with  overdosage 
and  have  been  shown  to  be  due  not  to  any  irri- 
tant action  on  the  gastro-intestinal  tract,6  but 
to  reflex  effects  on  the  vomiting  center  in  the 
medulla,  conveyed  through  the  sympathetic  and 
the  vagus  from  direct  action  on  the  heart.7  This 
emetic  action  mav  last  for  several  days  after  dis- 
continuing the  digitalis.  Occasionally  a patient 
may  manifest  this  sign  before  the  desirable  ef- 
fects of  the  drug  are  secured.  In  such  instances 
other  drugs  of  the  digitalis  group  may  need  trial. 

When  cardiac  insufficiency  is  pronounced, 
vomiting  may  be  due  to  circulatory  failure.  The 
tincture  properly  diluted  may  be  given  by  rec- 
tum in  the  same  amounts  as  would  be  given  by 


mouth. 

Salih  affirmed  in  1901  that  digitalis  has  no 
significant  effect  on  blood  pressure,  and  this  has 
been  abundantly  confirmed.  Such  effects  as  have 
been  seen  after  digitalis  therapy  are  probably 
due  to  other  or  indirect  factors  and  are  variable. 
On  occasion,  lowering  of  pressure  occurs,  and 
again  there  may  be  elevation,  especially  when 
improvement  in  cardiac  compensation  occurs  in 
cases  of  hypertension. 

Mental  confusion,  psychoses,  and  disturbances 
of  vision  of  characteristic  kind  are  not  common, 
but  may  occur  as  evidence  of  overdosage.  They 
are  especially  frequent  in  digitalis  treatment  of 
the  auricular  fibrillation  common  in  hyperthy- 
roidism. 

Congestive  heart  failure  provides  the  indica- 
tion for  digitalis  regardless  of  the  valvular  in- 
volvement, the  cause  of  the  myocardial  insuf- 
ficiency, or  the  regularity  or  irregularity  of  the 
heart  beat.  Treatment  will  be  relatively  more 
successful  if  auricular  fibrillation  is  present.  The 
dosage  and  method  of  administration  require 
skill  and  “watchful  expectancy.”  It  is  a power- 
ful remedy  and  may  be  given  boldly  and  con- 
fidently when  it  is  needed,  but  must  be  watched 
with  care,  as  its  effects  develop,  in  order  to  fore- 
stall the  undesirable  consequences.  The  Eggle- 
ston method  of  calculating  the  initial  amounts  to 
be  given  in  acute  situations  served  to  correct  the 
timidity  from  which  we  formerly  suffered.  The 
calculation  of  0.15  c.c.  of  the  tincture  per  pound 
of  body  weight,  after  deducting  edema,  still 
serves  very  well  as  a rough  guide  to  the  amount 
likelv  to  give  effective  digitalization,  but  this  full 
amount  is  seldom  given  in  the  manner  originally 
outlined.  Instead,  it  is  usual  to  give  0.8  to  1 
gm.  of  the  leaf  (8  to  10  c.c.  of  the  tincture), 
either  in  a single  dose  or  in  divided  doses  during 
the  first  18  hours,  then  0.3  to  0.4  gm.  in  divided 
doses  daily  thereafter,  until  the  desired  effects 
are  secured.  Such  doses  should  not  be  given 
unless  it  can  be  shown  that  the  drug  has  not  been 
used  during  at  least  the  two-week  period  pre- 
ceding. Careful  study  and  recording  is  advis- 
able at  all  times,  but  indispensable  at  this  stage. 
The  uninitiated  needs  one  special  warning,  which 
is  that  in  auricular  fibrillation  a record  such  as 
that  taken  by  the  nurse  of  the  radial  pulse  rate 
is  valueless  as  an  indication  of  the  ventricular 
rate  as  taken  at  the  apex.  It  is  common  to  have 
the  nurse’s  record  of  radial  pulse  rate  show  80 
to  100  when  the  apical  count  is  140  to  160. 
While  the  apical  count  is  being  steadily  reduced 
by  digitalis,  the  radial  count  may  remain  un- 
changed, or  may  even  rise  somewhat.  Without 
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records  of  ventricular  (apical)  rates,  the  proper 
time  for  temporary  suspension  or  of  diminution 
of  the  dose  is  not  recognized  and  overdosage  re- 
sults. 

Digitalis  differs  from  most  of  the  drugs  used 
in  heart  therapy  by  the  slowness  of  its  elimina- 
tion. Lull  effects,  once  secured,  may  last  for 
several  days,  while  all  signs  of  action,  as  on  the 
T wave  of  the  electrocardiogram,  were  shown 
by  Morris  and  myself8  to  last  often  as  long  as 
fourteen  days,  and  on  one  occasion  twenty-one 
days  after  discontinuance. 

Pardee’s  well-known  work9  showed  that  digi- 
talis disappears  from  the  body  at  about  0.1  to 
0.2  gm.  in  each  twenty-four  hours.  When  the 
desired  effects  are  secured,  they  may  be  sus- 
tained by  supplying  an  amount  equal  to  that 
which  disappears.  Experience  shows  that  this 
amount  varies  from  about  0.07  to  0.2  gm.  (0.7 
to  2 c.c.  of  the  tincture)  per  day.  The  higher 
figure  is  very  seldom  needed,  and  the  usual  case 
requires  about  1 c.c.  of  the  tincture,  which  may 
be  given  most  conveniently  in  a single  dose  daily. 
Properly  controlled,  these  doses  may  be  given 
for  long  periods,  even  years,  especially  in  the 
presence  of  auricular  fibrillation.  If  the  ventric- 
ular rate  gradually  rises,  showing  that  excre- 
tion exceeds  the  supply,  an  additional  c.c.  mav 
be  given  one,  two,  or  three  times  a week.  If 
the  ventricular  rate  gradually  falls  below  the 
optimum  of  70  to  80,  showing  that  the  supply 
exceeds  the  need,  then  one  or  more  of  the  dailv 
doses  may  be  omitted  each  week.  If,  in  spite 
of  supervision,  toxic  symptoms  develop,  the  drug 
may  be  suspended  for  a week  or  until  the  ven- 
tricular rate  is  seen  to  be  exceeding  to  optimum, 
when  the  treatment  may  be  resumed  on  a level 
below  that  formerly  used.  In  cases  of  long- 
standing fibrillation,  intelligent  patients  have 
been  taught  to  control  their  own  therapy  and 
many  do  so  over  long  periods  of  time.  The 
custom,  still  too  prevalent,  of  prescribing  a 
given  number  of  drops  three  times  a day  is  in- 
accurate and  causes  many  failures. 

Quinidine  has  found  a very  useful,  though 
limited,  field  in  the  treatment  of  certain  cardiac 
irregularities.10 

It  is  most  useful  in  the  treatment  of  auricular 
fibrillation,  and  finds  a more  limited  field  in 
auricular  flutter,  in  some  cases  of  premature 
beats,  and  of  paroxysmal  tachycardia. 

Quinidine  depresses  vagal  action  and  depresses 
conduction  in  all  of  the  muscular  tissues  of  the 
heart,  including  the  Purkinje  system.11 

In  auricular  fibrillation  the  effects  which  seem 
to  require  consideration  are:  (1)  slowing  of  the 


conduction  of  impulses  through  the  auricular 
musculature,  and  (2)  lengthening  of  the  refrac- 
tory period.  Each  of  these  effects  acting  alone 
would  tend  to  slow  the  auricles ; together,  they 
actually  do  cause  a lessening  of  auricular  rate. 
Remembering  Lewis’  diagram,12  in  which  the  cir- 
cus movement  is  figured,  his  explanation  makes  it 
clear  that:  (1)  lengthening  of  the  refractory 
period  tends  to  close  the  gap  of  non-refractory 
muscle  in  the  circuit.  If  the  gap  becomes  actu- 
ally closed,  the  circus  movement  stops  instantly 
and  the  normal  pacemaker  may  resume  its  func- 
tion. (2)  Slowing  of  the  conduction  tends  to 
open  the  gap.  If  this  latter  effect  keeps  pace 
with  the  former,  or  predominates,  no  amount  of 
quinidine  will  stop  the  circus.  A further  effect 
of  quinidine  which  is  of  importance  clinically  is 
that  the  ventricular  rate  is  quickened,  probably 
because  of  the  depressant  action  on  the  vagus, 
but  also  because  in  some  cases  the  auricular  rate 
in  flutter  fails  to  the  point  where  the  ventricle 
can  meet  it.  The  rise  in  ventricular  rate  may 
be  used  as  a valuable  guide,  at  least  to  the  less 
experienced,  against  overdosage.  Kerr  and 
Bender13  report  the  development  of  paroxysmal 
ventricular  fibrillation  under  quinidine  and  I also 
have  seen  this  occur  in  one  instance.  Both  of 
these  recovered. 

For  the  administration  of  quinidine  in  persist- 
ent auricular  fibrillation,  careful  selection  of 
cases  must  be  exercised.  Four  groups  provide 
the  most  favorable  cases:  (1)  fibrillation  of  re- 
cent origin,  particularly  within  one  year;  (2) 
dilatation  slight  and  compensation  good;  (3)  ab- 
sence of  mitral  stenosis  and  (4)  hyperthyroidism. 

Levy  and  Mackie14  give  the  criteria  for  elimi- 
nating unsuitable  cases  as  (a)  badly  injured 
hearts,  especially  with  marked  enlargement  and 
long-standing  valvular  disease  ; (b)  hearts  which 
after  rest  and  digitalis  evince  but  little  evidence 
of  reserve  strength;  (c)a  history  of  embolism; 
(d)  patients  with  an  idiosyncraey  for  cinchona 
derivatives,  and  (e)  occasionally  patients  giving 
a history  of  cardiac  pain  which  ceased  after  the 
onset  of  fibrillation. 

These  contra-indications  speak  for  themselves, 
and  make  it  clear  that  quinidine  is  not  a remedy 
for  indiscriminate  use,  nor  for  the  majority  of 
cases.  A portion  of  an  intra-auricular  thrombus 
will  be  much  more  easily  dislodged  to  form  an 
embolus  by  a regularly  and  forcibly  beating 
auricle  than  by  an  auricle  with  much  less  effec- 
tive contractions.  Any  fibrillating  auricle  mav 
be  the  sitd  of  such  thrombi,  especially  if  the 
process  is  of  long  standing.  In  my  experience, 
such  an  auricle  in  mitral  stenosis  is  particularly 
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likely  to  be  the  site  of  thrombi  and  study  for 
the  history  or  evidences  of  embolism  should  not 
be  neglected.  Sites  most  readily  yielding  such 
evidences  are  the  brain,  the  fundus  of  the  eye, 
the  kidneys  and  spleen.  Painstaking  records 
made  on  first  examinations  of  the  peripheral 
pulses,  particularly  in  the  dorsalis  pedis  and  pos- 
terior tibial  arteries,  may  furnish  evidence  of 
peripheral  occlusion.  This  is  especially  valuable 
when  arteries  shown  by  the  record  to  be  pulsat- 
ing on  first  examination  are  found  later  to  be 
pulseless. 

A much  weakened  myocardium  likewise  pro- 
vides a definite  contra-indication  to  quinidine, 
since  it  may  not  survive  the  depressing  effects 
and  quickened  rates  induced  by  the  drug.  Too 
many  deaths  during  or  shortly  after  quinidine 
therapy  have  occurred  to  allow  the  use  of  the 
drug  without  extreme  caution.  I,  myself,  have 
seen  two  and  I now  take  the  precaution  of  a 
warning  to  some  responsible  person,  if  not  to  the 
patient  himself,  before  treatment  is  begun. 

Quinidine  should  have  very  strict  control 
during  its  administration  and  should  not  be 
given  under  other  circumstances.  Electrocardio- 
graphic control  may  be  dispensable,  but  is  ad- 
visable. The  patient  should  be  in  bed.  If  there 
has  been  a ventricular  rate  above  normal,  it  may 
be  brought  to  the  optimum  rate  of  70  to  80  per 
minute  by  digitalis,  and  this  is  especially  desir- 
able if  there  has  been  decompensation.  A very 
satisfactory  method  is  to  secure  digitalization  if 
this  is  needed,  discontinue  this  drug  for  two, 
three,  or  four  days  as  indicated,  then  begin 
quinidine.  A single  dose  of  0.3  gm.  or  two  doses 
of  0.2  gm.  two  hours  apart  should  be  given  the 
first  day  to  discover  any  idiosyncracy.  If  this  is 
found,  no  further  treatment  with  quinidine 
should  be  attempted.  On  the  second  day,  give 
0.3  gm.  doses  every  three  hours  for  six  doses, 
beginning  at  6:00  a.  m.  The  apex  rate  and 
rhythm  should  be  studied  by  the  nurse  or  phy- 
sician before  each  dose  is  given,  to  determine 
whether  the  normal,  regular  rhythm  has  been  es- 
tablished, and,  if  so,  the  drug  should  be  withheld. 
If  success  is  not  attained,  the  next  day  the  same 
size  and  number  of  doses  is  given  at  two-hour 
intervals  and  if  needed,  on  the  following  day, 
six  or  seven  doses  at  hourly  intervals.  If  there 
are  some  uncomfortable  but  not  alarming  symp- 
toms from  the  quinidine,  a day  of  rest  may  in- 
tervene. The  drug  is  absorbed  fairly  easily,  is 
excreted  within  a few  hours,  and  when  the  prop- 
er concentration  in  the  body  is  obtained,  the  ab- 
normal rhythm  will  cease.  Dosage  of  more  than 
2 gm.  total  within  a few  hours  carries  an  added 


risk,  and  success  comes,  if  at  all,  usually  with  a 
total  of  2 gm.  or  less,  if  given  within  a short 
enough  period.  We  have  had  one  preparation 
of  quinidine  succeed  where  another  failed  in  the 
same  amounts.  Once  secured,  a normal  rhythm 
may  bd  maintained  in  some  cases  by  0.2  gm. 
two  or  three  times  a day  over  long  periods,  but 
this  is  often  not  necessary. 

Similar  small  doses  are  sometimes  effective  to 
lessen  or  control  premature  beats  and  paroxysmal 
tachycardias,  both  of  auricular  and  ventricular 
origin.  Trial  only  will  tell.  Premature  beats 
occur  in  many  people  in  the  fifth  decade  and 
later.  If  of  ventricular  origin  and  from  a single 
region,  as  shown  by  the  electrocardiogram,  they 
may  be  unimportant,  and  the  patient  may  be  un- 
aware of  their  occurrence.  Here  an  explanation 
alone  often  suffices.  When  a patient  is  aware, 
however,  of  each  premature  beat,  the  suggestion 
aroused  by  the  abnormal  sensation  often  over- 
comes the  assurances  of  the  physician.  Quini- 
dine, if  effective,  will  be  of  real  service.  It  is 
difficult  to  determine  the  effectiveness  of  drug 
treatment  in  paroxysmal  tachycardias,  since 
many  patients  under  general  management  go  for 
long  periods  without  attacks.  When  paroxysms 
are  frequent,  quinidine  in  divided  doses  main- 
tained over  a period  of  time  has  often  seemed 
to  me  to  be  effective. 

Diuretics  may  be  necessary  in  the  treatment 
of  cardiac  patients,  for  not  all  yield  as  readily 
as  desirable  to  digitalization.  In  some  instances, 
although  the  signs  of  congestive  failure  may 
lessen  greatlv,  more  or  less  edema  with  or  with- 
out ascites  or  hydrothorax  remains.  Although 
our  exact  knowledge  of  the  causes  of  edema  is 
inadequate,  it  is  certain  that  the  changes  re- 
sponsible for  this  condition  reside  in  the  tissues 
themselves.  Diuretic  drugs  may  help  in  the 
elimination  of  excess  fluid.  1 he  restoration  of 
the  normal  fluid  balance  in  the  tissues  usually 
makes  a favorable  difference  in  the  degree  of 
cardiac  compensation.  Marvin15  found  that  in 
his  hands,  either  with  or  without  complete  digi- 
talization, diuretic  drugs  gave  consistent  im- 
provement in  only  one  group  with  regular 
rhythm.  This  group  he  designates  as  “arterio- 
sclerotic heart  disease”  and  includes  what  is 
commonly  called  myocardial  insufficiency  and 
misnamed  chronic  myocarditis.  A conspicuous 
member  of  the  group,  in  my  experience,  is  the 
patient  with  the  heart  of  hyperpiesia  with  decom- 
pensation and  adequate  renal  function.  Theocin. 
theobromine,  and  theobromine  sodiosalicylate 
(diuretin)  given  by  mouth  and,  when  effective, 
preferable  to  drugs  for  intravenous  use,  are 
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characterized  by  effectiveness  and  freedom  from 
unpleasant  results*  in  the  order  named.  They 
are  best  given  in  full  doses,  often  to  tolerance 
for  two  or  three  day  periods,  alternating  with 
intervals  of  similar  length. 

Merbaphen  (novasurol)  containing  about  34 
per  cent  of  mercury  and  provided  in  10  per  cent 
solution  in  ampoules  is  given  by  intramuscular 
or  intravenous  injection.  Salyrgin  is  a similar 
drug.  To  test  the  response  and  for  idiosyncracy, 
0.5  c.c.  of  the  solution)  should  first  be  given, 
preferably  deep  into  the  lumbar  muscles.  Or. 
the  first  or  second  day  following,  from  0.5  to 
2 c.c.  may  be  injected  by  the  route  preferred  and 
subsequent  doses  given  at  intervals  of  not  less 
than  four  days.  The  danger  of  toxic  effects  due 
to  the  mercury  content  should  be  kept  in  mind. 
Three  or  four  doses  at  intervals  of  not  more 
than  a week  should  be  given,  even  though  no 
diuretic  response  occurs,  to  protect  against  a 
possible  sensitization  to  proteins  altered  by  the 
drug.  A series  of  injections  may  be  desired  at 
a later  time. 

Ammonium  chloride  or  ammonium  nitrate 
given  bv  mouth  may  be  needed  to  secure  or  en- 
hance diuresis  by  this  drug,16  and  are  begun  be- 
forehand in  large  amounts.  Three  to  5 gm. 
daily  has  usually,  although  not  always,  been  suf- 
ficient and  has  not  given  the  unpleasant  effects 
obtained  by  the  use  of  9 to  12  gm.  daily,  at  times 
recommended. 

Limitation  of  fluid  intake  with  or  without  the 
use  of  diuretics  is  rational  and  effective,  as  is 
a diet  low  in  salt.  Records  of  daily  fluid  intake 
and  output  and  of  body  weight  are  important  in 
determining  diuresis  and  its  results. 

Sedatives  are  often  urgently  needed  when  a 
patient  is  restless,  sleepless,  or  worried.  Their 
use  is  too  common  and  too  well  known  to  re- 
quire discussion. 

Caffeine,  usually  used  as  the  sodiobenzoate,  is 
mentioned  here  with  only  one  purpose,  and  that 
is  to  call  attention  to  the  remarkable  relief  it  may 
give  in  some  cases  when  Cheyne-Stokes  respira- 
tion interrupts  sleep.  This  troublesome  symp- 
tom is  the  cause  of  the  great  majority  of  cases 
of  nocturnal  dyspnea.  Morphine  or  opium  in 
safe  doses  not  infrequently  increases  it.  LTnder 
these  circumstances,  0.2  gm.  of  caffeine  sodio- 
benzoate given  toward  evening  and  repeated  at 
two  to  four  hour  intervals  has  frequentlv  mini- 
mized the  waking  power  of,  or  abolished  the 
symptom  and  allowed  refreshing  sleep.  The 
drug  may  be  continued  over  long  periods  if 
needed. 

Cardiovascular  syphilis  requires  particular  cau- 


tion in  its  treatment.  Enthusiasm  in  the  intra- 
venous use  of  the  arsenicals,  so  useful  in  syph- 
ilis involving  certain  other  tissues,  may  lead  to 
disaster.  If  used,  they  should  be  begun  in 
doses  comparable  to  0.1  gm.  of  salvarsan,  and 
the  dosage  should  be  very  gradually  increased, 
never  to  maximum  of  more  than  0.3  to  0.4  gm. 
The  unremitting  strain  to  which  the  walls  of 
the  heart,  aortic  valve  commisures,  and  the 
aorta  itself  are  subjected,  renders  very  real  the 
danger  from  the  local  reactions  in  the  syphilitic 
foci.  To  render  the  disease  latent  by  keeping 
depots  of  mercury  or  bismuth  preparations  in 
gluteal  or  other  muscles  is,  in  the  writer’s 
opinion,  good  therapy,  and  the  maximum  at- 
tainable. These  drugs,  together  with  iodides  to 
tolerance,  should  usually  precede  for  a month 
or  more  the  administration  of  the  more  power- 
ful, quicker-acting  and  more  dangerous  salvar- 
san group,  if  indeed  the  latter  are  deemed  ad- 
visable. General  cardiac  therapy  has  its  place 
here  as  in  other  conditions. 

In  the  management  of  patients  with  heart  dis- 
ease, rest  and  relaxation  must  sometimes  be  ab- 
solute. In  coronary  thrombosis,  in  severe  angina 
pectoris,  in  some  cases  of  carditis  with  or  with- 
out the  involvement  of  the  endo-  or  peri-cardi- 
um,  and  in  congestive  heart  failure,  such  rest 
must  sometimes  be  prolonged  in  order  to  obtain 
lasting  benefit.  The  writer  does  not  hesitate  tc 
explain  to  those  responsible  the  limitations  of 
our  knowledge  in  each  individual  case,  and  to 
emphasize  the  advantages  of  making  this  rest 
somewhat  longer  than  absolutely  needful  if  we 
could  see  and  handle  and  otherwise  study  with 
care  the  damaged  and  healing  tissues.  Too 
short  a period  of  rest  may  result  in  undoing  the 
benefits  of  weeks  of  time  already  sacrificed.  In 
coronary  closure  of  any  form  the  infarct  may 
be  large ; so  large,  in  fact,  that  complete  healing 
may  never  occur.  Six  weeks  of  absolute  rest 
seems  to  be  a period  of  choice  in  coronary 
thrombosis,  but  a close  study  may  result  in  re- 
quiring more.  A lesser  period  has  been  on  oc- 
casion successful  but  I have  seen  catastrophies 
which  I thought  might  ha^e  been  avoided  and 
now  feel  that  such  a period  should  be  required. 

In  angina  pectoris — and  here  reference  is 
made  to  that  form  of  heart  pain  presumably 
not  due  to  coronary  thrombosis — prolonged  and 
absolute  rest  may  be  followed  by  a very  satis- 
factory period  of  freedom  from  the  symptoms. 
This  freedom  may  last  in  some  cases  for  years 
and  the  patient  may  die  from  other  causes.  If 
the  paroxysms  have  been  frequent  and  particu- 
larly if  they  occur  in  the  absence  of  effort,  as 
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well  as  on  exertion,  the  period  may  well  he  pro- 
longed as  in  coronary  thrombosis,  or  even  longer. 
If  a rest  of  several  weeks  results  in  abolishing 
pain,  an  equal  period  of  continuance  of  the  same 
degree  of  rest  is  often  indicated. 

In  carditis,  which  is  usually  rheumatic,  ex- 
ceptionally long  periods  of  absolute  rest  may  be 
indicated.  It  is  not  seldom  that  three  months  or 
more  may  be  needed  for  the  maximum  restitu- 
tion of  power  and  endurance  in  the  heart  muscle. 
Even  more  time  may  be  profitable.  This  is  es- 
pecially true  in  childhood  and  adolescence,  when 
reasoned  inhibition  is  not  so  likely  to  control  the 
activities  and  when  the  growth  of  the  body  and 
the  heart  muscle  are  taking  place. 

Congestive  heart  failure  in  its  more  severe 
forms  demands  periods  of  rest  varying  more 
widely  as  a rule  than  any  of  the  above,  since  the 
causes  are  more  varied.  In  addition,  orthopnea 
requires  modification  of  the  posture  usually  most 
desirable,  and  the  horizontal  must  often  give 
way  to  a sitting  position,  modified  in  any  way 
to  give  the  greatest  comfort  with  the  least  fre- 
quent changes,  such  as  from  chair  to  bed  and 
back  again.  The  modem  hospital  or  sick  bed 
with  its  adjustable  head  and  knee  rests  may 
render  handling  by  attendants  easier  and  thereby 
enhance  the  comfort  of  the  patient.  When  sit- 
ting, the  pulmonary  congestion  is  in  part  relieved 
by  gravity,  upward  pressure  of  abdominal  fluids 
or  other  contents  is  lessened  and  the  symptomatic 
relief  may  thereby  be  great. 

Next  comes  the  question  of  gradual  resump- 
tion of  effort,  the  heart  muscle  having  been  suf- 
ficiently rested  to  allow  it.  Preparatory  to,  and 
in  this  period,  very  light  general  massage,  care- 
fully controlled,  together  with  Swedish  move- 
ments, may  be  used.  A little  later,  voluntary 
movements  carefully  regulated  and  gradually  in- 
creased may  be  begun.  Resistance  exercises 
require  a skillful  operator,  and  the  expense  of 
such  is  commonly  prohibitive.  The  change  to 
a sitting  position  must  usually  be  gradual  and 
with  increasing  length  of  time,  often  repeated 
several  times  a day.  The  chair  is  gradually  re- 
sumed. 

When  the  time  for  standing  and  walking  ar- 
rives the  number  of  steps  may  be  counted  and 
gradually  increased ; two,  three  or  four  steps  a 
day  at  first,  and  more  rapidly  later.  After  a 
while  when  step  counting  mounts  to  100  or  more, 
certain  routes  on  the  floor  will  gradually  have 
been  adopted  and  the  counting  may  be  stopped 
while  the  routes  are  continued  and  the  patient 
is  cautioned  to  add  only  a short  distance  each 
day,  visiting  new  rooms,  sun  porches,  etc.  Care- 


ful checking  of  pulse  and  respirations  with  cau- 
tions against  allowing  dyspnea  or  other  symp- 
toms of  overexertion  are  needed.  At  least  once, 
and  sometimes  more  often,  an  explanation  to  the 
patient  of  the  amount  of  work  put  upon  the 
heart  by  posture  and  exercise  will  have  a bene- 
ficial controlling  effect.  It  may  be  explained 
that  each  change  from  the  horizontal — sitting  in 
bed,  then  in  a chair,  and  finally  standing — means 
additional  work  for  the  heart  to  pump  the  blood 
columns  through  against  gravity,  until  the  work 
in  standing  alone  may  be  as  much  as  four  times 
that  when  lying.  Walking  slowly  adds  further 
work,  and  each  increase  in  pace  adds  its  quota. 
Raising  the  weight  of  the  body  to  different  levels 
in  the  house  increases  by  calculable  amounts  the 
heart  work  necessary.  Stair  climbing,  if  it  can 
or  should  be  allowed,  must  be  by  gradual  in- 
creases of  one  or  two  steps  at  stated  periods.  It 
may  take  a period  of  two  weeks,  during  which 
the  other  walks  may  be  somewhat  reduced,  be- 
fore a ten-foot  climb  with  a halfway  rest  is  al- 
lowed. When  walking  is  begun  out  of  doors, 
one  should  caution  against  two  circumstances,  at 
least.  Cold  weather  may  require  too  rapid  a 
pace,  or  too  heavy  clothing,  in  order  to  keep 
warm.  If  there  is  a sharp  breeze  or  wind,  the 
walk  should  be  begun  into  it,  since  too  long  a 
walk  with  it  may  first  be  taken  in  comfort  and 
a return  against  it  necessitates  a damaging 
struggle.  The  need  for  avoiding  dyspnea  or  a 
fifteen  beat  increase  in  pulse  rate  or  other  signs 
of  overexertion,  such  as  heart  pain,  must  be 
emphasized. 

The  problem  of  overweight  may  need  manage- 
ment. Undue  poundage  requires  just  that  amount 
of  unnecessary  work  to  carry  it.  Any  fat  re- 
duction campaign,  however,  should  be  under- 
taken, if  at  all,  only  after  attainable  compensa- 
tion has  been  shown.  This  in  favorable  cases 
may  be  during  the  latter  weeks  of  rest  or  in  the 
period  of  increasing  activity,  but  should  at  all 
times  be  very  gradual,  and  in  the  opinion  of  the 
writer,  should  not  exceed  an  average  of  four 
pounds  a month.  Too  rapid  reduction  may  affect 
the  heart  power,  as  well  as  the  weight. 

In  some  heart  patients,  permanent  invalidism, 
nearly  or  quite  bedridden,  is  necessitated  by  a 
greatly  limited  cardiac  reserve.  In  such  instances 
the  tax  upon  the  ingenuity  of  the  physician  and 
family  to  provide  occupation  of  mind,  recrea- 
tion, and  amusement  may  be  severe. 

At  the  other  end  of  the  scale  of  economic  use- 
fulness is  the  individual  only  slightly  handi- 
capped. Because  of  economic  importance,  this 
group  is  worth  much  time  and  attention,  but  a 
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minimum  only  is  available  here.  Individualiza- 
tion of  programs  requires  much  study,  planning, 
conference,  and  training.  Certain  rules,  how- 
ever, apply  to  all.  Effort  which  brings  on  symp- 
toms of  overexertion,  such  as  dyspnea,  heart 
pain,  dizziness,  or  undue  increase  in  pulse  rate, 
especially  when  repeated  one  or  many  times  a 
day,  will  inevitably,  even  if  very  gradually,  limit 
cardiac  reserve.  In  some  instances  a single 
period  of  overexertion  may  cause  a severe  break 
in  compensation,  and  this  is  especially  true  if 
auricular  fibrillation  or  flutter  develops.  To 
avoid  this,  I am  in  the  habit  of  reciting  certain 
instances  in  illustration. 

A man  of  sixty  who  had  been  free  for  a year 
from  the  symptoms  of  angina  pectoris  and  had 
been  specifically  warned  against  this  very  con- 
tingency, carried  two  moderate-weight  handbags 
the  length  of  a transcontinental  train  at  a hurried 
gait.  His  anginal  attacks  recurred  and  ended 
his  career  within  two  weeks. 

Another  case,  a short  run  to  catch  a street 
car  necessitated  many  weeks  in  bed. 

A third,  perhaps  a Scotchman,  thought  that 
the  changing  of  a heavy  tire  in  the  rain  could 
be  successfully  accomplished.  To  await  a help- 
ful passing  motorist  or  to  have  such  telephone 
a garage  would  have  saved  many  weeks  in  bed 
and  paid  in  dollars  many  times  over. 

There  are  many,  scarcely  to  be  called  patients, 
meriting  the  most  careful  study  in  whom  hastv 
opinions  have  often  caused  unnecessary  restric- 
tion amounting  often  to  an  economic  handicap. 
I refer  to  the  cases  with  minimal  lesions  of  a 
single  valve,  such  as  the  aortic  or  mitral  valve. 
There  may  be  an  unusually  loud  murmur,  but, 
if  the  functional  capacity  of  the  heart  is  good 
and  if  the  only  sign  is  in  the  x-ray  shadow,  a 
little  rounding  of  the  apex  in  the  first  mentioned, 
or  a filling  in  or  even  minimal  bulging  of  the 
conus  and  left  auricle  region  in  the  second,  then 
over-restriction  is  a serious  mistake.  These  indi- 
viduals need  to  be  guarded  against  further  valve- 
infection,  for,  like  all  damaged  valves  of  the 
rheumatic  type,  theirs  are  peculiarly  liable  to  sub- 
acute  and  chronic  bacterial  endocarditis.  Our 
exact  knowledge  is  limited  as  to  the  infective 
power  in  anv  given  case  of  an  innocent  looking 
pair  of  tonsils  or  of  a periapical  granuloma  on 
a tooth,  and  still  more  limited  as  concerns  the 
non-granulomatous  devitalized  tooth,  but  for  my- 
self, I would  have  no  hesitation  in  sacrificing 
them  were  I a member  of  the  above  group. 

Physical  exercise  well  within  the  limits  of  en- 
durance is  to  be  encouraged,  but  sports  which 
call  for  strenuous  exertion  in  competition  should 


be  barred.  Distance  rowing  and  racing,  football, 
basketball,  and  tennis  may  be  such.  In  particu- 
lar, warning  should  be  given  against  being  sub- 
jected to  situations  requiring  strenuous  effort  to 
get  out  of  danger. 

Rest  and  exercise,  normal  functions  of  any 
healthy  animal  body,  require  careful  and  experi- 
enced consideration  when  applied  to  the  case 
of  one  crippled  in  any  degree  by  heart  disease. 
Here  is  where  the  experience,  judgment,  and 
tact  of  the  physician  find  the  widest  field  for 
application.  To  acquire  and  maintain  the  con- 
fidence of  the  patient  and  the  family  through 
each  of  the  varying  stages  of  a progressing  pro- 
gram requires  all  three  qualities  and  is  a funda- 
mental too  often  overlooked.  Many  intelligent 
and  well  planned  programs  are  wrecked  at  just 
this  point.  If  I am  keen  enough  to  discover  a 
lack  of  confidence  in  its  inception,  I consider 
myself  fortunate,  and  may  avoid  much  loss  of 
time  and  even  a catastrophe.  How  to  manage 
such  a situation  is  a part  of  the  art  of  medicine 
to  which  no  hard  and  fast  rules  will  apply,  but 
a few  moments’  consideration  may  be  of  value. 

Speaking  for  myself,  I feel  that  an  assump- 
tion of  unwarranted  knowledge  of  the  conditions 
present  or  of  the  prognosis  never  inspires  that 
long-continued  confidence  necessary.  Changing 
conditions  require  modification  of  judgment  and 
of  management,  and  a too  confident  pronounce- 
ment requiring  radical  change  at  a later  time 
or  with  more  knowledge  must  of  necessity  shake 
or  undermine  that  confidence.  Take  the  sub- 
ject of  prognosis.  Length  of  life  or  degree  of 
ultimate  capacity  may  be  in  question.  A bril- 
liant statement  of  either  may  happen  to  be  cor- 
rect, but  the  next  case,  apparently  identical  in 
character,  may  have  circumstances  introduced 
which  upset  all  calculations  and  produce  only 
chagrin.  A frank  statement  which  outlines  the 
usual  and  probable,  but  includes  the  possible, 
progress  seems  much  more  likely  to  seize  and 
hold  the  helpful  support  and  confidence  needed. 
How  much  to  tell  the  patient  requires  an  in- 
sight into  character  that  is  the  mark  of  genius 
To  destroy  hop^or  cause  harmful  depression  of 
spirit  may  be  the  worst  of  therapy,  and  may 
even  change  the  course  of  events.  On  the  other 
hand,  to  fail  to  have  adequate  preparation  made 
for  a lethal  outcome  or  permanent  incapacity 
may  change  a family  or  individual  fortune  in 
such  a manner  that  the  very  optimism  needful 
mav  be  impossible.  One  thing  here  the  writer 
insists  upon.  If  humanly  possible,  some  re- 
sponsible person  or  persons  must  know  all  the 
facts  and,  if  they  exist,  the  unknown  factors 
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and  the  doubts,  with  their  bearing  on  the  out- 
come. If  the  patient  cannot  or  should  not  be 
told,  that  should  be  specifically  agreed  upon  and 
the  relatives  should  know  the  degree  of  optimism 
to  be  assumed  before  the  patient.  Here,  too,  it 
requires  finesse  to  be  hopeful  and  yet  insist  upon 
and  obtain  the  necessary  restraint  and  care  on 
the  part  of  the  patient.  That  all  these  factors 
are  needed  in  the  prolonged  and  successful 
management  so  often  required  in  heart  disorders 
is  the  writer’s  only  excuse  for  introducing  them 
here. 

The  Nicollet  Clinic, 

1009  Nicollet  Avenue. 
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DISCUSSION  ON  THE  PRECEDING 
SYMPOSIUM 

Dr.  L.  G.  Rowntrf.e  (Rochester,  Minn):  It  is  my 
misfortune  that  I have  to  leave  right  at  this  time, 
for  I would  like  to  hear  more  of  this  symposium.  It 
was  worth  while  to  come  to  Devils  Lake  from  Roch- 
ester to  get  just  what  I got  out  of  Dr.  Tuohy’s 
paper.  I was  much  interested  in  what  he  said  about 
neurasthenia.  He  spoke  of  Dr.  Alvarez’  paper  on 
“nervous  dyspepsia.”  I know  Dr.  Alvarez  very  well. 
He  is  one  of  the  most  lovable  of  men.  I know  he 
was  unfortunate  enough  to  have  had  some  neuras- 
thenia at  some  earlier  time.  I have  had  a touch 
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of  that  dread  disease  myself.  Those  who  have  had 
personal  experience  really  understand  it  better. 

One  thing  I wish  to  add,  that  the  sensations  of 
the  neurasthenic  are  as  true  as  headache,  or  the 
pain  of  neuritis,  but  they  cause  infinitely  more  anx- 
iety. If  we  could  drop  from  medical  nomenclature, 
in  dealing  with  neurasthenia,  that  one  word  “imagi- 
nation” we  would  do  infinitely  better  for  the  patient 
and  accomplish  more  as  a profession.  It  is  an  ab- 
solute injustice  on  the  part  of  the  physician  to  refer 
to  neurasthenic  manifestations  as  pure  imagination. 

Dr.  J.  E.  Hetherington  (Grand  Forks,  N.  D.): 
This  symposium  has  so  completely  covered  the  sub- 
ject that  I find  little  room  for  discussion. 

In  contemplating  the  examination  of  any  heart 
patient,  I think  much  good  may  come  from  a very 
carefully  elicited  history,  as  well  as  from  the  exam- 
ination. Let  the  patient  tell  his  story.  I think  there 
is  a lot  to  this,  as  Dr.  Wilson  used  to  say,  “Let  us 
get  under  his  skin,”  and  when  we  get  his  full  con- 
fidence we  may  do  something  for  him. 

In  the  matter  of  the  recognition  of  various  rates 
and  rhythms,  we  have  not  so  many.  Paroxysmal 
tachycardia,  as  was  mentioned,  may  be  either  ventric- 
ular or  supraventricular.  In  the  tachycardia  of 
ventricular  origin  digitalis  does  some  good  but  in 
the  supraventricular  I think  it  is  valueless.  Various 
things  may  precipitate  an  attack,  a gust  of  wind,  a 
door  slamming,  a sudden  change  of  posture  may 
precipitate  an  attack.  Similarly,  some  of  the  most 
peculiar  things  may  terminate  an  attack.  I have  seen 
cases  in  which  assuming  the  knee-chest  posture 
would  terminate  the  attack.  The  most  rapid  heart 
action  we  meet,  I think,  is  in  auricular  flutter.  With- 
out the  aid  of  the  electrocardiograph  this  can  be 
recognized  by  examining  the  jugular  fossa,  where 
the  pulsation  can  be  seen  to  be  so  much  more  rapid 
than  is  the  ventricular  rate.  Perhaps  the  apex  rate 
will  be  180  or  so  and  the  other  so  high  one  cannot 
count  it — as  high  as  300  at  times. 

The  most  common  irregular  pulse  we  see  is  in 
auricular  fibrillation,  and  I was  very  glad  to  have 
the  point  brought  out  that  the  nurse’s  chart  is  no 
good  in  cases  of  auricular  fibrillation.  It  is  not 
at  all  uncommon  to  see  the  nurse’s  chart  report  80, 
90,  or  100,  and  put  your  stethoscope  over  the  heart 
and  find  a deficit  of  thirty  or  forty  beats. 

One  serious  heart  condition  was  not  mentioned, 
and  that  is  pulsus  alternans.  That  indicates  a se- 
rious degeneration  of  the  heart  muscles  and  is  easily 
recognized  by  taking  the  blood  pressure.  As  you 
inflate  the  bulb  and  gradually  let  the  air  out  you 
think  you  have  a slow  pulse,  but  as  you  examine1 
further  you  find  it  is  not  a slow  pulse,  but  there 
was  in  the  beginning  many  beats  that  did  not  come 
through  at  first. 

Of  the  bradycardias  we  have  those  conditions 
outside  of  the  heart  changes,  the  slow  pulse  of 
brain  tumor  and  sometimes  of  meningitis.  Ruling 
out  that  class,  we  have  the  sino-auricular  block  and 
the  auriculoventricular  block.  In  the  sino-auricular 
block  exercise  will  increase  the  pulse  rate.  I have 
had  some  results  in  treating  this  type  with  barium 
chloride.  Barium  does  not  affect  the  auriculoven- 
tricular type. 

In  the  treatment  of  heart  cases  I think  rest  is 
the  most  important  factor.  One  drug  that  was  not 
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mentioned  and  may  be  out  of  date,  but  which  I still 
use,  is  morphine.  When  I have  a patient  with  heart 
case  who  is  not  resting  or  sleeping  well  I give  suf- 
ficient morphine  to  quiet  the  patient,  and  I think  it 
does  a lot  of  good. 

I have  certainly  enjoyed  this  symposium  on  heart 
disease. 

Dr.  H.  A.  Brandes  (Bismarck,  N.  D.) : The  sub- 
ject of  heart  disease  is  a very  important  one  when 
we  consider  that  mortality  statistics  show  that  the 
number  of  deaths  from  cardiac  disease  is  on  the 
increase.  Dr.  Mortenson  has  called  our  attention  to 
the  importance  of  recognizing  the  early  symptoms 
and  signs  of  cardiac  failure,  and  this  point  is  well 
worth  emphasizing.  We  will  not  recognize  the 
cases  of  early  cardiac  failure  if  we  rely  upon  auscul- 
tatory findings  alone.  As  Dr.  Mortenson  has  point- 
ed out,  it  is  necessary  to  practice  a systematic  rou- 
tine in  the  examination  of  the  cardiac  patient,  and 
this  includes  careful  history  taking.  I feel  that 
some  of  us  do  not  fully  realize  that  much  valuable 
information  may  be  gained  in  this  way.  The  day 
has  passed  when  heart  disease  and  its  prognosis  are 
determined  by  auscultation  or  detection  of  cardiac 
murmurs  alone. 

In  heart  disease  associated  with  pregnancy  it  is 
especially  important  that  the  physician  shall  recog- 
nize the  earliest  signs  of  broken,  compensation. 
While  there  is  some  difference  of  opinion  as  to  the 
influence  of  pregnancy  on  heart  disease,  MacKenzie 
always  considered  the  association  of  the  two  as  a 
serious  complication.  That  this  is  true  has  been 
clearly  shown  by  Prof.  Gammettoft  (University  of 
Copenhagen)  in  a recent  report  of  a group  of  forty- 
nine  pregnant  women  with  heart  disease,  which 
developed  subsequent  to  one  or  more  attacks  of 
rheumatic  fever.  In  thirty-five  cases  the  symptoms 
were  aggravated  during  pregnancy,  and  of  this 
number  twenty-four  required  heart  tonics  and  rest 
in  bed.  There  were  three  deaths  in  the  series,  two 
from  heart  disease  and  one  from  heart  disease  and 
eclampsia.  Of  the  remaining  forty-six  patients,  fif- 
teen, or  approximately  one-third,  showed  their  hearts 
to  be  permanently  aggravated  following  pregnancy. 
The  writer  concludes  that  heart  disease  and  preg- 
nancy are  a serious  combination  and  that  all  efforts 
should  be  made  to  discover  the  first  Signs  of  cardiac 
failure  in  pregnant  women  with  heart  disease. 

The  incidence  of  coronary  thrombosis  is  far  great- 
er than  most  of  us  realize.  We  must  be  ever  on  the 
lookout  for  it,  especially  in  male  patients  of  forty- 
five  years  or  over,  since  the  symptoms  of  this  disease 
may  to  some  extent  simulate  those  of  acute  pancrea- 
titis, acute  cholecystitis,  perforated  gastric  or  duo- 
denal ulcer. 

Dr.  Tuohy’s  paper  on  functional  heart  disease 
deals  with  an  interesting  and  important  phase  of 
medicine.  In  this  connection  we  must  remember 
that  the  physician  may  be  responsible  for  the  devel- 
opment of  cardiac  neurosis,  because  of  a medical  er- 
ror, uncertainty  or  suggestion.  The  management  of 
these  cases  is  often  difficult.  It  is  not  enough  to 
bluntly  tell  these  patients  that  they  have  no  heart 
trouble  and  to  forget  it.  They  have  had  too  much 
subjective  cardiac  discomfort  to  be  satisfied  with 
such  advice.  Dr.  Tuohy  suggests  that  we  give  more 
time  to  the  neurotic  patient,  and  this  is  important. 


The  failure  of  the  physician  properly  to  deal  with 
the  neurotic  patient  has  done  much  to  encourage 
the  various  irregular  healing  cults. 

Dr.  Wm.  C NrcHOLS  (Fargo,  N.  D.):  I am  glad  to 
have  an  opportunity  of  hearing  this  symposium  for 
two  reasons:  first,  because  it  was  excellent  and 
covers  the  ground  very  thoroughly;  second,  because 
it  introduces  a scheme  that  I hope  will  become  per- 
manent for  the  Association.  As  the  American  Heart 
Association  grows,  the  work  of  heart  disease  pre- 
vention becomes  more  prominent,  and  I hope  to 
see  this  organization  form  a heart  association,  if 
not  independently,  then  in  combination  with  the 
Tuberculosis  Association,  as  several  states  have 
done.  I believe  this  combination  is  working  out  well 
in  several  states — particularly  in  Iowa  much  good 
work  is  being  done.  It  is  always  a privilege  to  hear 
Dr.  Tuohy.  He  has  had  such  a vast  experience  that 
his  remarks  are  always  well  worth  while. 

I wish  to  make  a few  remarks,  perhaps  in  the  na- 
ture of  a questionnaire;  he  will  correct  me  if  I am 
wrong.  I think  we  can  eliminate  those  functional 
conditions  readily  demonstrated  by  the  electrocar- 
diograph and  confine  our  discussion  to  three  things: 
First,  effort  syndrome,  which  is  a definite  clinical 
entity.  In  the  World  War  it  was  definitely  recog- 
nized and  was  quite  a problem.  There  is  evidently 
something  inherently  wrong  with  these  individuals. 
Second,  the  actual  cardiac  neurosis,  in  which  there 
is  no  heart  damage  at  all.  Third:  the  combination 
of  neurosis  and  definite  heart  damage,  especially 
valvular  damage,  particularly  in  the  patient  who  has 
been  told  that  he  has  a “leakage,”  and  wrho,  if  he  has 
a proper  underlying  nervous  foundation,  develops  a 
neurosis. 

At  the  meeting  of  the  American  Heart  Association, 
two  years  ago,  White  reported  1,500  cases  who  had 
come  complaining  of  heart  trouble.  Of  these,  39  per 
cent  had  no  (organic)  basis  for  the  complaint.  A 
lot  of  them  were  functional  of  various  types,  but  19 
per  cent  were  of  the  effort  syndrome  type.  These 
cases  present  quite  a problem.  There  have  been  all 
kinds  of  explanations,  but  it  remains  for  a physiolog- 
ist to  bring  forth  one  that  may  have  merit.  It  has 
heen  attributed  to  imbalance  and  a lot  of  other 
things,  but  Wiggers  has  said  that  it  is  probably  a 
primarily  depressed  myocardium,  whether  it  be  due 
to  heredity  or  to  the  effect  of  previous  infection  or 
metabolic  change,  or  to  functional  or  anatomic  ab- 
normality of  cardiac  blood  supply. 

We  heard  this  morning  something  about  func- 
tion, so  I shall  have  first  something  to  say  about 
normal  function,  then  that  in  effort  syndrome. 

The  normal  heart  responds  to  increased  venous 
return  by  increased  systolic  output  dependent  pri- 
marily on  increased  initial  diastolic  volume  and 
initial  tension.  Now,  the  fundamental  thing  about 
these  hearts  is  that  they  are  unable  to  respond  to 
increased  initial  volume  and  tension.  Second,  they 
have  a smaller  output  than  normal  at  equivalent  ini- 
tial pressure  and  diastolic  volumes. 

To  compensate,  increased  rate  is  necessary  even  at 
rest.  When  the  demands  of  exercise  arise  the  ac- 
celerator mechanism  is  not  long  able  to  increase  the 
minute  volume  sufficiently  to  take  care  of  increased 
exertion. 

These  people  are  not  necessarily  neurasthenic 
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and  if  they  select  occupations  that  take  the  load  oil 
them  they  get  along  fairly  well. 

I am  sorry  not  to  be  able  to  devote  a few  minutes 
to  the  paper  on  actual  heart  pathology  for  that 
was  very  instructive. 

Dr.  Tuohy  (closing):  I wish  only  to  mention  a 
little  more  subjectivity.  A sincere  effort  is  in  the 
making  to  bring  over  more  physiology  into  medicine, 
and  the  physiologists  deserve  great  credit.  The 
point  made  by  Lahey  of  Boston  as  to  the  borderline 
between  neurocirculatory  disturbance,  or  neuras- 
thenia, and  goiter  is  well  put — the  true  goiter  pa- 
tient feels  he  can  do  almost  anything  and  cannot; 
the  neurasthenic  individual  feels  that  he  cannot  do 
very  much,  but  can.  All  of  which  leads  to  the  next 
observation  that  those  who  have  serious  organic 
disease,  as  a rule,  have  little  to  say  about  it.  Con- 
versely, those  who  have  many  symptoms  (not  im- 
aginary) of  a functional  nature  have  a lot  to  say, 
and  Collins  draws  the  picture  of  the  patient  who 
comes  in  with  a lot  of  symptoms  written  on  a piece 
of  paper,  for  they  are  afraid  they  will  forget  some 
of  them.  That  is  true  also  of  functional  heart  cases, 
notably  near  anginas,  as  well  as  cancerphobes.  The 
patient  comes  in  with  the  statement;  “Doctor,  I 
have  angina,”  or  “Doctor,  I have  a cancer,”  but  this 
is  not  true  of  the  patient  with  real  heart  trouble  or 
obvious  cancer.  Those  individuals  say  all  they  need 
is  more  wind  and  more  exercise,  or  more  strength. 
Conversely,  those  patients  with  many  symptoms 
wish  to  have  you  know  all  of  them;  the  others  com- 
pel you  to  drag  the  symptoms  out  little  by  little. 

I was  greatly  interested  in  Dr.  Mortensen’s  slide 
showing  herniation  of  the  left  ventricle.  It  is  ex- 
tremely interesting  to  see  this  well-known  pathologi- 
cal sequence  proven  in  vivo  roentgenologically. 

Dr.  Mortensen  (closing):  I want  to  emphasize 
again  the  importance  of  the  management  of  the  car- 
diac patient,  regardless  of  whether  he  has  functional 
disturbance  or  organic  disturbance.  If  he  has  func- 
tional disturbance  he  requires  our  sympathy  and  in- 
terest, and  our  understanding  effort  to  try  to  get 
him  away  from  his  trouble,  and  make  him  believe, 
one  way  or  other,  that  it  is  not  serious.  If  we  can 
do  that  we  can  lift  a load  off  the  minds  of  these  pa- 
tients as  well  as  their  hearts.  In  the  patients  with 
organic  disease  we  must  bear  in  mind  that  many  of 
them  have  to  be  watched  from  time  to  time.  We 
must  admonish  them  as  to  their  physical  activities. 
We  must  advise  them  as  to  what  to  take  up  in  the 
way  of  occupation  or  profession,  and  it  is  our  re- 
sponsibility to  see  that  we  know  as  nearly  as  possible 
what  their  capacity  is  and  what  we  may  expect  from 
it.  The  ill-advised  entering  into  this  or  that  occupa- 


tion by  an  individual  who  has  a crippled  myocardium 
may  mean  a great  deal,  not  only  to  that  individual 
but  also  to  his  community  economically.  Many  of 
these  patients  land  in  the  city  hospitals  time  after 
time  until  they  are  instructed  regarding  their  range 
of  effort. 

In  the  study  of  all  types  of  patients  the  history 
is  of  great  importance.  We  should  be  interested 
in  the  family  history  and  go  into  it  thoroughly.  I 
think  Dr.  Tuohy  will  find  that  in  many  of  the  pa- 
tients who  manifest  the  symptoms  he  referred  to, 
there  is  the  same  type  of  history  in  the  other  mem- 
bers of  the  family.  This  is  particularly  true  among 
those  who  have  arteriosclerosis.  My  findings  are  in 
harmony  with  those  of  O’Hare,  of  Boston,  who  says 
that  75  per  cent  of  the  patients  with  arteriosclerosis 
give  a family  history  of  this.  He  goes  so  far  as  to 
say  that  we  should  advise  cardiovascular  families 
not  to  intermarry,  for  if  two  families  with  cardio- 
vascular disease  intermarry  they  will  increase  the 
frequency  of  the  appearance  of  the  disease  in  the 
offspring.  I think  this  is  very  important,  not  only 
in  this  group  of  conditions  but  in  many  others. 

I was  much  interested  in  the  use  of  quinidin  sul- 
phate. I have  used  this  particularly  in  patients  who 
are  troubled  with  premature  beats.  In  a patient 
who  is  not  aware  of  this  and  you  find  it  without 
any  other  evidence  of  cardiac  disease  you  do  not 
need  to  consider  therapy,  but  the  patient  who  is 
aware  of  the  premature  beats  and  worries  about 
them  should  have  some  effort  made  to  eliminate 
them,  and  I have  found  that  in  some  cases  a moder- 
ate dose  of  quinidin  sulphate  will  cause  them  to  dis- 
appear entirely,  or  be  greatly  reduced. 

The  question  of  pulsus  alternans  was  brought  up. 
That  is  an  evidence  of  organic  heart  disease  and  is 
very  important  to  bear  in  mind.  I neglected  to  call 
attention  to  this  in  my  part  of  the  symposium,  but 
it  does  occur  in  certain  advanced  types  of  myocar- 
dian  degeneration. 

Dr.  S.  Marx  White  (closing):  Regarding  the  use 
of  morphine,  I omitted  a discussion  of  that  because 
it  is  “carrying  coals  to  Newcastle.”  I will  say, 
however,  that  in  the  acute  cases  morphine  is  one  of 
the  most  valuable  remedies  we  have.  In  the  chronic 
cases  it  is  not  so  necessary.  I have  never  used 
barium  chloride  in  sinus  block,  but  I have  used  it 
in  the'Stokes-Adams  syndrome,  where  with  a par- 
tial or  complete  block  the  patient  may  go  into  at- 
tacks of  asystole.  My  experience  so  far  has  been 
that  about  one-half  of  the  cases  will  receive  some 
benefit,  partial  as  a rule,  for  this  is  prone  to  go  on  in 
spite  of  everything.  In  some  instances  there  is 
neither  apparent  lessening  of  the  severity  of  the 
attacks  nor  of  the  frequency  of  their  appearance. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  November  14,  1928 


The  regular  monthly  meeting  of  the  Minnesota 
Academy  of  Medicine  was  held  at  the  Town  and 
Country  Club  on  Wednesday  evening,  November 
14,  1928,  at  8 p.  m.  Dinner  was  served  at  7 p.  it. 
The  meeting  was  called  to  order  by  the 


President,  Dr.  C.  N.  McCloud.  There  were  36 
members  and  1 visitor  present. 

Minutes  of  the  October  meeting  were  read  and 
approved. 

Dr.  S.  E.  Sweitzer  (Minneapolis)  presented  a 
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patient  with  pellagra,  which  he  had  previously 
treated.  The  patient  had  been  in  the  hospital  in 
July,  1928,  and  was  discharged  as  cured.  Lately 
he  had  started  drinking  about  a quart  of  moon- 
shine a day  and  came  back  with  a relapse  of  the 
disease  as  evidenced  by  the  eruption  on  the 
hands  and  an  extremely  intractable  diarrhea. 

A motion  was  made  that  the  new  Constitution 
and  By-laws  as  reported  on  at  the  previous  meet- 
ing be  adopted  as  a whole.  Motion  seconded 
and  carried. 

The  scientific  program  of  the  evening  con- 
sisted of  the  following: 

Dr.  E.  M.  Hammes  (St.  Paul)  read  a paper 
on  “Delayed  Traumatic  Intracranial  Hemor- 
rhage’’ ( Minnesota  Medicine,  February,  1929). 

DISCUSSION 

Dr.  T.  F.  Corbett  (Minneapolis):  I am  deeply  in- 
terested in  this  subject  because  these  conditions  that 
have  been  referred  to  are  comparatively  common. 
The  statistics  of  the  Coroner  of  Cook  County,  111., 
show  that  a very  large  number  of  deaths  due  to 
head  injuries  were  caused  by  extradural  hemorrhage. 

I can  recall  at  least  twenty  cases  of  extradural  hem- 
orrhage that  all  recovered  after  operation  except 
one  case,  and  due  to  middle  meningeal  rupture.  I 
can  recall  one  case  of  subdural  hemorrhage  from 
the  sigmoid  sinus  where  bleeding  was  slow;  that 
is,  symptoms  became  apparent  after  four  days.  All 
cases  of  middle  meningeal  hemorrhage  have  come 
on  in  a short  time,  from  instantly  to  18  to  20  hours. 
The  diagnostic  points  were  progressive  development 
of  symptoms,  but  in  one  of  the  cases  the  condition 
was  almost  instantaneous  with  no  interval. 

While  these  cases  of  extradural  hemorrhage  are 
comparatively  common,  occasionally  we  get  an  un- 
common one,  and  then  they  are  interesting.  I re- 
call a case  of  pachymeningitis  hemorrhagica  interna. 
This  man  I saw  in  the  hospital.  I did  not  know 
what  was  the  matter  with  him.  He  went  to  Roches- 
ter, and  the  real  condition  was  missed  there.  Two 
lnonths  later  he  came  back  here,  and  we  explored 
him  and  found  a large  pachymeningitis  hemorrhagica 
interna  about  the  size  of  an  egg. 

Two  other  cases  I want  to  take  time  to  mention. 
One  was  a boy  who  was  struck  by  an  automobile. 
He  had  a badly  fractured  femur.  He  was  given 
an  anesthetic,  and  the  fracture  was  reduced.  After 
he  recovered  from  the  anesthetic  he  became  para- 
lyzed on  one  side  of  his  body  and  became  uncon- 
scious. When  I opened  the  skull  there  seemed  to 
be  nothing  outside  of  the  dura,  but  I could  feel  a 
great  deal  of  bulging  so  I went  through  the  dura, 
and  what  I found  there  was  simply  a large  amount 
of  water — about  two  ounces.  We  expected  a bril- 
liant result,  but  the  patient  died.  There  could  not 
possibly  have  been  any  bleeding  as  the  fluid  was 
perfectly  clear.  This  accumulation  of  serous  fluid 
occurred  underneath  the  dura. 

The  other  two  cases  were  deep  hemorrhages. 
One  of  these  I explored  and  found  a blood  cyst, 
which  I drained.  The  other  one  came  on  like  a 
hemorrhage.  Nothing  was  seen  when  I opened  the 


skull.  I went  through  the  dura.  There  was  bulg- 
ing on  the  surface,  1 picked  a hole  in  it,  and  out 
came  blood  and  it  kept  coming.  I thought  I had 
punctured  a large  artery.  Fortunately  the  temporal 
muscle  was  lying  near,  and  I cut  off  a large  piece 
of  that  and  pushed  it  down  into  the  open  artery. 
After  the  operation  he  got  control  of  the  hand  and 
forearm,  but  he  had  a spastic  condition  of  the  upper 
arm  on  that  side. 

We  do  occasionally  in  the  literature  see  cases  of 
extreme  delay  of  symptoms  of  brain  hemorrhage 
following  trauma,  the  symptoms  coming  on  at  a 
late  period,  and  claimed  to  be  a true  hemorrhage 
apparently  coming  on  very  late  after  an  injury. 
The  explanation  Dr.  Hammes  gave  seems  reason- 
able. I have  never  seen  a case  of  traumatically  de- 
layed hemorrhage  that  would  stand  the  test  of  Stad- 
elman’s  Rules.  It  is,  however,  possible  outside  of 
a pachymeningitis  that  such  may  occur,  but  I have 
never  been  able  to  prove  it. 

Dr.  Robert  Earl  (St.  Paul):  One  of  the  patients 
whom  Dr.  Hammes  reported  was  unconscious 
twenty-four  hours  before  the  operation.  Novocain 
with  adrenalin  was  used  locally,  although  these  were 
not  needed.  The  man  was  unconscious  throughout 
the  operation  and  never  regained  consciousness. 
There  was  a large  subdural  blood-clot  with  adhesions 
to  the  dura.  There  was  a considerable  amount 
(about  two  ounces)  of  dark  serous  fluid  in  the  cyst 
ir.  the  center  of  the  blood-clot.  Had  this  been  the 
only  lesion  we  should  have  expected  that  the  man 
would  have  regained  consciousness  while  on  the 
table,  but  he  did  not.  I made  a spinal  puncture 
about  sixteen  hours  after  the  operation  was  com- 
pleted, but  there  was  no  blood  in  the  fluid  with- 
drawn. The  spinal  puncture  was  made  to  assist  in 
determining  whether  or  not  the  patient  had  a sec- 
ondary hemorrhage  which  later  caused  his  death. 

With  reference  to  the  length  of  time  after  a head 
injury  until  the  development  of  symptoms,  I believe 
that  in  the  case  of  injury  to  a small  vessel,  it  may 
be  a matter  of  a few  hours  before  enough  blood 
has  leaked  out  to  cause  pressure  symptoms  or  local- 
izing signs.  Then  we  have  other  cases  in  which  lo- 
calizing signs  and  symptoms  of  intracranial  pres- 
sure do  not  develop  for  weeks,  months,  or  years.  I 
have  operated  on  one  man  who  W£S  kicked  by  a 
horse  and  did  not  develop  intracranial  symptoms 
until  twenty  years  after  the  injury.  At  operation 
I turned  down  a bone  flap,  and  directly  under  the 
scar  I found  a cyst  which  had  formed  in  the  old 
blood-clot,  causing  sufficient  intracranial  pressure 
to  cause  gradually  increasing  hemiplegia  and  coma. 
The  man  regained  consciousness  while  on  the  table 
and  made  a complete  recovery. 

I believe  that  in  considering  delayed  symptoms 
from  hemorrhage,  we  must  think  of  the  develop- 
ment of  a cyst  in  the  blood-clot,  and  that  it  is 
really  the  formation  of  the  cyst  which  causes  in- 
creased intracranial  pressure  sufficient  to  give  late 
symptoms.  In  cases  in  which  the  symptoms  from 
intracranial  hemorrhage  developed  a few  hours  after 
the  injury,  a small  slowly-bleeding  vessel  has  been 
injured. 

Dr.  A.  Schwyzer  (St.  Paul):  From  the  surgeon’s 

standpoint  I want  to  add  a point  or  two.  When  we 
have  a ruptured  meningeal  artery  we  go  at  it  in  the 
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temporal  region  where  it  bifurcates.  If  you  go  in 
there  and  find  nothing  you  may  think  it  might  be  on 
the  other  side,  and  you  may  find  nothing  there  either, 
and  still  it  may  be  an  epidural  hematoma.  I recall 
that  my  former  chief,  Professor  Kroenlein,  had  such 
a case,  which  was  of  great  signficance.  The  hema- 
toma was  far  back  under  the  parietal  bone.  The 
posterior  branch  of  the  middle  meningeal  artery 
had  been  ruptured.  If  it  occurs  that  the  hematoma 
is  far  back,  unless  you  make  a large  flap  or  unless 
you  probe  far  back,  you  are  liable  to  miss  it. 

I want  to  mention  another  observation.  A man 
was  brought  to  the  hospital  unconscious  after  an 
injury  to  his  head  in  the  parietal  region.  He  gradu- 
ally improved  and  left  the  hospital  without  having 
had  an  operation.  He  came  back  about  two  months 
later  and  was  reasonably  well  but  somewhat  quiet. 
That  might  have  been  due  to  his  personality.  He 
was  sent  home  again.  They  brought  him  back  after 
more  than  four  months.  He  was  then  very  sluggish 
in  mentality  and  weak,  and  gradually  became  more 
or  less  unconscious.  We  opened  the  skull  and  found 
a pachymeningitis  hemorrhagica  externa.  We  gath- 
ered up  180  c.c.  (6  ounces)  of  bloody  fluid,  and  in  ad- 
dition perhaps  20 — 30  c.c.  were  spilled.  That  could 
never  occur  unless  the  condition  developed  very 
slowly,  because  the  patient  would  die  from  the 
pressure.  The  cases  which  develop  symptoms  very 
late  after  injury  are  therefore  at  times  due  to  a 
secondary  irritative  condition  which  is  started  by  the 
primary  hematoma. 

Dr.  Emil  S.  Geist  (Minneapolis)  read  a paper 
on  “Loose  Bodies  under  the  Semiluner  Car- 
tilage.” Lantern  slides  were  shown. 

DISCUSSION 

Dr.  Wallace  Cole  (St.  Paul):  I think  these  two 

cases  of  Dr.  Geist’s  are  unique.  I looked  up  the 
literature  myself  on  it  after  he  reported  the  first  case, 
and  I have  been  unable  to  find  anything  in  the  liter- 
ature telling  about  this  special  type  of  free  body. 
The  mechanism  of  locking  is  peculiar.  If  it  is  an 
osteodiastasis,  did  that  body  come  from  beneath  the 
bone,  become  dislodged,  and  gradually  give  rise  to 
symptoms  as  it  grew  larger? 

Dr.  A.  R.  Colvin  (St.  Paul):  Dr.  Geist  said  some- 
thing very  true  during  the  course  of  his  remarks, 
and  that  is  the  tragedy  of  opening  a joint  and  not 
finding  what  you  are  looking  for.  Surgeons  hesi- 
tate to  open  joints,  and  we  ought  to  be  very  thank- 
ful to  Dr.  Geist  for  calling  attention  to  a loose  body 
in  that  vicinity.  I think  we  have  all  opened  joints 
and  not  found  what  we  were  looking  for,  and  I shall 
certainly  look  in  that  particular  place  the  next  time. 

Dr.  F.  E.  Burch  (St.  Paul)  reported  a case, 
with  lantern  slide  illustrations,  of  a plastic  opera- 
tion for  the  correction  of  diplopia. 

A motion  was  carried  that  the  President  ap- 
point a committee  to  draw  up  resolutions  on  the 
death  of  Dr.  Arthur  Sweeney,  an  honorary  mem- 
ber of  the  Academy. 

The  meeting  adjourned. 

Carl  B.  Drake,  M.D. 
Secretary. 


BOOK  NOTICES 


Blood  and  Urine  Chemistry.  By  R.  B.  H.  Grad- 
wohl,  Director  of  the  Gradwohl  Laboratories,  and 
Ida  E.  Gradwohl,  Instructor  in  the  Gradwohl 
School  of  Laboratory  Technic,  St.  Louis,  Mo. 
Octavo  of  542  pages.  117  illustrations  and  4 color 
plates.  Price  $10.00.  St.  Louis,  Mo.:  The  C.  V. 
Mosby  Company,  1928. 

The  present  volume  may  be  considered  a third 
edition  of  Dr.  Gradwold’s  book  on  Blood  and  Urine 
Chemistry.  The  present  volume  has  been  much 
enlarged  and  takes  up  in  detail  various  standard 
methods  in  chemical  analysis. 

Various  colorimeters  are  described  and  methods 
of  procedure  based  upon  the  common  apparatus 
found  in  most  every  laboratory  are  given  in  detail 
so  that  some  method  described  in  this  book  can  be 
followed  without  additional  expense  for  new  appara- 
tus. 

The  book  should  be  of  value  for  various  special- 
ties as  it  discusses  the  surgical  risk,  renal  and  liver 
function,  and  metabolic  disturbances  of  various  kinds. 

In  the  present  volume  the  subject  of  basal  metabo- 
lism is  treated  fully.  Various  kinds  of  apparatus  and 
methods  are  given  including  the  Tissot  and  Douglas 
methods.  Methods  using  the  various  common  port- 
able instruments  are  given  in  detail. 

The  book  includes  all  necessary  tables  for  com- 
puting the  results.  — Floyd  Grave,  M.D. 

New  York  Academy  of  Medicine  Lectures  on  Medi- 
cine and  Surgery.  First  Series,  1927.  Thirty-nine 
illustrations.  Price,  $5.  Paul  B.  Hoeber,  Inc. 
New  York,  1927. 

This  volume  is  composed  of  fifteen  papers  read 
before  the  New  York  Academy  of  Medicine.  The 
subjects  covered  by  the  authors  give  a broad  out- 
look on  the  practice  of  medicine.  Most  of  these 
papers  are  on  subjects  of  interest  to  the  man  doing 
general  practice  and  give  a great  many  practical 
ideas  on  treatment  and  diagnosis  of  the  cases 
covered. 

Although  these  articles  are  long  enough  to  give 
a good  many  details  of  the  subjects  yet  the  non- 
essentials  have  been  left  out,  making  the  reading 
very  interesting  and  instructive.  The  papers  are 
longer  than  those  in  the  medical  magazines,  but  not 
nearly  as  long  as  even  small  volume  monograms 
on  the  respective  subjects. — Adam  M.  Smith,  M.D. 

Calcium  Therapy:  The  Fundamental  Principle  Un- 
derlying Rational  Therapeutics.  By  John  Auldc, 
M.D.,  Philadelphia.  Aulde,  M.D.,  1928. 

This  work  is  a collection  of  papers  evidently  read 
before  different  societies,  extending  over  a period 
of  about  twenty-five  years  to  1926.  The  author 
goes  quite  extensively  into  his  own  theories  of 
metabolism  and  the  influence  of  calcium  thereon. 
He  makes  numerous  statements  and  gives  case  his- 
tories in  support  of  his  views. 

As  a whole  the  book  is  interesting  and  of  some 
value  in  awakening  an  interest  in  the  study  of  cal- 
cium metabolism;  but  it  is  difficult  to  believe  that 
calcium  will  cure  any  and  all  ailments,  from  bed- 
wetting to  hypertension.  — Wm.  W.  Moir,  M.D. 
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KING  GEORGE’S  ILLNESS 

We  have  been  kept  very  interestingly  informed 
about  the  illness  of  the  King  of  England.  His  at- 
tack of  pleuropneumonia  and  the  phases  through 
which  he  passed  seemed  to  indicate  in  the  early 
recital  of  his  case  that  he  would  not  be  able  to 
endure;  but  he  has  gone  on  showing  his  resist- 
ance to  this  death-dealing  disease  even  though 
he  had  little  or  no  cough  and  only  one  small 
patch  of  pleuritic  friction,  a blood  culture  posi- 
tive for  streptococcus  and  an  irritative  state  of 
the  nervous  system  which  produced  profound 
distress  and  a sense  of  illness.  Yet  this  illus- 
trious patient  made  light  of  the  illness  and  con- 
tinued to  work,  thus  adding  to  the  wear  and 
tear  of  the  fever. 

1 oward  the  end  of  the  first  phase  came  an 
accentuation  of  the  pleuritic  friction,  which  ex- 
tended to  the  diaphragm.  The  second  phase  was 
one  of  increasing  toxemia  with  a dusky  appear- 
ance, dry  crackled  tongue,  periods  of  delirium 
and  exhaustion,  in  short  a clinical  picture  re- 
sembling that  of  severe  typhoid  in  the  third  and 
fourth  week,  but  with  the  added  anxiety  of 
dyspnea  and  cyanosis  due  to  strain  on  the  heart. 

With  the  next  phase  came  the  subsiding  of  the 


fever  and  evidence  of  the  localization  of  the  ab- 
scess. The  blood  culture  was  now  negative,  and 
toxemia  was  less  with  the  delirium  subsiding.  A 
few  days  later  the  temperature  rose  rather 
abruptly,  and  on  December  12th  there  was  evi- 
dence at  the  extreme  right  base  of  an  effusion 
which  had  begun  between  the  lung  and  the  dia- 
phragm. He  was  drained  bv  means  of  rib-re- 
section, which  was  performed  under  general 
anesthesia,  gas,  oxygen,  and  ether. 

The  examination  of  the  fluid  from  the  em- 
pyema was  found  to  be  identical  with  the  strep- 
tococcus found  in  the  blood.  To  stimulate  the 
vitality  of  the  tissues  during  the  drainage  period 
a brief  exposure  to  ultraviolet  rays  from  a mer- 
cury lamp  had  been  made  each  day  since  Dec- 
ember 15th.  Since  that  time  King  George  has 
been  steadily  but  slowly  gaining,  and  it  is  now 
expected  that  he  will  practically  recover,  for 
which  all  England  will  rejoice. 

WHY  NOT  WRITE  AN  ARTICLE? 

This  is  a cordial  appeal  to  our  readers  in  the 
various  states  to  write  short  medical  articles 
to  be  printed  in  The  Journal-Lancet.  It  may 
be  only  a report  of  a case.  If  you  men  in  the 
country  would  stop  to  think  for  a minute  you 
would  recall  a few  cases  very  puzzling  and  very 
interesting  that  you  have  had  but  you  have 
never  reported  them.  Why  not  begin  now  and 
write  something  of  your  experiences.  Try  your 
hand  at  the  business.  From  long  experience 
as  editor  of  The  Journal-Lancet  it  proves  to 
be  a great  game  every  two  weeks  to  think  up 
something  to  write  about.  This  matter  has  been 
forming  itself  in  the  editorial  mind  for  some 
time.  If  you  understood  how  important  to 
other  doctors  it  is  to  hear  something  of  your 
experiences  you  would  not  hesitate  to  co-operate 
in  this.  We  are  free  to  say  it  is  very  difficult 
to  get  men  from  the  country  to  write  articles. 
They  appear  to  be  timid  about  it ; they  think 
they  have  nothing  to  write  about,  when  in 
reality  they  have  much.  Reports  that  come  to 
us  in  the  medical  journals  of  cases  reported  in 
medical  societies  prove  extremely  interesting 
both  to  the  editor  and  to  our  readers.  Now,  why 
not  get  into  the  game?  Besides,  you  will  find 
then  that  you  are  known  outside  your  own  lo- 
cality as  having  written  an  article  on  something 
that  was  interesting  to  others.  Sometimes  what 
appear^  a very  simple  thing  is  of  very  great 
importance  to  someone  else  of  the  medical  read- 
ing world,  and  not  infrequently  you  will  find  that 
you  have  a case  that  the  men  in  the  city  ought 
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to  read  and  know  about.  It  will  do  no  harm  to 
try.  You  may  think  you  are  unequal  to  the  task, 
but  you  are  not  if  you  will  fix  your  attention  on 
it  and  take  a reasonable  amount  of  time.  In 
fact,  you  will  find  that  there  is  a certain  pleasure 
attached  to  such  a task.  We  hesitate  to  say  it, 
but  your  attempt  will  result  in  your  learning 
how  to  write  medical  articles. 

Then,  last  of  all,  you  must  consider  the  ad- 
vertising that  it  gives  you  among  your  fellow- 
men.  We  who  are  here  in  the  city  would  like  to 
meet  you  in  person,  but  we  cannot  always  do 
so  in  the  society  meetings.  Don’t  fear  any  crit- 
icism or  comment  except  what  wre  are  all  sub- 
ject to  and  get,  and  remember  much  of  that  is 
favorable.  Don’t  let  the  medical  magazines  be 
comprised  entirely  of  articles  by  men  in  the  cities 
which  appear  to  you  easy  for  someone  else  to 
write.  You  will  be  rewarded  for  your  effort  in 
some  way.  You  will  be  surprised  how  articles 
are  copied,  or  the  essence  of  them,  in  different 
medical  journals,  and  in  that  way  you  are  dis- 
seminating knowledge  and  experience  in  helping 
some  other  man  in  some  distant  place.  The 
editor  recalls  howr  thrilled  he  was  once  by  find- 
ing one  of  his  medical  articles,  which  had  been 
read  before  a meeting  of  combined  societies, 
copied  in  the  London  Lancet — the  last  place  he 
might  have  expected  it  to  be.  They  bad  ab- 
stracted it  and  taken  from  the  article  what  they 
wanted  and  the  author  heard  from  it  in  many 
ways.  He  does  not  think  that  it  brought  him 
any  money,  but  it  brought  him  much  satisfaction. 

Try  your  hand  at  it,  written  or  dictated,  just 
so  it  contains  the  stuff  that  is  interesting  to 
others  in  the  field  of  medicine. 

IS  SYPHILIS  CONTINUOUSLY 
INFECTIOUS? 

This  is  a question  which  troubles  many  doc- 
tors and  many  laymen.  A great  many  have  an 
idea  that  once  syphilized  the  individual  can  com- 
municate it  any  time  or  all  the  time.  It  has  been 
said  by  those  who  have  studied  the  question 
very  carefully  that  the  man  or  woman  who  has 
syphilis  usually  is  immune  from  communicating 
it  after  the  third  or  fifth  year.  That  is  why  we 
so  often  see  successful  marriages  after  the  pa- 
tient has  been  thoroughly  immunized  by  him- 
self, herself,  or  by  nature.  At  least  all  pos- 
sibility of  communicating  the  disease  disappears. 
We  believe  and  hope  that  this  latter  hypothesis 
is  true  except  in  very  rare  instances.  Just  as 
we  believe  there  is  no  such  thing  as  inherited 
syphilis  even  when  the  child  is  born  and  pre- 


sents a syphilitic  impression,  the  cause  of  that 
syphilis  is  due  to  the  fertilization  of  the  ovum 
in  the  body  of  the  uterus  by  the  seed  of  man, 
and  yet  the  wife,  in  this  case,  may  be  at  all 
times  immune  and  does  not  contract  the  disease 
even  with  childbirth.  However,  we  are  rather 
disturbed  by  an  article  which  has  been  com- 
mented on  in  the  International  Medical  Digest 
by  Dr.  Alfred  Cohn,  in  which  he  reports  a 
case  of  latent  syphilis  because  it  is  interesting 
for  its  infectiousness  and  serologic  behavior. 
This  case  was  published  in  the  August,  1928, 
number  of  Deutsche  Medizinische  IVochen- 
schrift.  The  case  referred  to  is  one  of  a young 
girl,  20  years  of  age,  who' showed  evidence  of 
syphilitic  infection  and  was  treated  with  3 gm. 
of  neosalvarsan  and  15  c.c.  of  bismogenol.  Six 
months  later  this  patient  was  examined  by  the 
author  as  she  expected  to  marry  within  the  year. 
Physically  this  examination  showed  subacute 
blepharitis,  but  no  signs  of  syphilis  of  the  skin, 
glands,  or  mucous  membrane.  Serologic  tests 
of  the  blood  proved  negative.  Three  months 
later  the  patient  confessed  to  having  had  inter- 
course with  her  future  husband  and  had  in- 
fected him  by  biting  him  on  the  lower  lip.  The 
man  showed  primary  symptoms  on  the  lower 
lip  with  positive  spirochetes.  Before  infecting 
her  fiance  the  woman  bad  received  2 gm.  of 
neosalvarsan  and  11  c.c.  of  bismogenol.  Clinical 
examination  gave  no  suspicious  results.  The 
Wassermann  reaction  was  negative,  but  the  com- 
plement-binding reaction  with  a Kroo  spiroch- 
tal  antigen  was  repeatedly  strongly  positive 

( 4-  + + + ) 

Nothing  is  said  in  the  article  of  the  spinal 
fluid  findings,  a feature  which  is  relied  upon 
almost  exclusively  here  to  determine  the  pres- 
ence or  absence  of  syphilis.  The  author  goes 
on  to  say  that  this  case  shows  that  in  spite  of 
lack  of  clinical  symptoms,  in  spite  of  the  anti- 
svphilitic  treatment  and  in  spite  of  the  negative 
Wassermann  reaction  the  case  was  still  infec- 
tious. Onlv  the  complement-binding  of  the 
serum  with  the  spirochetal  antigen  was  strongly 
positive. 

This  is  one  of  the  rare  cases  that  are  shown 
to  be  continuously  infectious  or  were  so  up  to 
the  time  of  the  reading  of  the  report.  What 
might  have  been  shown  by  a spinal  fluid  analysis 
and  a treatment  in  accordance  with  the  findings 
might  have  been  a different  story. 

With  this  in  mind  we  are  still  of  the  opinion 
that  these  syphilitic  infections  are  not  contin- 
uously infectious  except  as  recorded  in  a rare 
instance,  and  no  one  would  accuse  a German 
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of  failing  to  examine  his  patient  thoroughly, 
blood  and  spinal  fluid  Wassermann.  If  he  fails 
to  find  anything  resulting  the  case  may  be  con- 
sidered cured,  but  when  he  finds  any  evidence 
of  specific  infection  the  case  should  be  very 
carefully  guarded  and  frequently  treated. 


DR.  CHARLES  LYMAN  GREENE 

We  regret  to  record  the  death  of  Dr.  Charles 
Lyman  Greene  who  has  been  so  prominent  and 
successful  in  St.  Paul  for  many  years. 

We  quote  the  following  from  the  St.  Paul 
Pioneer  Press  of  Saturday,  January  19,  1929: 

Dr.  Charles  Lyman  Greene,  66  years  old,  a prac- 
ticing physician  in  St.  Paul  for  more  than  a quarter 
of  a century,  died  at  12:10  a.  m.  to-day  at  his  home, 
11  Summit  Court.  He  served  in  the  U.  S.  Army 
Medical  corps  in  the  World  war. 

Although  in  failing  health  for  the  past  year,  Dr. 
Greene  maintained  an  office  at  914  Lowry  Medical 
Arts  Building  and  continued  his  practice.  He  is 
survived  by  two  daughters. 

Dr.  Greene  was  born  at  Gray,  Maine,  September 
21,  1862.  He  attended  the  University  of  Michigan 
and  then  transferred  to  the  University  of  Minnesota, 
where  he  was  graduated  in  the  medical  course  in 
1890.  He  took  postgraduate  work  in  hospitals  at 
London,  Paris,  Berne  and  Heidelberg. 

Returning  to  St.  Paul,  Dr.  Greene  served  as  an 
interne  at  the  City  Hospital  and  St.  Joseph’s.  Oc- 
tober 6,  1886,  he  was  married  to  Miss  Jessie  Rice, 
member  of  a prominent  St.  Paul  family.  Later  he 
was  appointed  professor  of  the  theory  and  practice 
of  medicine  in  the  Medical  department  of  the  Uni- 
versity of  Minnesota.  He  was  former  president  of 
the  National  Association  of  Life  Insurance  Exam- 
iners and  a member  of  the  Minnesota  Board  of 
Health.  Several  books  on  health  and  medical  diag- 
nosis were  written  by  Dr.  Greene. 

It  had  been  known  for  some  time  that  Dr. 
Greene  had  a bad  heart,  but  it  was  not  realized 
that  the  end  was  so  near. 

Mrs.  Alfred  Schweppe,  of  Seattle,  and  Mrs. 
Frederick  Ritzinger,  of  St.  Paul,  are  the  sur- 
viving daughters  of  Dr.  Greene. 

The  writer  remembers  Dr.  Greene  very  vividly 
over  a period  of  many  years.  During  the  time 
when  the  University  Medical  School  occupied 
the  old  Asbury  Hospital  Building  Dr.  Greene  oc- 
cupied a front  row  seat  at  his  lectures,  and  the 
writer  recalls  him  as  a very  bright  student  and 
a very  competent  medical  man. 

Dr.  Greene  will  long  be  remembered  by  his 
students  as  a very  interesting  lecturer  when  he 
later  occupied  the  position  of  Professor  of  Ap- 
plied Anatomy  at  the  University  of  Minnesota 
from  1894-1897. 


MISCELLLANY 


THE  OUTSTANDING  SCIENTIFIC  MEDICAL 
DISCOVERY  OF  1928 

For  his  work  in  an  investigation  of  the  ductless 
glands  and  particularly  in  his  isolation  of  pituitary 
hormones,  Dr.  Oliver  Kamm,  director  of  chemical 
research  of  Parke,  Davis  & Company,  manufactur- 
ing chemists,  has  been  awarded  the  $1,000  prize  by 
the  American  Association  for  the  Advancement  of 
Science  for  the  “most  noteworthy  contribution  to 
science  presented  at  the  annual  meeting.” 

Some  2,000  scientists  delivered  addresses  at  this 
meeting,  which  was  held  in  New  York.  The  award 
was  announced  on  January  2,  by  Dr.  Henry  Fair- 
field  Osborn,  president  of  the  Association. 

The  isolation  of  two  hormones  from  the  posterior 
lobe  of  the  pituitary  gland,  as  revealed  by  Dr. 
Kamm,  is  held  by  chemical  scientists  to  be  equal 
in  importance  to  the  isolation  of  insulin  and  the 
discovery  of  adrenalin. 

Dr.  Kamm  isolated  the  alpha  and  beta  hormones 
of  the  posterior  pituitary  after  twelve  years  work  in 
the  Parke-Davis  Research  Laboratories.  This,  in- 
cidentally, is  the  first  time  that  anyone  has  demon- 
strated that  one  gland  might  contain  more  than  one 
hormone. 

The  alpha  hormone  is  the  so-called  oxytocic 
principle.  The  beta  hormone  is  the  blood-pressure- 
raising  principle.  Dr.  Kamm  also  showed  definitely 
that  the  beta  hormone  has  the  power  of  controlling 
the  excessive  output  of  water.  His  paper  before 
the  American  Association  for  the  Advancement  of 
Science  showed  that  it  has  been  a mistake  to  refer 
to  the  so-called  “renal  activity”  of  pituitary  extracts. 

The  beta  hormone  does  not  act  upon  the  kidneys, 
but  controls  the  utilization  of  water  by  the  individual 
tissues  of  the  body. 

The  usefulness  of  this  beta  hormone  is  now 
under  investigation  in  diseases  characterized  by  ex- 
cessive loss  of  water,  such  as  diabetes  insipidus, 
burns,  cholera,  other  infectious  diseases,  and  sur- 
gical shock. 

Dr.  Kamm  points  out  in  his  prize-winning  paper 
that  much  depends  upon  the  ability  of  the  body 
tissues  to  retain  and  utilize  water.  He  said: 

“The  dangerous  symptoms  following  surgical  an- 
esthesia are  due  mainly  to  the  dehydration  of  tis- 
sues, and  the  use  of  beta  hormone  prevents  such 
desiccation. 

“Following  extensive  body  burns,  it  has  been 
thought  that  death  results  from  the  absorption  of 
toxins.  According  to  the  newer  view,  however,  it 
may  be  the  result  of  the  desiccation  of  the  body 
tissues.  In  such  cases,  if  this  were  proved  true, 
the  use  of  a drug  like  the  beta  hormone  might  pos- 
sibly save  life  by  favoring  the  retention  of  water  in 
the  tissues.  It  is  conceivable  that  something  quite 
startling  might  flow  from  this  idea  in  cases  of  seri- 
ous burns. 

“Water-intoxication,  with  its  alarming  symptoms 
leading  even  to  unconsciousness,  is  very  rare.  The 
other  extreme,  that  of  water-poverty,  is  rather  more 
common,  and  is  characterized  by  extreme  thirst  and 
excessive  elimination  of  water.  This  condition, 
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known  clinically  as  diabetes  insipidus,  is  relieved,  at 
least  temporarily,  by  pituitary  extract,  and  it  has 
just  been  found  that  the  beta  hormone  possesses 
this  remarkable  action. 

“Although  other  factors  are  also  involved,  it  ap- 
pears that  proper  hydration  is  needed  for  the  growth 
of  tissues.  In  this  respect,  few  of  us  are  absolutely 
normal.  We  find  that  some  individuals  are  ex- 
tremely sensitive  to  the  action  of  the  beta  hormone 
— they  are  the  ‘physiological  wets;’  while  others 
readily  return  to  normal  after  administration  of  the 
hormone — they  are  the  ‘physiological  drys.’ 

“It  has  just  been  observed  that  the  fleshy  type  of 
individual  is  almost  invariably  of  the  wet  type, 
whereas  the  slender,  scrawny  person  is  usually  a 
dry.  The  suggestion  is  therefore  made  that  we  have 
here  possibly  one  of  the  important  explanations  as 
to  why  the  former  is  fleshy  and  why  the  latter  fails 
to  gain  weight  readily  in  spite  of  an  excessive  in- 
take of  food  and  water.  It  is  apparent  that  the 
portly  person  who  is  desirous  of  reducing  must  cut 
down  on  his  liquid  intake,  as  well  as  on  his  intake 
of  solid  food.  As  for  the  scrawny  person,  gland 
therapy  may  possibly  be  indicated,  but  here  the 
work  still  is  in  the  investigative  stage  and  con- 
clusions cannot  be  drawn. 

“Only  a very  few  grams  of  highly  purified  alpha 
and  beta  hormones  are  as  yet  available.  Commer- 
cially they  are  known  as  pitocin  and  pitressin,  re- 
spectively. Although  the  Parke-Davis  Research 
Laboratories  use  the  methods  of  micro-analysis,  a 
single  laboratory  experiment  requires  the  pituitary 
glands  of  50,000  cattle.’’ 

In  prefacing  his  address,  Dr.  Kamm  told  the 
American  Association  for  the  Advancement  of 
Science,  that, 

“Man  is  on  the  threshold  of  a great  chemical  era. 
As  the  number  of  products  derived  directly  from 
nature  is  decreasing,  the  field  of  synthetic  possibili- 
ties is  continually  increasing,  and  as  a result  the 
possibility  of  producing  new  or  related  drugs  will 
continually  increase.” 


NEWS  ITEMS 


Dr.  E.  Kellogg  has  moved  from  Madison,  S. 
D.,  to  San  Pedro,  Calif. 

Dr.  Douglas  Ormond  has  moved  from  Jackson, 
Minn.,  to  Waconia,  Minn. 

Dr.  J.  A.  Watson,  of  Minneapolis,  has  gone 
to  Florida  to  spend  several  weeks. 

Dr.  S.  H.  Stuurmans  has  moved  from 
Erskine,  Minn.,  to  Hull,  Iowa. 

Dr.  Roger  G.  Hassett  has  moved  from  Bird 
Island,  Minn.,  to  Mankato,  Minn. 

Of  the  5,478  babies  born  in  St.  Paul  in  1927, 
79.2  per  cent,  or  4,343,  were  born  in  hospitals. 

Dr.  H.  L.  Staples,  of  Minneapolis,  has  gone 
to  California  for  the  remainder  of  the  winter. 


Dr.  J.  C.  Canan,  of  Deerfield,  Wis.,  has  joined 
the  staff  of  the  Homestake  Hospital  at  Lead, 
S.  D. 

Dr.  P.  E.  Hermanson  has  sold  his  practice  at 
Ivanhoe,  Minn.,  to  Dr.  Wm.  Yaeger,  of  Revillo, 
S.  D. 

McHenry  County,  North  Dakota,  is  to  have 
a county  school  nurse,  whose  work  will  begin 
in  the  spring. 

Dr.  Carl  M.  Oberg,  of  Minneapolis,  with  his 
wife  and  daughter,  has  returned  from  a five 
months  trip  to  Europe. 

The  decrease  in  the  number  of  mental  cases 
admitted  to  the  state  hospitals  for  such  cases,  in 
Minnesota,  is  very  gratifying. 

Dr.  Charles  Lyman  Greene,  of  St.  Paul,  died 
last  month.  Further  notice  of  his  life  and  work 
will  be  found  on  another  page. 

Dr.  F.  W.  Minty,  of  Rapid  City,  S.  D.,  is  a 
licensed  and  expert  airplane  pilot,  and  frequently 
makes  emergency  calls  in  his  plane. 

Silver  Bow  (Butte)  County  of  Montana, 
pays  its  physician  for  the  care  of  its  poor  $300 
each.  The  lowest  bidder  got  the  job. 

The  Riverview  Tuberculosis  Sanatorium  at 
Hawthorn,  Wis.,  (near  Duluth)  with  a capac- 
ity of  forty  patients,  opened  recently. 

Dr.  L.  W.  Franchere,  of  Lake  Crystal,  Minn., 
has  discontinued  his  hospital  in  that  place.  A 
community  hospital  may  be  opened  there. 

Dr.  G.  A.  Stevenson,  of  Albert  Lea,  who  re- 
cently announced  his  intention  to  go  elsewhere 
to  practice,  has  decided  to  remain  in  Albert  Lea. 

Dr.  S.  T.  Lindsay,  pathologist  of  the  Murray 
Hospital,  Butte,  Mont.,  for  the  past  five  years, 
has  accepted  a like  position  in  Rochester,  N.  Y. 

Dr.  J.  C.  Farrell,  formerly  of  Arlington, 
Minn.,  has  gone  to  Europe.  / Dr.  Farrell  will 
spend  a year  in  the  hospitals  of  London  and  Vi- 
enna. 

The  inadequacy  of  girls’  clothing  in  this  cli- 
mate is  attracting  wide  attention  from  physicians 
of  the  Northwest,  especially  from  men  engaged 
in  tuberculosis  work. 

Dr.  Theodor  Bratrud,  of  Warren,  presented 
a paper  on  “Cancer  of  the  Large  Bowel,”  at  the 
annual  meeting  of  the  Red  River  Valley  Medi- 
cal Society  of  Minnesota. 

Dr.  F.  W.  Metcalf,  of  Fulda,  Minn.,  died  on 
January  7,  at  the  age  of  53.  Dr.  Metcalf  was 
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a graduate  of  Rush,  class  of  ’06,  and  came  to 
Minnesota  soon  after  graduation. 

The  State  Health  Department  of  North  Da- 
kota is  doing  effective  work  in  preventing  com- 
municable diseases,  for  which  an  emergency 
fund  of  $500  was  given  the  department. 

Lieutenant  H.  A.  Noreen,  for  the  past  two 
years  medical  officer  of  the  U.  S.  Navy  recruit- 
ing service  for  Minnesota  and  North  Dakota, 
has  been  transferred  to  the  Pacific  Coast. 

The  addition  to  the  Mineral  Springs  Sani- 
tarium at  Cannon  Falls,  Minn.,  upon  which  bids 
have  been  asked,  will  be  130  by  70  feet  in  length 
and  breadth,  and  two  or  three  stories  high. 

The  new  U.  S.  Veterans’  Hospital  at  Fargo, 
N.  D.,  will  be  open  on  the  15th  of  February.  Its 
capacity  is  75  beds.  Tuberculous  cases  will  not 
be  received,  but  will  be  sent  to  Fort  Snelling. 

Dr.  A.  L.  Haynes,  who  has  been  junior  phy- 
sician at  the  State  School  for  Feeble-Minded  at 
Faribault,  Minn.,  for  several  years,  has  been  pro- 
moted to  be  senior  physician  at  the  institution. 

Dr.  Robert  G.  Stevenson,  of  Albert  Lea, 
Minn.,  died  last  month  at  the  age  of  49.  Dr. 
Stevenson  was  a graduate  of  Northwestern, 
class  of  ’06.  He  was  born  in  Minnesota,  and 
passed  his  entire  life  in  the  state. 

Dr.  Archa  F.  Wilcox,  of  Minneapolis,  was 
elected  chief  of  staff  of  the  Fitel  Hospital  last 
month.  Other  officers  elected  were,  first  vice- 
president,  Dr.  C.  N.  Spratt ; second  vice-presi- 
dent, Dr.  F.  R.  Hirschfield ; secretary-treasurer, 
Dr.  George  D.  Fitel. 

The  Camp  Release  District  Medical  Associa- 
tion of  Minnesota  elected  the  following  officers 
at  its  annual  meeting  held  in  December;  Presi- 
dent, Dr.  A.  A.  Passer  (re-elected)  ; vice-presi- 
dent, Dr.  M.  A.  Burns;  secretary-treasurer,  Dr.. 
L.  J.  Holmberg,  Canby. 

The  Tri-County  Medical  Society  of  North  Da- 
kota held  its  annual  meeting  last  month  at  Car- 
rington, when  the  following  officers  were  elected 
for  the  current  year:  President,  Dr.  A.  F. 
Westervelt,  Bowden  ; vice-president.  Dr.  D.  H. 
McKeague,  Maddock ; secretary,  Dr.  A.  F. 
Hammagren,  Harvey. 

Dr.  R.  A.  Scott  of  Detroit  Lakes,  Minn.,  was 
elected  president  of  the  Clay-Becker  Society  at 
its  annual  meeting;  Dr.  C.  W.  Simison,  of  Haw- 
ley, was  elected  vice-president ; Dr.  J.  H.  Heimark 
was  re-elected  secretary-treasurer;  and  Dr.  L. 


H.  Rutledge,  of  Detroit  Lakes,  was  elected  dele- 
gate to  the  State  Association. 

Dr.  James  K.  Anderson,  who  has  been  Super- 
intendent of  Sunnyrest  Sanatorium  at  Crookston, 
Minn.,  for  the  past  three  years  has  become  as- 
sociated in  private  practice  with  Dr.  W.  A. 
Fansler,  of  this  city.  Dr.  Anderson  will  spend 
two  or  three  months  in  the  East  in  special  study 
before  beginning  work  in  Minneapolis. 

The  Professional  Men’s  Club  of  Minneapolis 
passed  a resolution  at  its  January  meeting  asking 
an  addition  to  the  General  (City)  Hospital  for 
a psychiatric  ward  to  cost  not  less  than  $250,000. 
The  resolution  was  drawn  by  a committee  of 
the  Club  consisting  of  Drs.  A.  E.  Benjamin  and 
J.  C.  Michael,  and  a prominent  attorney,  H.  V. 
Mercer. 

At  the  annual  meeting  of  the  Mounds  Park 
Sanitarium  and  Midway  Hospital  of  St.  Paul 
last  month,  Dr.  Robert  Earl  was  re-elected  chair- 
man of  the  Board  of  Directors,  and  Dr.  George 
Earl  was  elected  president.  Dr.  Robert  Earl 
was  elected  chairman  for  the  twenty-fifth  time. 
The  two  institutions  are  conducted  by  the  Bap- 
tists of  the  Northwest. 

At  the  annual  meeting  of  the  Sioux  Falls 
Medical  Society  of  South  Dakota,  held  in  De- 
cember, the  following  officers  were  elected : 
President,  Dr.  A.  S.  Rider,  Flandreau  ; vice-presi- 
dent, Dr.  L.  J.  Pankow,  Sioux  Falls ; secretary- 
treasurer,  Dr.  C.  W.  Foreberg,  Sioux  Falls ; 
delegates  to  the  State  Association,  Drs.  J.  D. 
Gregg,  A.  S.  Rider,  and  E.  E.  Stephenson ; cen- 
sor, Dr.  C.  F.  Culver,  Sioux  Falls.  Dr.  W.  H. 
Condit,  of  Minneapolis,  presented  a paper,  and 
the  subject  of  basic  science  law  was  discussed. 

Dr.  John  A.  Lyng  has  returned  to  Minneapo- 
lis from  a year  and  a half  spent  in  European 
travel  where  he  met  many  of  the  celebrities  in 
his  line  of  surgery  and  internal  medicine.  He 
is  pleased  to  return  to  Minneapolis  and  resume 
his  practice,  which  will  probably  be  limited  to 
consultation  work.  However,  he  has  had  a de- 
lightful experience  abroad,  and  we  shall  be 
pleased  to  hear  more  in  detail  from  him  when 
he  is  ready  to  tell  us  of  his  experiences.  We  are 
glad  to  welcome  him  back  to  Minneapolis  as  one 
of  our  bright  surgeons  and  a man  of  culture  and 
refinement. 

With  the  leasing  of  the  entire  19th  floor  of 
the  new  Medical  Arts  Building,  in  Minneapolis, 
by  the  Hennepin  County  Medical  Society,  mem- 
bers of  the  body  will  have  quarters  in  the  fourth 
largest  medical  building  in  the  United  States. 
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Space  will  he  available  for  250  physicians  and 
100  dentists.  It  is  expected  that  the  building 
will  be  ready  for  occupancy  July  1.  The  Medi- 
cal Society  quarters  will  be  19  lloors  above  the 
noise  and  confusion  of  the  street,  and  will  in- 
clude an  auditorium  with  seating  capacity  for 
600,  to  be  equipped  with  complete  facilities  for 
medical  lectures,  meetings,  exhibition  of  lantern 
slides  and  motion  pictures.  There  will  also  be 
a library  on  this  door,  with  more  than  double 
any  space  available  previously.  Lounging  and 
reading  rooms  with  reading  rooms  facing  an 
open  air  terrace  overlooking  the  entire  city  will 
be  provided  for  the  occupants  of  the  building. 
Individual  cubicles  will  be  available  for  persons 
wishing  to  do  special  study,  and  committee  mem- 
bers will  have  a central  meeting  place  where  rec- 
ords and  secretarial  help  will  be  at  hand.  The 
lounge  will  provide  a congenial  meeting  place 
for  physicians,  and  will  be  furnished  with  a 
large  fireplace,  rugs,  comfortable  chairs,  pic- 
tures, lamps  and  tables.  Entertainment  of 
friends  will  be  made  possible  also  in  the  lounge. 
In  addition  to  other  facilities  for  this  medical 
center,  ample  kitchen  quarters  will  be  available 
for  serving  meals. 


Mid-Winter  Meeting  of  the  Sioux  Valley  Medical 
Association 

The  thirty-fourth  winter  meeting  of  the  Sioux 
Valley  Medical  Association  was  held  at  Sioux  City, 
Iowa,  on  January  22  and  23  and  was  the  most  largely 
attended  meeting  in  the  history  of  the  society. 
There  has  never  been  such  keen  interest  manifested 
in  the  meetings  heretofore,  and  there  was  also  noted 
a large  number  of  applications  for  new  membership. 

The  banquet  was  held  Tuesday  evening,  and  was 
in  the  Martin  Hotel  and  was  very  largely  attended 
by  the  members  and  their  wives. 

Dr.  Wm.  Jepson  served  as  toastmaster  and  Dr. 
Henry  S.  Houghton,  Dean  of  the  College  of  Medi- 
cine at  the  State  University  of  Iowa,  made  an  ad- 
dress on  the  modern  trends  of  medical  education. 

Other  talks  were  made  by  Dr.  H.  O.  McPheeters, 
Dr.  A.  M.  Forster,  Dr.  J.  B.  Nafsger,  newly  elected 
president  of  the  eye  and  ear  academy.  Dr.  John  H. 
Peck,  president-elect  of  the  Iowa  State  Medical  As- 
sociation, Dr.  F.  C.  Wheat  and  Dr.  C.  P.  Dolan,  of 
\\  orthington,  Minn.,  who  made  his  inaugural  ad- 
dress as  president  of  the  Association. 

The  morning  sessions  were  given  over  to  clinics 
for  the  actual  demonstration  of  patients.  Dr.  H.  O. 
McPheeters,  of  Minneapolis,  each  morning,  gave 
the  clinic  demonstrating  his  technic  for  the  injec- 
tion treatment  of  varicose  veins.  His  clinics  at- 
tracted unusual  attention  and  were  attended  by  ca- 
pacity crowds.  A tuberculosis  clinic  was  given  by 
Dr.  Forster  and  a medical  clinic  by  Dr.  Chas  A. 
Elliot.  Both  were  of  a very  high  order. 

The  rest  of  the  program  went  off  according  to 
schedule  with  the  exception  of  Dr.  Henry  F.  Helm- 


holz,  who  was  unable  to  reach  the  meeting  on  ac- 
count of  a severe  blizzard  tying  up  the  train  serv- 
ice. 

The  next  meeting  will  be  held  in  Sioux  Falls,  S. 

D. ,  which  will  be  a one  day  session  next  summer, 
the  date  yet  to  be  set. 

The  annual  election  of  officers  is  held  at  that  time. 

At  the  banquet  Dr.  W.  R.  Brock,  of  Sheldon, 
Iowa,  paid  a glowing  tribute  to  the  memory  of  Dr. 
C.  E.  McCauley,  of  Aberdeen,  S.  D.,  who  passed 
away  in  November,  1928.  Dr.  McCauley  was  a past- 
president  and  a very  staunch  and  active  member  of 
the  Sioux  Valley  Medical  Association. 

At  the  brief  business  meeting  held  Wednesday 
afternoon,  Dr.  R.  F.  Bellaire,  of  Sioux  City,  Iowa, 
offered  a resolution  which  was  unanimously  carried 
and  which  expressed  to  Mrs.  McCauley  the  deep  loss 
the  Association  felt  in  the  death  of  her  husband. 

J.  H.  Henkin,  M.D. 

Secretary. 

Annual  Meeting  of  the  Grand  Forks  District  Society 
of  North  Dakota 

The  Grand  Forks  District  Medical  Society  held 
its  annual  meeting  Wednesday  evening  at  Hotel 
Frederick,  Grand  Forks,  N.  D.  After  a banquet  a 
paper  was  given  by  Dr.  J.  Grassick,  on  “Twenty 
Years  of  Tuberculosis  Control,”  which  was  well 
received  and  discussed  by  every  one  present.  The 
reports  of  the  secretary  and  treasurer  were  read  and 
showed  the  society  to  be  a live  and  going  concern 
with  a good  balance  in  the  treasury  and  bright  pros- 
pects for  the  future.  The  retiring  president,  Dr.  H. 

E.  Hetherington,  who  had  held  the  office  for  two 
successive  terms,  was  given  a vote  of  thanks  for 
his  efforts  to  make  the  Society  a real  worth-while 
institution.  The  retiring  secretary,  Dr.  H.  D.  Ben- 
well,  and  the  treasurer,  Dr.  H.  W.  L.  Law,  were 
also  complimented  for  efficient  discharge  of  their 
several  duties. 

The  following  officers  for  the  ensuing  year  were 
duly  elected: 

President,  Dr.  H.  D.  Renwell,  Grand  Forks. 

Vice-President,  Dr.  C.  R.  Tompkins,  Grafton. 

Secretary,  Dr.  W.  A.  Liebeler,  Grand  Forks. 

Treasurer,  Dr.  M.  B.  Rudd,  Grand  Forks. 

Dr.  T.  Mulligan  was  elected  to  succeed  himself 
as  a member  of  the  Board  of  Censors;  while  Dr. 
Geo.  W.  Glaspel,  of  Grafton,  and  Dr.  J.  H.  Moore, 
of  Grand  Forks,  were  elected  as  delegates  to  the 
State  Medical  Association.  Dr.  G.  J.  Gislason  and 
Dr.  J.  Grassick,  of  Grand  Forks,  were  appointed  an 
auditing  committee  for  the  ensuing  year. 

The  Aberdeen  District  Medical  Society  of 
South  Dakota 

The  annual  meeting  and  banquet  of  the  Aberdeen 
District  Medical  Society,  of  South  Dakota,  was  held 
on  Tuesday  evening,  January  15,  at  the  Alonzo  Ward 
Hotel  with  over  forty  members  and  guests  present. 
After  the  banquet  the  following  program  was  pre- 
sented: 

1.  “The  Credit  Bureau  of  the  Aberdeen  Chamber 
of  Commerce.”  Mr.  A.  G.  Zick,  Aberdeen. 

2.  “Obstructive  Jaundice:  Diagnosis,  Treatment, 

and  Results  of  Treatment.”  Dr.  Waltman 
Walters,  Mayo  Clinic,  Rochester,  Minn. 
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3.  Presidential  Address:  “Modern  Medicine.”  Dr. 
J.  E.  Dunn,  Groton. 

The  following  officers  were  elected  for  1929. 
President,  Dr.  C.  G.  Lundquist,  Leola;  vice-presi- 
dent, Dr.  R.  D.  Wilson,  Aberdeen  (re-elected);  sec- 
retary-treasurer, Dr.  R.  G.  Mayer,  Aberdeen  (re- 
elected); censor,  Dr.  F.  Krausharr  (re-elected);  dele- 
gates, Dr.  J.  E.  Dunn,  Groton,  and  Dr.  R.  G.  Mayer, 
Aberdeen;  alternate  delegates,  Dr.  E.  A.  Pittenger, 
Aberdeen,  and  Dr.  J.  E.  Burner,  Frederick. 

R.  G.  Mayer,  M.D.,  Secretary-Treasurer 


For  Sale 

One  Mercury  Vapor  Quartz  High  Frequency 
Electrode  for  Urethral  or  Cervical  work.  Used  four 
or  five  times.  Cost  $32.50,  will  sell  for  $20.00.  Ad- 
dress Dr.  F.  A.  Northrup,  Pierre,  S.  D. 

Specialist  Wanted 

In  eye,  ear,  nose  and  throat  work  to  join  a group 
of  physicians  and  dentists  in  a growing  industrial 
Minnesota  community  of  15,000  population.  Initial 
salary  guaranteed  to  experienced  man.  Address 
565,  care  of  this  office. 

Wanted — Location 

Capable  young  surgeon  desires  assistantship  or 
group.  Some  general  work  not  objectionable. 
Good  urological  training.  Graduate  A-l  medical 
school.  Would  consider  long  locum  tenens.  Avail- 
able immediately.  Address  567,  care  of  this  office. 

Location  Wanted 

A location  or  position  by  a high-class,  ethical, 
and  experienced  dentist  with  a Twin  City  following, 
to  be  associated  with  a reputable  physician  or  den- 
tist in  Minneapolis  between  now  and  May  1,  1929. 
Address  Dr.  Dudley  Stockwell,  430  Century  Bldg., 
Milwaukee,  Wis. 

Position  Wanted 

A Northwestern  University  graduate  with  one 
year  surgical  internship,  nine  years  general  count- 
try  practice  and  minor  surgery  experience  would 
like  a position  in  Minnesota  as  assistant  or  partner 
with  a busy  surgeon.  Address  568,  care  of  this  office. 

Assistant  Wanted 

To  begin  work  as  soon  as  possible  by  a general 
practitioner,  owner,  and  manager  of  a private  hos- 
pital in  a Minnesota  County-seat  town  of  4,500. 
Good  railroad  facilities.  Must  be  able  to  do  some 
surgery.  Address  555,  care  of  this  office. 


Practice  for  Sale  in  South  Dakota 

Investment  not  over  $300.00;  business  of  $6,000; 
collections  80  per  cent  in  1928.  Communicate  at 
once  with  Dr.  W.  W.  Yaeger,  Revillo,  South  Dakota. 

Tuberculosis  Sanatorium  for  Sale  in  Arizona 

Eighteen  fully  equipped  cottages.  Large  kitchen, 
dining  room,  basement,  recreation  room,  and  lava- 
tory. Price  $7,000,  small  down  payment,  balance 
by  agreement.  Population  of  Mayer  1,000.  Nearest 
physician  at  Prescott,  thirty-two  miles  to  the 
northwest,  Jerome,  thirty-five  miles  to  the  north- 
east, Phoenix,  eighty  miles  to  the  south.  Inter- 
ested parties  write  to  M.  M.  Sheppler,  Mayer, 

Arizona. 

Assistant  Physician  Wanted 

For  general  practice  and  hospital  work  in  a good 
Minnesota  town  and  prosperous  community  (35-bed 
hospital).  Prefer  a man  who  has  done  general 

practice  for  one  or  two  years  and  is  looking  for  a 
permanent  location.  No  preference  as  to  nation- 

ality or  religion.  Must  be  a man  of  good  habits 
and  willing  to  work  and  have  good  references.  Will 
pay  a fair  salary.  Work  to  begin  May  1.  Address 
563,  care  of  this  office. 

Location  Wanted 

Wanted  a location  without  competition,  by  a 
German-speaking  physician,  at  present  in  practice 
in  South  Dakota.  Will  consider  South  Dakota  and 
North  Dakota  locations  only.  Address  556,  care  of 
this  office. 

For  Sale 

Newr,  latest,  Model  V,  Fischer  diathermy  machine 
with  accessories  for  all  work.  This  is  not  a portable. 
It  is  new  and  has  never  been  used.  A bargain  as 
I have  retired  from  the  practice  of  medicine.  Ad- 
dress Dr.  Frank  C.  Titzell,  Iowa  City,  Iowa. 

Assistant  Wanted 

A Minneapolis  surgeon  who  limits  his  practice  to 
one  of  the  special  branches  of  surgery  desires  a 
Protestant  assistant  for  permanent  association.  Must 
be  under  38  years  old  (no  cigarette  smoker).  Knowl- 
edge of  German  language  preferable.  I am  willing 
to  teach  small  town  or  country  doctor  who  wishes 
to  specialize.  He  must  be  a student  and  worker. 
Give  personal  description  of  yourself  when  answer- 
ing this  ad,  stating  salary  wanted  for  first  three  years 
while  learning  the  work.  Address  560,  care  of  this 
office.  j fij 


PHYSICIANS  LICENSED  IN  NORTH  DAKOTA,  JANUARY  4,  1929 

Name  College  Year  of  Graduation  Location 

Angus  R.  McPherson Univ.  of  Manitoba,  1928 Buffalo,  N.  D. 

Raymond  B.  Allen Univ.  of  Minnesota,  1928 Minot,  N D. 

Vernon  B.  Dowler Univ.  of  Toronto,  1919 Minot,  N.  D. 

Leslie  F.  Nelson Univ.  of  Minnesota,  1928..— Bottineau,  N.  D. 

Earl  E.  Kidder Univ.,  Northwestern,  1923 

Ronald  P.  Carter Univ.,  Rush,  1928 Warwick,  N.  D. 

Archie  E.  McGregor — Univ.  of  Manitoba,  1928 — Flaxton,  N.  D. 

Selic  Moske Univ.  Geneva,  1923 New  England,  N.  D. 

Richard  L.  Bower Univ.,  Northwestern,  1920 Fargo,  N.  D. 

Garnett  S.  Sieffert Univ.,  Northwestern,  1926 Mohall,  N.  D. 

Twelve  candidates  took  the  examination;  ten  were  granted  licenses. 
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INFANT  FEEDING  AND  SOME  OF  ITS  FALLACIES* 


By  Walter  R.  Ramsey,  M.D. 

Assistant  Professor  of  Pediatrics,  University  of  Minnesota;  Director  of  Children's  Hospital  of  St.  Paul 

ST.  PAUL,  MINNESOTA 


There  is  no  doubt  that,  from  a biological  as 
well  as  from  the  point  of  view  of  a lessened 
morbidity  and  mortality  to  the  infant,  every  moth- 
er should  nurse  her  baby,  at  least  for  the  first  few 
months.  It  is  generally  conceded  that  the  mor- 
tality in  breast-fed  infants  is  only  from  one-tenth 
to  one-sixth  as  great  as  it  is  in  those  fed  arti- 
ficially. 

In  spite  of  this  and  the  fact  that  among  ani- 
mals it  rarely  happens  that  a mother  cannot 
suckle  her  young,  there  are  among  human  moth- 
ers in  all  classes  of  society  numerous  failures  in 
breast  feeding.  To  what  can  these  frequent  fail- 
ures be  attributed?  Is  it  due  to  the  mother?  Is 
it  due  to  the  infant,  or  is  the  failure  due  to  the 
physician  and  others  upon  whom  the  advice  and 
instructions  of  the  proper  technic  depend? 

There  is  no  doubt  that  in  individual  cases  one 
or  all  three  groups  may  be  responsible  for  the 
failure. 

It  was  demonstrated  in  Germany  before  the 
war,  and  was  later  verified  by  Sedgwick  in  this 
country,  that  fully  90  per  cent  of  all  mothers 
could  successfully  nurse  their  babies,  either  in 
whole  or  in  part,  for  the  first  six  months  at  least. 
This  experiment  was  made  in  the  city  of  Min- 
neapolis and  was  limited  to  city  mothers,  which 
are  supposed  to  present  greater  difficulties  in  this 
respect,  on  account  of  their  environments,  than 
those  in  the  country. 

•Presented  at  the  Forty-first  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D.,  May  23  and  24,  1928. 


It  is  notorious  that  large  numbers  of  farm  wo- 
men wean  their  babies  soon  after  birth  and  feed 
them  on  cow’s  milk  or  some  patent  food,  and 
usually  after  having  spent  several  weeks  in  which 
the  baby,  the  other  members  of  the  household, 
and  the  doctor  are  robbed  of  much  necessary 
sleep. 

Assuming  that  the  mother  is  normal,  the  baby 
normal,  and  the  physician’s  advice  proper,  who 
is  to  blame  for  this  failure?  In  nine  cases  out 
of  ten  the  failure  can  be  traced  to  bad  technic. 

First  of  all,  in  order  to  successfully  nurse  a 
baby  a human  mother  must  have  an  abundance 
of  plain  food  and  water,  uninterrupted  rest  at 
night  for  at  least  a period  of  hours,  freedom 
from  overexertion  in  the  way  of  work,  and  com- 
parative freedom  from  worries.  I am  not  talk- 
ing of  grandmother.  I am  talking  of  the  modern 
woman.  How  many  farm  women  have  enough 
help  to  render  them  reasonably  free  from  their 
household  cares  even  for  a brief  period?  I 
havel  frequently  noticed  in  a family  where 
breast  feeding  was  progressing  brilliantly  that 
the  reestablishment  of  the  card  and  dancing 
parties,  or  the  extra  exertion  entailed  by  the 
servant  leaving  and  the  taking  on  of  the  rou- 
tine household  duties,  knocked  the  breast  feed- 
ing into  a cocked  hat ; almost  at  once  the 
milk  became  scant,  the  baby  cried  all  night, 
the  stools  were  green,  and  after  a week  or  two 
the  baby  was  weaned.  “In  order  to  successfully 
nurse  her  baby,  a mother  must  be  a contented 
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cow,  in  a quiet  pasture.” 

There  are  many  failures  in  breast  feeding  from 
overfeeding  during  the  first  few  weeks.  A baby 
who  is  gaining  over  one-half  pound  per  week, 
and  who  has  frequent  curdy  green  stools,  is  al- 
ways overfed.  After  a dyspepsia  is  thoroughly 
established,  it  is  often  necessary  to  underfeed  the 
infant  for  a considerable  time  to  reestablish  nor- 
mal digestion. 

A common  cause  of  failure  of  breast  feeding 
is  giving  the  baby  castor  oil  or  other  cathartics. 
Constipation  is  never  present  in  a breast-fed 
baby.  Daily  movements  are  not  necessary,  and 
when  allowed  to  go  the  bowels  will  move  when 
enough  residue  accumulates  in  the  lower  part 
of  the  rectum  to  produce  the  necessary  reflex  to 
open  the  sphincter  and  empty  the  bowel.  Who 
ever  heard  of  a little  puppy  or  rabbit  having  to 
have  castor  oil  or  suppositories  to  make  its 
bowels  move?  Why  should  a baby?  Babies 
don’t. 

Castor  oil  and  most  other  laxatives  act  as  di- 
rect irritants  to  the  digestive  tract,  and  result 
in  interference  and  often  suppression  of  the  nor- 
mal functions ; always  in  constipation  or  obsti- 
pation. 

There  is  a theory  on  foot,  just  an  old  one  re- 
vived, that  every  infant  can  be  depended  upon 
to  take  just  the  proper  amount  of  food  from  the 
breast,  if  it  is  there,  and  that  it  should  be  allow- 
ed to  have  all  it  will  take.  Perhaps  that  is  true 
of  calves  and  other  domestic  animals,  but  it  cer- 
tainly is  not  always  true  of  babies.  Many  babies 
will  eat  too  much,  resulting  in  digestive  disturb- 
ance and  ultimate  failure  of  breast  feeding. 

Not  an  uncommon  cause  of  failure  in  breast 
feeding,  especially  in  the  cities  during  the  past 
few  years,  is  the  so-called  complemental  feeding 
with  milk  mixtures  during  the  first  days,  to  pre- 
vent the  initial  loss  in  weight. 

There  are  certain  cases  in  which  the  establish- 
ment of  a proper  milk  secretion  in  the  breasts 
is  unduly  delayed,  where  complementary  feeding 
is  necessary,  and  which  I have  always  recog- 
nized ; but  the  routine  feeding  of  new-born  in- 
fants on  cow’s  milk  and  sugar  to  prevent  a nor- 
mal initial  loss,  which  seems  to  be  physiological, 
I have  seen  not  infrequently  result  in  serious  di- 
gestive and  constitutional  disturbance  from 
which  it  took  weeks  to  recover. 

Overfeeding  of  the  mother,  especially  with 
milk,  is  a common  cause  of  failure  of  breast 
feeding.  In  order  to  secrete  a milk  of  average 
quality,  a mother’s  digestion  and  elimination 
must  be  normal.  She  should  be  hungry  for  her 
meals  and  should  eat  only  sufficient  plain,  nourish- 


ing food,  with  plenty  of  roughage,  fresh  fruit,  and 
vegetables,  drinking  liberally  of  water  between 
meals,  but  not  milk.  A mother  who  has  a coated 
tongue  and  is  habitually  constipated  will  not  have 
a good  milk  supply  for  the  baby.  Most  of  the 
physics  which  a mother  takes  for  constipation 
will  be  partly  eliminated  in  the  milk  and  will 
produce  digestive  disturbance  in  the  infant. 

Abnormal  conditions  in  the  infant,  such  as 
obstruction  to  the  nasal  passages,  pylorospasm, 
etc.,  will  not  be  discussed  in  this  paper. 

The  artificial  feeding  of  infants,  although  it 
has  been  discussed  at  every  medical  meeting  for 
the  past  thirty  years  and  has  been  the  subject  of 
profound  research  in  every  university  in  the 
world,  is  still  a lively  subject.  Men  may  come 
and  men  may  go,  but  the  subject  of  infant  feed- 
ing goes  on  forever. 

The  various  theories  regarding  the  transforma- 
tion of  cow’s  milk  into  human  milk  by  juggling 
the  percentages,  have  come  and  gone.  The  vary- 
ing percentages  of  protein  fat  and  sugar  in  cow’s 
milk  as  compared  with  human  milk,  and  which 
were  thought  to  explain  the  difficulties  many  in- 
fants had  in  digesting  cow’s  milk,  have  come  and 
gone.  It  is  now  known  that  the  explanation  is 
more  often  a biological  one  rather  than  a question 
of  percentages. 

During  the  past  four  or  five  years  the  ques- 
tion of  the  artificial  feeding  of  infants  has  been 
greatly  simplified.  It  is  true  that  the  average 
healthy  infant  will  tolerate  almost  any  milk  mix- 
ture, and  in  fact  many  infants  will  tolerate  plain 
undiluted  cow’s  milk  from  the  moment  they  are 
born.  There  are  many,  however,  perhaps  a fair 
majority,  where  some  modification  is  necessary. 

A small  percentage  of  infants  are  sensitized  to 
the  protein  of  cow’s  milk  and  have  a severe  re- 
action when  it  is  given.  I have  seen  infants  in 
whom  severe  diarrhea,  vomiting,  and  temperature 
followed  even  a few  teaspoons  of  diluted  cow’s 
milk.  In  some  cases  this  sensitization  persists, 
but  in  many  it  can  be  overcome  by  giving  drop 
doses  of  cow’s  milk  at  first  and  gradually  in- 
creasing the  amount. 

The  curd  of  raw  cow’s  milk  does  offer  a me- 
chanical difficulty  to  the  passage  of  the  curd 
through  the  pylorus.  This  was  demonstrated 
some  years  ago  by  Brenneman,  in  a practical  way, 
by  giving  an  individual  a quart  of  raw  milk  and 
then  attempting  to  remove  it  through  a tube  after 
a period  of  an  hour.  Sometimes  the  curds  were 
dense  and  tough  and  could  be  taken  up  only  with 
difficulty. 

Attempt  to  overcome  this  physical  or  mechan- 
ical difficulty  resulted  in  volumes  of  discussion. 
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In  order  to  overcome  this  difficulty  numerous 
methods  were  tried.  The  milk  was  diluted  with 
cereal  gruels  and  by  the  addition  of  limewater, 
potassium  citrate,  and  finally  by  boiling.  This 
last  was  thought  by  many  to  utterly  destroy  the 
nutrition  value  of  the  milk  and  produce  rickets, 
scurvy,  and  other  nutritional  disorders. 

If  a baby  is  fed  exclusively  on  boiled  cow’s 
milk,  or  any  other  cooked  food  in  which  the  vi- 
tamins are  destroyed,  the  baby  may  develop 
scurvy  and  other  nutritional  disorders,  but  the 
giving  of  some  orange  or  tomato  juice  and  a tea- 
spoon of  cod  liver  oil  daily  will  obviate  this 
danger. 

A condition  described  by  Cherney  & Keller 
some  years  ago  as  Fetnahrschaden  (injury  from 
fat)  is  quite  a common  cause  of  serious  disturb- 
ance, digestive  and  constitutional.  The  acids 
produced  are  quite  different  from  what  is  pro- 
duced by  breast  milk. 

Most  of  the  fat  eliminated  in  the  stools  of 
breast-fed  infants  is  in  the  form  of  neutral  fat. 
In  those  fed  on  cow’s  milk  the  fat  is  in  the  form 
of  soaps.  Many  of  the  infants  fed  on  whole- 
milk  mixtures  are  densely  constipated,  the  stools 
being  hard,  dry,  and  pale  in  color.  Bv  analysis 
they  will  be  found  to  be  made  up  largely  of  cal- 
cium and  ammonium  soap.  This  can  be  demon- 
strated by  placing  a small  amount  of  the  stool 
on  a glass  slide,  mixing  in  a drop  of  glacial  ace- 
tic acid  and  looking  at  it  under  the  microscope. 
The  picture  will  be  changed  to  a mass  of  fatty 
acid  crystals.  This  condition  is  well  recognized 
and  involves  a clinical  picture  of  malnutrition, 
finally  ending  in  marasmus  if  persisted  in.  Re- 
moving the  fat  from  the  milk  in  these  cases  and 
adding  five  per  cent  each  of  sugar  and  flour  will 
entirely  change  the  character  of  the  stools,  and 
the  infant  will  often  begin  to  gain  weight  and 
thrive.  I am  mentioning  these  conditions  because 
one  rarely  sees  them  mentioned  any  more. 

Some  four  years  ago  Merriott  read  a paper 
before  the  American  Pediatric  Society,  in  which 
he  attributed  most  of  the  difficulty  in  digesting 
cow’s  milk  to  certain  chemical  characteristics 
of  cow’s  milk  and!  an  inability  on  the  part  of 
the  stomach  of  the  infant  to  secrete  sufficient 
hydrochloric  acid  to  meet  these  conditions. 

Merriott,  of  Washington  University,  has  done 
most  effective  work  on  this  subject,  and  I am  go- 
ing to  quote  a paragraph  from  his  epoch-making 
article : 

“The  effective  acidity  or  hydrogenion  concen- 
tration of  the  gastric  secretion  is,  to  a large  ex- 
tent, dependent  upon  the  character  of  the  diet. 
Certain  foods  have  the  property  of  binding  or 


partially  neutralizing  a considerable  amount  of 
acid,  due  to  their  content  of  “buffer”  substances. 
Cow’s  milk  is  a good  example  of  such  a sub- 
stance. Cow’s  milk  contains  a much  greater 
amount  of  buffer  substance  than  does  breast  milk. 
For  example,  although  cow’s  milk  has  an  initial 
acidity  slightly  greater  than  that  of  hreast  milk, 
the  addition  of  such  an  amount  of  hydrochloric 
acid  as  30  c.c.  of  N/10  to  100  c.c.  of  milk  results 
in  but  slight  change  in  the  cow’s  milk,  whereas 
breast  milk  changes  markedly.  To  bring  cow’s 
milk  to  the  same  degree  of  acidity  requires  over 
100  c.c.  of  acid,  or  approximately  three  times  as 
much  as  in  the  case  of  breast  milk.” 

Subsequent  observation  has  demonstrated  that 
adding  a proper  amount  of  acid  to  milk  results 
in  its  digestibility  and  has  overcome  most  of  the 
difficulties  heretofore  x-elated  in  this  paper. 

It  has  been  found  that  the  addition  of  lactic 
acid  to  whole  milk  in  the  amount  of  70  m per 
quart  results  in  its  ready  digestion  by  the  average 
infant,  and  this  can  be  prepared  daily  by  the 
mother  and  fed  in  quantities  appropriate  for  the 
age  and  weight  of  the  infant. 

For  a long  time  it  has  been  known  that  butter- 
milk was  readily  digested  by  infants,  when  sweet 
milk  was  not  tolerated  at  all. 

The  advantage  of  this  lactic  acid  milk  is  that 
it  can  be  given  undiluted  and  unboiled. 

The  other  preparations  of  milk,  protein  milk 
and  others,  have  their  advantages  in  certain  con- 
ditions, and  I find  the  powdered  protein  milk  es- 
pecially valuable  as  a complementary  feeding 
with  breast  milk,  and  especially  in  certain  di- 
gestive disturbances  if  diarrhea  is)  present.  It 
can  now  be  produced  in  powdered  form,  which 
is  much  more  uniform  and  convenient  than  when 
made  at  home. 

In  an  article  in  the  January,  1928,  number  of 
the  A.  J.  D.  C.,  entitled  “Effects  of  the  Addition 
of  Acids  and  Alkalies  to  the  Diets  of  Infants,” 
Greene  points  out  that  the  addition  of  45  c.c.  of 
a tenth  normal  dilution  of  HC1  to  a liter  of  milk 
when  fed  to  a baby  was  followed  by  the  appear- 
ance of  casts  and  sometimes  of  red  blood  cells 
in  the  urine.  When  the  HC1  was  omitted,  the 
casts  and  blood  cells  disappeared.  When  3 per 
cent  of  lemon  juice,  or  lactic  acid,  was  used  there 
was  no  evidence  of  irritation. 

The  further  discussion  of  this  subject  with  the 
endless  special  preparations,  the  caloric  require- 
ments, the  fallacy  of  poor  or  rich  breast  milk 
and  the  inability  to  analyze  milk  will,  from  want 
of  time,  be  left  to  some  subsequent  occasion.  To 
illustrate  how  the  general  practitioner  feels  about 
this  labyrinth  of  formulae  under  discussion 
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which,  for  the  past  decade,  has  led  to  where  we 
are  now,  I will  read  a verse  or  two  of  a spon- 
taneous outbreak  from  one  of  the  members  of 
the  A.  P.  S.  after  a particularly  varied  infant 
feeding  discussion. 

DISCUSSION 

Dr.  M.  D.  Westley  (Cooperstown,  N.  D.):  I wish 
to  thank  Dr.  Ramsey  for  his  splendid  paper.  If 
you  are  in  general  work,  as  many  of  you  are,  you 
know  that  you  often  lose  a lot  of  sleep  over  these 
babies,  and  we  certainly  appreciate  all  the  help 
these  specialists  can  give  us.  I am  sure  this  paper 
will  be  of  assistance. 

I wish  to  mention  a few  things  that  have  helped 
me.  The  first  is  the  care  of  the  mother,  with  refer- 
ence to  the  nipple,  before  the  baby  arrives.  Just 
recently  I have  used  in  cases  of  retracted  nipple  a 
warm  empty  bottle  inverted  over  the  nipple  in  order 
to  bring  it  out,  and  have  found  this  a great  help. 
In  cases  where  the  milk  is  scanty  I think  the  one 
thing  that  has  helped  me  as  much  as  anything  to 
keep  up  the  supply,  is  the  expression  of  the  milk, 
as  much  as  possible,  after  the  baby  has  finished 
nursing.  That  seems  to  increase  the  flow  of  milk 
for  many  of  these  mothers  who  are  unable  to  nurse 
their  babies. 

Then,  the  weighing  of  the  baby,  before  and  after 
nursing,  to  determine  approximately  the  amount 
the  baby  is  getting,  is  of  importance.  It  is  some- 
times very  difficult  to  know  within  a reasonable 
amount  what  the  baby  is  getting,  and  weighing  is 
of  assistance.  It  is  not  difficult.  You  need  scales 
that  are  a little  higher-priced  than  the  average,  but 
if  you  own  one  you  can  pass  it  around  and  take 
care  of  a great  many  patients  in  that  way. 


When  I have  to  resort  to  artificial  feeding,  noth- 
ing has  helped  me  as  much  as  the  lactic-acid  milk. 
I have  used  it  a great  deal,  and  it  has  saved  me 
much  trouble. 

Another  thing  Dr.  Ramsey  mentioned  I wish  to 
emphasize,  and  that  is  putting  a little  flour  in  the 
milk  when  you  boil  it.  This  seems  to  help  many 
babies  that  we  apparently  cannot  help  in  any  other 
way. 

May  I mention,  too,  the  use  of  the  ultraviolet  ray 
for  babies  who  come  in  under-nourished  and  per- 
haps rachitic.  It  is  remarkable  what  the  ultraviolet 
light  will  do  in  conjunction  with  cod  liver  oil,  for 
many  of  these  children. 

Dr.  Ruth  Mahon  (Grand  Forks,  N.  D.):  I only 
wish  to  ask  if  anything  more  can  be  done  for  in- 
verted and  small  nipples?  I recently  had  to  put  a 
child  on  a bottle  because  it  could  not  breathe  at 
the  breast.  I did  everything  I could  think  of  to 
aid  the  mother  during  pregnancy,  but  we  were  not 
successful  in  improving  the  condition.  I was  glad 
that  Dr.  Ramsey  did  not  mention  the  use  of  pro- 
prietary food  for  children. 

Dr.  Ramsey  (closing):  I wish  to  say  only  that  I 
am  glad  Dr.  Wesley  brought  out  the  points  he  did. 
Some  of  them  I avoided  mentioning,  hoping  that 
they  would  be  brought  out  in  the  discussion.  The 
absolute  emptying  of  the  breasts  at  regular  inter- 
vals is  very  important. 

Recently  I have  found  that  the  ultraviolet  ray  is 
not  a cure-all,  but  it  does  have  a place,  and  I am 
sure  that  during  the  winter  months,  particularly  in 
this  Northern  climate  where  the  children  cannot 
be  out  of  doors,  the  systematic  use  of  the  ultra- 
violet ray  in  some  form  is  of  benefit. 

As  to  the  development  of  the  nipples;  we  must 
go  further  back  than  during  pregnancy  for  that. 


A GLANCE  AT  THE  FUTURE  OF  THE  HENNEPIN  COUNTY  MEDICAL 

SOCIETY* 

By  N.  O.  Pf.arce,  M.D. 


President  ot 
MINNEAPOLIS, 

INTRODUCTION 

Having  pondered  over  the  affairs  of  this  or- 
ganization for  the  past  half  year  in  anticipation 
of  undertaking  my  present  responsibility,  there 
have  developed  in  my  mind  certain  ideas  and 
plans,  and  I feel  that  it  is  fitting  that  I should 
at  this  time  lay  them  before  you  in  anticipation 
of  your  understanding  and  your  participation  in 
the  work  of  the  Society  during  the  coming  year. 

Owing  to  the  efforts  of  my  predecessors  our 
Society  is  gradually  coming  into  its  rightful  place 
as  one  of  the  three  or  four  most  important  civic 
organizations  of  the  city.  We  are  assuming 

•Presented  before  the  Hennepin  County  Medical  Society, 
January  7,  1929. 


the  Society 
MINNESOTA 

leadership,  and  the  people  and  their  representa- 
tives look  to  us  as  the  highest  court  of  reference 
in  matters  of  health,  both  of  the  individual  and  of 
the  community.  We  can  no  longer  be  a private 
organization  of  physicians  maintained  purely  for 
our  own  scientific  advancement,  for  we  have  be- 
come, with  the  modern  trend  of  events,  an  impor- 
tant cog  in  the  civic  wheel  of  the  community  and 
we  must  he  well  organized  to  meet  and  discharge 
this  responsibility.  Therefore  we  must  assume 
that  we  have  a scope  of  activity  involving  a re- 
sponsibility to  each  other  and  to  the  community. 
The  economic  side  of  the  practice  of  medicine  is 
an  important  one,  and  the  Society  owes  it  to  it- 
self to  make  a study  as  would  any  other  large 
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, business  organization  of  all  things  pertaining  to 
the  present  and  future  practice  of  medicine  as  a 
means  of  livelihood.  During  the  past  several 
I vears  some  efforts  have  been  made  to  clarify  our 
i relationship  with  organizations  in  the  public 
health  field,  and  those  engaged  in  this  work  have 
accepted  the  principle  of  having  on  their  boards 
doctors  who  are  appointed  by  and  definitely  repre- 
: sent  the  interest  of  our  organization.  Our  re- 
lations with  those  societies  supported  by  charity 
are  cordially  co-operative  and  all  that  could  be 
' desired. 

WELFARE  COMMITTEE 

The  welfare  committee  in  addition  to  its  regu- 
lar program,  as  you  know,  is  making  an  intensive 
study  of  health  activities  of  the  county  and  city, 
especially  fraternal  medical  developments,  indus- 
trial or  contract  practice  and  the  medical  pro- 
grams of  the  insurance  companies,  veterans’  bu- 
reau, etc.  The  work  of  the  welfare  committee  is 
well  organized,  and  no  changes  are  contemplated 
for  the  coming  year. 

A SPECIAL  COMMITTEE  ON  ECONOMICS 

It  is  planned  to  carry  our  survey  into  all  fields 
having  to  do  with  the  economic  welfare  of  medi- 
cal practice,  and  for  this  purpose  a certain  special 
committee  will  be  appointed.  One  of  their  most 
important  undertakings  will  be  a study  of  the 
present  economic  status  of  practicing  physicians. 
The  committee  will  endeavor  to  ascertain  in  a 
general  way  the  earnings  and  expenses  accruing 
to  the  ordinary  practice  of  medicine  and  further 
study  all  matters  having  a bearing  on  the  earning 
capacity  of  physicians.  This  will  include  the  com- 
piling of  data  relative  to  the  number  of  doctors 
annually  graduating  from  medical  schools  in  re- 
lation to  increase  of  population  and  compared 
with  the  number  of  physicians  retiring  from  prac- 
tice in  the  same  period.  Also  a study  of  the  dis- 
tribution of  physicians  in  cities  of  the  same  class 
as  Minneapolis,  bearing  in  mind  the  location  of 
medical  schools  and  their  influence  on  the  number 
of  physicians  practicing  in  medical-school  cities, 
will  be  undertaken.  Also  there  will  be  consid- 
ered the  number  of  men  engaged  in  specialties  in 
relation  to  the  number  of  general  practitioners 
and  their  comparative  financial  status.  They  will 
try  to  decide  the  present  trend  of  country  consul- 
tation practice.  In  short  the  work  of  this  com- 
mittee will  be  a study  to  determine  the  economic 
success  or  failure  of  the  practice  of  medicine  as 
a means  of  livelihood  and  possibly  gain  some  idea 
of  what  the  future  holds. 


MEETINGS 

We  may  state  without  fear  of  contradiction 
that  at  the  present  time  there  are  too  many  med- 
ical meetings  and  that  the  programs  as  a rule  are 
uniformly  of  the  same  character  and  present 
much  that  is  repetition,  many  things  that  are  of 
no  general  interest  and  place  an  undue  burden  of 
attendance  upon  meetings  in  an  altogether  too  oc- 
cupied existence.  Comparatively  speaking,  meet- 
ings of  this  Society  are  not  as  well  attended  as 
the  meetings  of  hospital  staffs,  specialists’  socie- 
ties, and  other  minor  organizations.  Many  of 
these  meetings  are  obligatory,  and  in  many  others 
the  limited  membership  makes  one’s  absence  con- 
spicious.  Therefore  I believe  many  have  used 
their  spare  time  and  energy  attending  these  meet- 
ings and  have  gotten  out  of  the  habit  of  attend- 
ing the  meetings  of  this  Society.  With  this 
thought  in  mind,  and  in  order  to  stimulate  inter- 
est it  seemed  wise  to  the  program  committee  to 
make  what  may  seem  radical  changes  in  our  pres- 
ent scheme  of  meetings  and  programs.  We  real- 
ize full  well  that  this  Society  has  no  more  impor- 
tant function  than  enhancing  the  opportunities 
and  stimulating  the  interest  of  its  members  in 
broader  medical  education.  But  knowing  that  the 
present  type  of  educational  program  is  so  abun- 
dantly available  in  hospital  staffs  and  other  medi- 
cal organization  meetings,  we  propose  to  offer  to 
you  at  the  time  of  our  present  noon-day  meeting 
a series  of  medical  courses  covering  many  impor- 
tant and  interesting  subjects  in  the  various 
branches.  While  it  is  planned  to  have  courses 
running  at  least  two  noons  a week  these  presen- 
tations will  no  longer  be  considered  regular  meet- 
ings of  the  Hennepin  County  Medical  Society, 
and  there  will  be  involved  no  obligation  of  at- 
tendance on  the  part  of  anyone  except  that  which 
we  owe  to  ourselves,  to  take  advantage  of  these 
excellent  opportunities  for  keeping  abreast  with 
the  latest  and  best  in  our  profession.  This  type 
of  subject  presentation  has  certain  obvious  ad- 
vantages and  is  in  keeping  with  the  modern  trend 
in  medical  re-education.  In  all  cases  the  courses 
offered  will  be  presented  by  experiencd  teachers 
and  with  a view  to  their  fitness  for  the  man  in 
general  practice.  Each  course  will  be  offered 
once  a week  continuing  for  as  many  weeks  as  is 
necessary  to  present  the  modern  conception  of 
the  subject  in  hand.  We  anticipate  that  the  short- 
est of  these  courses  will  continue  for  four  weeks 
while  in  some  cases  they  may  continue  twelve 
weeks  or  longer. 

There  are  those  among  our  membership  who 
are  able  and,  I am  sure,  will  be  willing  to  give  of 
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their  knowledge  a systematic  and  comprehensive 
review  of  the  subject  for  which  they  may  be  in- 
vited, and  I believe  that  it  will  be  regarded  as  an 
honor  and  a distinction  to  be  invited  to  present  a 
course  before  this  Society.  Lor  these  courses 
there  will  he  no  attempt  at  class  organization  and 
no  fee.  Any  member  will  be  welcome  as  often 
as  he  is  interested  and  it  is  convenient  for  him  to 
attend.  According  to  the  present  plan  one  course 
will  be  presented  from  one  to  two  p.  m.  on  Wed- 
nesdays and  a different  one  from  one  to  two  on 
Thursdays.  It  gives  the  program  committee  great 
pleasure  to  announce  at  this  time  that  Doctors 
O’Brien  and  Bell  will  present  a course  in  general 
pathology,  and  Doctor  Rigler  his  popular  course 
in  .r-ray  diagnosis  starting  sometime  this  month 
and  continuing  for  a period  of  from  twelve  to 
sixteen  weeks.  A more  detailed  announcement 
will  he  made  later.  The  committee  is  also  con- 
templating courses  in  obstetrics,  pediatrics,  dis- 
eases of  the  heart,  tuberculosis,  nephritis,  manage- 
ment of  industrial  injuries,  public  speaking,  and 
others.  When  we  are  in  our  new  quarters,  we 
expect  to  arrange  for  a number  of  short  courses 
of  the  seminar  type  in  highly  specialized  subjects. 
These,  of  course,  we  presume  will  be  of  interest 
to  a few  who  are  looking  for  advanced  work 
along  particular  lines  and  who  are  willing  to  sign 
up  and  pay  a moderate  fee. 

Under  present  arrangements  we  hold  eight 
evening  meetings  during  the  year.  That  there 
are  so  large  a number  of  the  Society  who  do  not 
attend  these  meetings  has  been  a source  of  regret 
and  disappointment  to  those  who  have  had  the 
responsibility  of  managing  these  programs.  In- 
asmuch as  the  primary  educational  program  of 
this  organization  will  be  centered  in  our  noon- 
day courses  it  has  been  thought  by  the  committee 
that  the  monthly  evening  meetings  this  year 
might  lend  themselves  a little  less  to  the  purely 
routine  presentation  of  scientific  subjects  and  a 
little  more  to  those  of  general  interest  which 
might  tend  to  furnish  something  of  entertain- 
ment and  relaxation.  We  propose,  if  possible, 
to  make  each  evening  meeting  the  outstanding 
event  in  medical  circles  of  the  month,  and  so  that 
we  may  hear  first  hand  what  is  going  on  in  the 
medical  world  we  shall,  when  possible,  bring  be- 
fore you  speakers  of  national  reputation.  In  order 
that  these  evening  meetings  will  not  be  too  long 
drawn  out  it  is  hoped  that  arrangements  may  be 
made  so  that  much  of  the  present  business  dis- 
cussion and  committee  reports  which  now  oc- 
cupy an  undue  amount  of  time  may  be  trans- 
acted at  meetings  called  especially  for  this  pur- 
pose. 


While  we  are  still  on  the  subject  of  meetings 
it  has  been  suggested  that  their  number  could  be 
somewhat  reduced  if  arrangements  could  be  per- 
fected for  certain  hospitals  having  interlocking 
staffs  to  hold  joint  meetings.  A committee  will 
be  asked  to  take  up  this  matter.  It  has  been 
further  suggested  that  the  present  multiplicity  of 
medical  societies  has  resulted  in  decentralization 
and  duplication  and  that  an  effort  be  made  to 
bring  all  specialized  and  medical  groups  into  the 
Hennepin  County  Medical  Society  as  sectional 
groups  carrying  on  their  present  highly  special- 
ized type  of  programs  using  our  new  quarters, 
libraries,  and  other  facilities  and  offering  the 
privilege  of  attendance  to  the  general  member- 
ship. A group  of  members  of  these  organiza- 
tions will  be  asked  to  consider  this  matter. 

physicians’  exchange  and  collection 

AGENCIES 

Several  propositions  are  before  the  Society 
relative  to  some  change  in  the  existing  Physi- 
cians’ Exchange  and  embodying  collection  of 
physicians’  delinquent  accounts. 

Ramsey  County  Medical  Society  during  the 
past  year  has  organized  a subsidiary  company 
which  is  at  present  conducting  the  duties  of  a 
physicians’  exchange  and  of  a collection  agency. 
The  doctors  in  charge  of  this  organization  ex- 
press themselves  as  elated  at  its  success  and  claim 
to  effect  a considerable  saving  in  the  present  cost 
of  collections  and  telephone  exchange.  They 
point  out  that  having  nearly  all  the  St.  Paul 
doctors’  delinquent  accounts  they  are  able  quickly 
to  detect  a large  number  of  medical  dead-beats 
and  are  able  to  furnish  credit  ratings  of  special 
value  to  physicians.  This  office  is  also  checking 
on  patients  applying  for  charity  service  at  Ancker 
Hospital  and  has  been  the  means  of  keeping  out 
a good  many  unworthy  applicants.  The  managers 
are  offering  every  help  in  organizing  a similar 
corporation  for  Hennepin  County  Medical  Soci- 
ety. 

A commercial  collection  agency  of  Minneapo- 
lis and  St.  Paul  of  the  highest  standing  has  sub- 
mitted a definite  proposition  to  organize  a sep- 
arate department  for  physicians,  which  will  af- 
ford all  the  facilities  of  our  present  Physicians’ 
Exchange,  confidential  credit  rating  service, 
monthly  auditing  of  physicians’  accounts  with  col- 
lection of  delinquents  at  a rate  from  one-third  to 
one-half  the  present  cost. 

The  registered  nurses  have  submitted  an  offer 
to  conduct  a Physicians’  Exchange  service  in  con- 
nection with  their  present  office  which  the)' 
should  be  able  to  do  very  well. 
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These  are  of  course  matters  for  the  Executive 
Committee  to  look  into. 

COMMITTEE  ON  UNIVERSITY  RELATIONS 

After  several  discussions  with  Dean  Lyon  con- 
cerning the  future  development  of  the  Medical 

II  School,  University  Hospital  and  the  Student 
Health  Service  as  they  are  related  to  the  physi- 
cians of  Minneapolis,  he  has  expressed  a desire 
for,  and  it  has  been  decided  to  appoint,  a com- 
mittee from  the  Hennepin  County  Medical  Soci- 
ety to  confer  monthly  with  a committee  from  the 
medical  school  faculty  for  the  purpose  of  inter- 
changing ideas  and  discussing  University  p'ans 
and  programs  as  they  may  affect  the  practicing 
physicians  of  Minneapolis.  This  committee  which 
I hope  will  become  a permanent  one  will  be 
known  as  the  committee  on  University  relations. 
W ith  this  expression  of  good  will  and  coopera- 
tion on  the  part  of  the  University  and  with  free 
discussion  of  mutual  problems  it  seems  that  en- 
tire harmony  and  unity  of  thought  and  purpose 
will  be  brought  about.  A committee  from  the 
society  will  be  selected  so  as  to  be. representative 
of  all  viewpoints  of  the  membership  in  relation 
to  the  University  Medical  School,  the  University 
Hospital  and  the  Student  Health  Service.  It  is 
possible  inasmuch  as  this  committee  will  neces- 
sarily have  to  do  with  the  Medical  School  activ- 
ities in  the  General  Hospital  that  it  may  in  time 
be  called  upon  to  represent  our  society  in  its  re- 
lations with  that  institution. 

PUBLICITY  COMMITTEE 

I It  seems  that  it  will  take  some  years  for  the 
Publicity  Committee  to  really  find  itself,  as  the 
whole  question  of  medical  publicity  is  still  much 

I confused  and  needs  longer  study.  However, 
there  are  some  things  that  stand  out  clearly  and 
this  committee  has  an  important  and  exacting 
function  in  the  regulation  of  our  contacts  with 
the  public  press.  As  an  important  part  of  the 
civic  life  of  the  community  our  Society  and  its 
activity  are  of  interest  to  the  public  and  we 
should  welcome  and  will  receive  benefit  from  the 
attention  of  the  public  press.  As  individuals  we 
should  have  no  right  to  criticize  nor  have  anv 
undue  interest  in  newspaper  publicity  given  any 
member  of  this  organization  except  that  which 
may  be  public  notice  of  professional  activity. 
And  with  the  cooperation  of  the  newspapers 
the  Publicity  Committee  can  and  will  censor  all 
personal  publicity  of  members  relating  to  their 
professional  duties. 
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LEGISLATIVE  COM  MITTEE 

The  Legislative  Committee  has  worked  during 
the  past  year  with  the  state  association  and  has 
been  instrumental  in  organizing  the  Minneapolis 
Economic  Club,  an  organization  composed  of 
doctors,  dentists,  and  pharmacists  and  which  is 
an  active  political  group  with  a ward  and  dis- 
trict organization  covering  the  entire  city.  Thev 
played  an  active  part  in  the  recent  election  of 
members  to  the  State  Legislature  and  are  pre- 
pared to  back  the  State  Association  Committee 
in  its  efforts  before  the  present  meeting  of  the 
State  Legislature.  The  new  committee  of  this 
Society  on  legislation  will  be,  for  the  most  part, 
composed  of  men  who  have  been  active  in  the 
Economic  Club.  The  most  important  objective 
of  our  new  committee  should  be  to  take  advan- 
tage of  the  coming  mayoralty  election  to  insure 
to  us  the  appointment  to  the  Board  of  Public 
Welfare  at  least  one  physician  who  will  properly 
represent  the  interest  of  the  medical  profession 
in  affairs  concerning  the  management  of  the 
General  Hospital,  and  other  medical  activities  of 
the  medical  board. 

THE  ADVISORY  COMMITTEE  TO  THE  SCHOOL  BOARD 

In  the  matter  of  our  Advisory  Committee  to 
the  School  Board  it  has  been  decided,  after  con- 
sultation with  Dr.  Harrington,  that,  inasmuch  as 
our  contact  with  the  schools  falls  under  the  ac- 
tivities of  our  Pubffc  Welfare  Committee,  to  dis- 
continue the  former  body,  and  transfer  its  func- 
tion to  a sub-division  of  the  Welfare  Committee. 

COMMITTEE  ON  MEDICO-LEGAL  TESTIMONY 

Among  the  many  problems  that  will  be  under- 
taken this  year  in  a process  of  self-analysis  is 
a study  of  matters  of  the  practice  of  medicine 
as  related  to  the  giving  of  medical  legal  testi- 
mony. It  is  a common  belief  among  lawyers, 
judges,  and  the  public  that  physicians  may  be 
readily  obtained  who  will  give  expert  testimony 
on  professional  matters  favoring  that  litigant 
who  has  employed  them.  This  is  probably  not 
true  of  members  of  this  Society,  but  the  spectacle 
of  so-called  reputable  physicians  giving  contra- 
dicatorv  professional  opinions  in  court  is  so 
common  that  it  has  done  much  to  undermine  the 
confidence  that  the  public  should  have  in  the  in- 
tegrity of  medical  opinion. 

As  all  matters  of  court  procedure  are  on  re- 
cord it  should  not  be  difficult  for  us  to  study  this 
subject  as  it  is  related  to  members  of  our  own 
Society.  We  owe  it  to  ourselves  to  learn  if  there 
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are  any  grounds  for  this  opinion  and,  if  not, 
to  take  steps  to  alter  it.  On  the  other  hand  if 
we  are  deserving  of  critcism  and  ridicule  in 
this  regard  let  us  meet  the  situation  squarely  and 
proceed  in  a manner  destined  to  regain  the  con- 
fidence of  the  public.  A group  of  the  members 
headed  by  a very  able  chairman  have  consented 
to  undertake  this  task,  and,  I am  sure,  they  will 
bring  to  us  some  time  this  year  a very  enlighten- 
ing and  interesting  report. 

COMMITTEE  ON  IRREGULAR  PRACTITIONERS 
OF  HEALING 

A very  important  undertaking  in  our  general 
study  of  conditions  affecting  the  welfare  of  the 
practicing  physicians  of  Minnesota  is  a some- 
what exact  knowledge  of  those  persons  who  are 
practicing  under  various  names  and  titles  some 
form  or  other  of  the  healing  arts.  Bv  this  I 
refer  to  all  practices  of  healing  which  lie  out- 
side of  what  they  consider  the  scientific  practice 
of  medicine  by  individuals  graduated  from  recog- 
nized medical  schools  and  licensed  as  physicians 
and  surgeons  by  the  State  of  Minnesota.  This 
survey  will  include  a tabulation  of  all  types  of 
healers,  an  intimate  study  of  their  methods,  a 
determination,  as  far  as  possible,  of  the  extent 
and  kind  of  their  clientele,  a consideration  of  their 
success  in  giving  relief,  if  anv,  a study  of  their 
preparation  for  practicing  healing,  and  also,  if 
possible,  an  estimate  of  the  amount  of  money 
Minneapolis  people  are  paying  to  these  irregular 
healers.  The  study  may  well  include  the  activi- 
ties of  certain  licensed  physicians  not  members 
of  this  organization.  I predict  that  the  report 
of  this  special  committee  will  prove  to  be  a most 
interesting  and  valuable  contribution,  and  I look 
forward  to  hearing  it  with  great  interest. 

OUR  NEW  QUARTERS 

You  have  heard  a brief  and  far  too-modest 
report  concerning  the  new  building  which  we  are 
expecting  to  occupy  on  or  before  July  1.  The 
success  of  the  building  committee  in  securing  for 
us  the  finest  and  most  uniquely  situated  quarters 
of  any  medical  society  of  which  we  know  is  an 
achievement  to  which  this  beautiful  and  appro- 
priate suite  will  itself  stand  as  an  everlasting 
memorial.  Mr.  Clifford  is  showing  a generosity 
in  his  plans  for  our  accommodation  that  can  be 
ascribed  to  no  other  motive  than  to  his  expressed 
desire  to  show  his  appreciation  to  the  medical 
profession  for  the  measure  of  health  which  he 
is  now  enjoying. 

Imagine,  if  you  please,  these  beautiful  quarters 


200  feet  above  the  noise  and  confusion  of  the 
street  at  present  in  height'  second  only  to  the 
Foshay  Tower.  The  entire  19th  floor  space  of 
this  great  building  has  been  donated  to  our  use. 

This  new  home  will  furnish  in  all  expected  de- 
gree those  things  of  which  we  have  felt  the  need 
for  some  time  past. 

The  auditorium,  with  a comfortable  seating  ca- 
pacity for  four  hundred  people,  will  be  equipped 
with  proper  lighting  effects,  will  be  adequately 
ventilated,  and  appropriately  decorated.  Mr. 
Clifford  is  proposing  a frieze  to  be  arranged 
around  the  room  designed  to  bear  the  revered 
names  of  those  great  physicians  who  have  made 
medical  history.  What  a comfort  it  will  be  for 
us  to  hold  our  scientific  meetings  in  this  com- 
modious hall  with  adequate  rostrum,  projection 
facilities,  screens,  blackboards,  and  a demonstra- 
tion table  equipped  with  gas,  hot  and  cold  water, 
and  light. 

We  may  anticipate  for  years  to  come  the  en- 
joyment and  satisfaction  of  a commodious,  or- 
derly, quiet,  well-equipped,  and  properly  cata- 
logued library,  with  an  atmosphere  conducive 
to  undisturbed  study.  Not  the  least  of  which 
will  be  the  individual  cubicles  where  one  may 
pursue  his  subject  in  seclusion  and  where  he 
may  have  his  desired  books  and  periodicals 
placed  in  advance  by  the  librarian. 

Most  of  us  who  have  spent  much  time  in  com- 
mittee work  will  welcome  the  convenience  of 
the  central  meeting  place  with  records  and  sec- 
retarial help  immediately  available  which  the 
committee  rooms  will  provide.  When  not  other- 
wise occupied  these  rooms  will  be  available  for 
reading  or  for  luncheon  gatherings. 

The  conveniences  of  the  kitchen  will  make  it 
readily  possible  for  nearby  restaurants  to  serve 
luncheons  or  dinners  when  desired  or  refresh- 
ments on  social  occasions  of  which,  I hope,  there 
will  be  many. 

The  thing  that  will  do  the  most  to  promote 
fellowship  and!  better  acquaintance  among  the 
members  and  one  that  has  been  long  wanting 
will  be  adequately  provided  in  the  new  lounge. 
This  large  room  with  its  fireplace,  rugs,  com- 
fortable chairs,  pictures,  lamps,  and  tables 
should  furnish  a congenial  meeting  place  for 
moments  of  leisure  with  our  friends  and  a de- 
lightful place  to  entertain  our  guests.  Mr.  Clif- 
ford has  some  special  plans  in  regard  to  the 
decoration  and  panelling  of  this  room  with  re- 
cesses into  which  may  be  placed  memorial  busts 
or  tablets. 

From  the  lounge  we  step  out  upon  the  ter- 
race which  will  be  appropriately  furnished  with 
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an  artistic  cornice  and  tiled  floor.  Here  we 
expect  to  have  tables  and  awnings  and  lounge 
chairs.  While  we  are  being  served  our  luncheon 
or  a cool  drink  here  in  the  afternoon  we  will 
be  able  to  enjoy  the  beautiful  view  of  Minne- 
apolis and  the  surrounding  country  or  at  night 
the  myriad  lights  below  us. 

The  occasion  of  the  opening  of  our  new  club- 
rooms  yvill  present  an  unexcelled  opportunity 
for  placing  the  Hennepin  County  Medical  So- 
ciety before  the  people  and  physicians  of  the 
Northwest  as  the  largest  and  foremost  county 
medical  society  between  Chicago  and  the  Pacific 
Coast.  This  should  be  made  an  epochal  event 
in  the  history  of  the  Society  and  should  be  cele- 
brated by  a jubilee  program  of  three  or  four 
days.  It  should  include  a daily  public  reception. 
The  first  evening  program  might  well  consist 
of  an  impressive  dedication  ceremony  to  which 
we  would  invite  as  speaker  some  man  of  prom- 
inence and  to  which  occasion  we  may  invite 
many  notable  friends  of  the  medical  fraternity. 
The  second  evening’s  program  may  be  placed 
under  the  auspices  of  the  Women’s  Auxiliary, 
the  entertainment  consisting  of  dancing  and 
cards  and  as  a conclusion  to  our  festivities  it 
has  been  proposed  that  a stag  party  be  given  on 
the  last  evening  with  entertainment  somewhat 
along  the  lines|  of  our  alumni  banquet  at  the 
Nicollet  Hotel  last  June.  The  several  days  of 
this  program  would  present  an  opportunity  fo? 
us  to  act  as  hosts  to  the  physicians  of  the  North- 
west. This  opening  will  present  an  excellent 
chance  to  invite  them  to  join  in  our  celebration 


and  can  be  made  the  occasion  for  many  of  us 
to  entertain  personally  our  friends  among  the 
profession.  Although  this  will  primarily  be  a 
social  program  if  it  seems  desirable,  a few  es- 
pecially well  arranged  lectures  and  clinics  might 
be  offered.  In  order  that  full  advantage  be 
taken  of  this  opportunity  for  arousing  public 
interest  and  recognition,  a carefully  planned 
publicity  program  should  be  contemplated.  The 
newspapers  of  Minneapolis  have  expressed  their 
willingness  to  cooperate  in  every  way  and  will 
assign  special  writers  to  us  for  the  occasion. 
I am  sure  The  Journal-Lancet  will  be  glad 
to  carry  any  material  desired. 

Before  these  quarters  are  formally  turned 
over  to  us  Mr.  Clifford  and  his  associates  will 
have  spent  a large  sum  of  money  in  their 
construction  and  decoration,  and  for  fifteen 
years  or  more  we  shall  make  this  our  home 
without  cost  for  lights,  heat,  or  janitor  service, 
and  at  a nominal  rental  of  $1  a year.  However, 
it  will  cost  something  to  move,  to  rehabilitate 
the  library,  to  furnish  the  lounge,  the  kitchen, 
the  committee  rooms,  and  the  auditorium,  and  to 
carry  out  the  entertainment  incident  to  the  open- 
ing. Many  of  us  are  paying  sums  in  excess 
of  $100  per  year  for  club  privileges  which  have 
little  that  our  new  home  will  not  afford,  and  we 
should  all  be  glad  to  subscribe  generously  to  an 
enterprise  in  which  the  cost  is  merely  an  initial 
expenditure  for  our  own  personal  comfort  and 
not  an  annual  levy.  A comparatively  small  sum 
from  each  individual  member  will  insure  the  en- 
tire success  of  this  undertaking. 


MEDICAL  ECONOMICS* 

By  A.  E.  Hedback,  M.D. 

MINNEAPOLIS,  MINNESOTA 


With  the  advancement  of  civilization  there  is 
a continual  demand  for  higher  and  higher  social 
intelligence.  Our  present  rate  of  advancement 
is  so  great  that  we  scarcely  become  accustomed 
to  the  order  of  things  before  ever-increasing  new 
and  more  complex  conditions  present  themselves 
to  view  and  call  for  the  necessity  of  readjust- 
ment. 

We  are  moving  under  the  cumulative  momen- 
tum of  all  the  ages  through  which  civilization 
has  reeled,  and  have  attained  a velocity  of  ma- 

* Annual  Address  of  the  President  of  the  Hennepin  County 
Medical  Society,  presented  December  14,  1928. 


terial  accomplishments  which  seems  at  times  to 
threaten  our  social  structure  and  cry  out  for  so- 
lutions that  baffle  our  intelligence. 

Progress  brings  new  problems  and  these  must 
be  rightly  solved  before  further  advancement  is 
possible.  Nowadays  a subtle  something  of  this 
changing  world  creeps  in  upon  the  individual 
and  threatens  to  take  away  his  means  of  self- 
expression.  This  is  an  age  of  machinery  and 
organization,  the  complexity  of  which  has  never 
been  known  before.  Machinery  and  Science 
alter  everything.  We  are  so  absorbed  in  scien- 
tific research  that  there  is  danger  of  losing  our 
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sense  of  correlation-  unless  we  pause,  now  and 
then,  for  a moment  of  visual  perspective  of  all 
progress. 

Is  this  demand  for  higher  social  intelligence, 
then,  being  met?  Its  supply  is  unquestionably 
being  attempted.  Erom  the  standpoint  of  ma- 
chinery and  organization  the  answer  is  most  as- 
suredly yes. 

If  we  were  to  judge  by  the  number  of  insti- 
tutions and  societies  that  have  been  organized 
for  purposes  of  social  betterment  during  the 
past  two  decades,  we  most  certainly  must  answer 
in  the  affirmative.  Groups  have  met  and  organ- 
ized for  social  uplift  of  every  kind  until  the 
almost  synonymous  names  and  avowed  purposes 
are  decidedly  confusing. 

The  doctrine  and  advocacy  of  socialism  in  the 
past  have  usually  come  from  the  economically 
poor  and  downtrodden,  the  reason  for  which  is 
obvious.  Our  present-day  socialism,  so  far  as 
it  affects  the  problems  of  medical  practice,  at 
least,  comes  from  above.  By  that  I mean  that 
it  is  sponsored  by  the  wealthy,  administered  by 
trained  social  workers,  and  directed  by  execu- 
tive secretaries  of  ability  who  are  familiar  with 
and  apply  modern  business  methods  everywhere. 

Much  care  has  been  taken  to  consolidate  these 
forces  by  delegation  and  cross  representation 
with  other  groups  thus  weaving  a structure  of 
great  strength  and  setting  up  an  intricate  and 
more  or  less  homogeneous  machine  well-nigh 
perfect  in  its  organization ; an  achievemenr 
never  before  heard  of  in  sociology. 

In  an  editorial  in  the  Jour,  of  the  A.  M.  A., 
of  December  29,  1928,  occurred  the  following 
expressive  sentence : “Of  late,  medical  practice 

has  become  the  favorite  child  of  philanthropy, 
which  seems  to  have  shifted  its  attention  by  easy 
gradations  from  medical  research  and  medical 
education  to  the  actual  care  of  the  sick.”  In 
an  editorial  entitled  “Giving — the  Great  Ameri- 
can Game,”  The  Saturday  Evening  Post  of  De- 
cember 8,  1928,  lists  the  contributions  to  insti- 
tutions of  various  classes  for  1927,  and  we  find 
under  the  heading  of  charitable  relief  and  health 
the  startling  figures  of  $675,600,000. 

So  much,  then,  for  machinery,  but  machinery 
is  not  intelligence.  May  we  not  with  propriety 
question  the  intelligent  application  of  this  vast 
machinery  and  the  wisdom  of  our  present  system 
of  paternalism? 

Gifts  for  medical  charity  and  promotion  of 
health  are  not  to  be  deplored  even  though  the 
contention  might  well  be  advanced  that  under 
our  form  of  government  this  should  be  pro- 
vided for  by  taxes  and  the  State,  especially  in 


this,  the  wealthiest  country  the  world  has  ever 
known.  Neither  is  this  subject  brought  to  your 
attention  in  a spirit  of  fault  finding,  although  the 
right  to  make  constructive  criticism  is  main- 
tained, but  rather  because  it  is  a matter  that 
concerns  us  vitally  and  because  when  abuses  of 
medical  charity  are  mentioned  we  are  told  that 
the  physicians  started  it  all. 

We  admit  this.  We  have  been  the  leaders  in 
medical  charity  in  -the  past  and  must  assume 
the  responsibility  it  implies. 

Our  profession  has  for  its  prime  object  the 
services  it  can  render  to  humanity ; reward  and 
financial  gain  should  be  a subordinate  consider- 
ation, and  we  subscribe  to  the  principles  of 
medical  ethics  that  state  “the  "poverty  of  a pa- 
tient should  command  the  gratuitious  services 
of  a physician.” 

Beyond  this,  however,  we  are  not  committed, 
but  we  challenge  the  showing  of  greater  or  equal 
generosity  by  any  other  group,  and  until  this  is 
matched  we  question  their  right  to  impose  more, 
and  u'e  resent  attempts  to  exploit  the  generous 
instincts  of  our  profession  either  directly  or  cm 
a gift  to  others.  We  also  question  why  the  pro- 
vision of  shelter  and  raiment,  food  and  fuel, 
transportation  and  other  like  necessities  should 
not  enter  into  this  scheme  of  philanthropy  as 
much  as  clinical  medicine.  Whether  one  believes 
in  socialism  or  not,  the  injustice  of  applying  it 
to  one  line  of  human  endeavor  affine  must  be 
acknowledged  by  every  fair  minded  person.  So- 
cial workers  inform  us  that  the  yard  stick  which 
determines  eligibility  to  free  medical  care  runs 
from  $125  to  $135  per  month  in  a family  of 
two  adults  and  one  child.  On  this  basis,  then, 
where  the  income  is  $1,500  a year  such  charitv 
is  granted,  and  if  it  be  $1,620  or  more  it  is  said 
to  be  denied  or  not  thought  necessary.  The 
National  Bureau  of  Research  reports  that  there 
were  37,569,000  people  receiving  incomes  in  the 
United  States  in  1918,  and  that  of  these  72  per 
cent  received  less  than  $1,500.  Incomes  were 
received,  then,  by  one-third  of  our  population, 
and  if  the  ratio  of  three  in  each  family  as  ap- 
plied by  our  social  workers  be  permitted  to  stand 
for.  practical  purposes  of  calculation  throughout, 
72  per  cent  of  our  entire  population  were  entitled 
to  free  care  Allotment  equally  among  our  1-10,- 
000  physicians  give  each  a paying  clientele  of  75 
families  or  225  patients  and  a charity  list  of  193 
families  or  579  patients.  Oh,  what  a country  of 
paupers  this  would  seem  to  be  ! What  some  of 
us  cannot  understand  is  the  justice  of  a class 
distinction  that  provides  free  medical  care  for 
all  families  with  an  income  of  $1,500  a year 
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when  they  are  unable  to  obtain  other  necessities 
of  life  on  the  same  basis.  We  admit  that  this 
is  not  entirely  the  same,  but  we  maintain,  too, 
that  it  is  not  altogether  different,  especially  when 
radios,  automobiles,  diamonds,  and  fur  coats 
are  such  common  possessions. 

No  one  individual  can  prescribe  the  remedy 
by  which  corrections  and  solutions  are  to  be  ac- 
complished and  it  is  to  the  attention  then  of  the 
entire  profession  that  this  situation  is  presented. 
Each  should  attempt  to  do  his  part. 

Physicians  are  represented  on  the  boards  of 
some  of  these  organizations,  but  this  is  not 
enough ; they  should  in  a much  greater  measure 
partake  in  the  shaping  of  their  policies  and  ac- 
tivities. Theirs  has  been  the  study  of  the  race. 
Theirs  has  been  the  training,  and  it  has  not  been 
confined  to  pathology'  and  treatment  of  illness 
alone ; they  have  always  been  the  unselfish  apos- 
tles of  disease  prevention.  Their  qualification 
is  recognized  when  representation  is  asked  for. 
and  some  delegate  from  our  Society  usually  finds 
his  name  on  the  stationery  of  each  organization 
as  an  implied  endorsement  of  its  work.  How  in- 
sufficient ! Group  organizations,  such  as  here  ref- 
erred to,  should  have  group  study  and  group  ad- 
vice. It  is  to  be  hoped  that  sponsors  will  see 
the  need  of  this.  The  timeliness  and  desire- 
ability'  of  already  established  or  contemplated 
benevolences  should  be  determined.  The  masses 


will  suffer  if  those  not  best  informed  on  a sub- 
ject be  assigned  to  such  a task  and  when  it  comes 
to  the  requirements  of  health  and  medical  care 
that  prerogative  belongs  to  the  physician.  The 
task  is  a large  one,  and  although  details  may  be 
worked  out  by  individuals  the  general  policy 
should  meet  the  approval  of  regular  medical 
societies.  We  need  more  interest  in  the  pur- 
poses which  institutions  may  be  made  to  serve 
and  less  interest  in  instituting.  We  need,  as 
physicians,  to  decide  whether  we  shall  become 
machines,  so  to  speak,  servants  of  a machine,  or 
meet  the  particular  obligation  of  leadership  that 
inheres  in  us. 

After  careful  study  of  these  problems  we 
should  set  up  a medical  economic  credo  that 
all  members  have  helped  to  formulate  and  to 
which  all  may  subscribe.  While  others  have 
been  organizing  we,  as  a class,  have  become  de- 
centralized into  smaller  groups.  We  need  to 
develop  a great  group  consciousness  that  shall 
be  united  in  its  stand  on  all  public  questions 
that  affect  our  common  needs.  We  need  more 
organization  and  fewer  organizations.  But  most 
of  all  we  need  to  hold  fast  to  the  beautiful  tenets 
of  our  profession  lest  this  commercial  age  de- 
prive us  of  that  instinct  and  desire  to  render 
unselfish  service  to  those  who,  truly  need  us 
that  has  been  handed  down  to  us  as  a tradition 
and  a heritage  from  the  past. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  December  12,  1928 


The  regular  monthly'  meeting  of  the  Minnesota 
Academy'  of  Medicine  was  held  at  the  Town  and 
Country  Club  on  Wednesday  evening,  Decem- 
ber 12,  1928,  at  8 p.  m.  Dinner  was  served  at 
7 P.  M. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  C.  N.  McCloud.  There  were  thirty- 
one  members  and  one  visitor  present. 

The  minutes  of  the  November  meeting  were 
read  and  approved. 

Dr.  E.  M.  Hammes  read  the  following  reso- 
lutions on  the  death  of  Dr.  Arthur  Sweeney. 
A motion  was  carried  that  these  be  spread  upon 
the  records  of  the  Academy  and  a copy  sent 
to  the  family  of  Dr.  Sw'eeney. 

Dr.  Arthur  A.  Sweeney  died  November  7,  1928, 
at  his  home  in  St.  Paul.  He  was  engaged  in 
active  practice  to  within  a week  of  his  death. 
His  life  of  seventy  years  was  well  spent.  En- 
dowed with  a sturdy  physique,  he  was  able  to 


devote  himself  continuously  to  his  profession,  in 
which  he  developed  a large  and  appreciative  clien- 
tele. Never  content  with  mediocre  work,  routine 
examination,  or  ordinary  explanation,  he  was  ever 
searching  for  the  new,  the  unusual,  or  the  odd 
situations,  and  his  studious  interpretations  of 
symptoms  and  findings  led  to  many  brilliant  diag- 
noses. Within  a practice  confined  to  the  diag- 
nosis and  treatment  of  the  diseases  of  the  mind 
and  nerves,  he  developed  a position  of  authority 
in  the  field  of  medical  jurisprudence.  Upon  this 
subject  he  lectured  for  years  at  the  University. 
He  made  and  held  inviolate  a reputation  of  ster- 
ling-integrity, profound  judgment  and  honesty  of 
purpose  in  this  the  most  controversial  of  all  fields 
of  the  practice  of  medicine.  These  qualities  were 
fundamental  to  his  character. 

His  conduct  and  deportment  were  peculiarly 
free  from  criticism,  and  his  motives  were  never 
questioned.  While  his  attitude  to  the  problem  of 
the  individual  was  one  of  intense  interest  and  ap- 
plication, lie  devoted  himself  to  the  development 
of  studies  which  related  to  large  groups  of  the 
population.  Mentality  tests  and  forms  of  exam- 
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ination  of  the  individual  received  his  enthusiastic 
attention.  The  interpretation  of  these  tests  and 
their  classification  were  and  are  of  great  value, 
and  may  lead  to  basic  changes  in  the  field  of 
pedagogy. 

Amidst  days  full  of  medical  problems  he  found 
time  to  attend  to  the  cultural  aspects  of  life. 
While  he  himself  found  delight  and  profit  along 
various  avenues  of  study,  such  was  his  broad 
and  generous  purpose  and  impulse  that  he  sought 
to  bring  the  beautiful,  the  interesting,  the  im- 
portant, to  every  member  of  his  community. 
Long  years  of  association  with  the  St.  Paul  In- 
stitute is  a marked,  but  by  no  means  the  only, 
exhibition  of  his  activities  outside  of  his  profes- 
sion. Coupled  with  his  delight  in  intellectual  pur- 
suits was  an  exceptional  ability  of  expression 
shown  in  his  many  contributions’  to  medicine  and 
particularly  in  his  manner  of  sppech,  not  only  as 
a conversationalist,  but  as  a public  speaker. 
Nicety  and  clarity  of  diction  supported  by  a 
voice  of  sonorous  tone  brought  delight,  pleasure, 
and  information  upon  many  subjects  to  many 
people  and,  in  the  field  of  debate,  conviction. 

Dr.  Sweeney’s  whole  attitude  of  life  was  an 
intense  interest  in  the  problems  at  hand  and  a 
vision  of  the  future  ever  present  with  the  result 
that  he  never  lagged  but  advanced  with  his  years. 

In  memory  of  Dr.  Arthur  Sweeney,  your  Com- 
mittee offers  this  resolution — 

Whereas,  The  Academy  of  Medicine  has  lost 
by  death  the  association  of  Dr.  Arthur  Sweeney 
as  a fellow  of  this  society  and  as  a member  of 
the  medical  profession — 

Be  It  Resolved,  That  the  sentiments  herein  ex- 
pressed be  spread  upon  the  minutes  and  a copy 
forwarded  to  his  family. 

(Signed)  Harry  P.  Ritchie 
E.  M.  Hammes 
Frank  E.  Burch 

A motion  was  carried  that  the  election  of 
new  members  be  deferred  until  the  next  meet- 
ing. 

The  scientific  program  of  the  evening  con- 
sisted of  the  following  case  reports : 

Dr.  C.  B.  Wright  (Minneapolis)  reported  a 
case  of  acute  cholecystitis  and  acute  pancreati- 
tis, as  follows: 

Mrs.  R.  S.— On  Tuesday  morning,  November  27, 
1928,  I was  called  to  see  this  woman.  When  I ar- 
rived, at  10  o’clock,  she  was  in  the  bathroom.  She 
walked  back  to  bed  and  told  me  that  she  had  been 
having  terrific  attacks  of  cramp-like  pain  in  the 
upper  abdomen  starting  two  days  before.  The  pain 
came  on  early  in  the  morning  and  resembled  gas 
pains.  It  was  very  severe  and  was  localized  in  the 
upper  abdomen,  mostly  to  the  right  of  the  median 
line.  She  had  vomited  everything  the  first  day  and 
had  taken  nothing  since.  On  the  morning  of  the 
day  I first  saw  her  the  pain  had  increased  markedly 
in  severity.  On  the  first  day  she  had  been  given 
a hypodermic  of  morphin;  also  one  on  the  second 
day.  Although  she  had  been  in  bed  most  of  the 
time,  she  had  at  times  been  up  and  walked  around. 
She  had  taken  a cathartic  early  this  morning,  and 


her  bowels  had  moved  several  times. 

Superficial  examination  revealed  a fleshy  woman 
forty-five  years  of  age;  a generally  distended  ab- 
domen fairly  rigid  above  the  umbilicus,  but  not 
board-like;  pulse  was  120  and  regular. 

I advised  her  to  go  to  the  hospital  immediately, 
and  she  insisted  upon  walking  down  stairs  to  a car 
to  be  taken  to  the  hospital.  Upon  arriving  at  the 
hospital  she  stepped  into  a wheel  chair  and  was 
taken  into  a ward  in  the  hospital.  She  apparently 
wras  suffering  intense  pain.  After  getting  her  into 
bed  and  giving  her  a quarter  grain  of  morphin,  I 
obtained  the  following  history: 

She  had  always  been  healthy;  had  worked  as  a 
wash-woman  to  support  five  children  and  an  alco- 
holic husband.  Since  August,  1928,  she  had  had  at- 
tacks of  cramp-like  pain  in  the  upper  abdomen 
which  have  increased  in  frequency.  These  pains 
would  come  on  while  she  was  at  work  and  would 
last  a few  hours.  They  were  very  intense  in  char- 
acter and  would  go  through  her  abdomen  to  her 
back  and  shoulders,  but  they  would  last  only  a few 
hours.  However,  she  had  been  working  most  of 
the  time.  She  stated  that  she  has  never  been  jaun- 
diced. 

Upon  more  careful  examination  at  the  hospital 
we  found  her  blood  pressure  to  be  124/86;  recta! 
temperature,  100°;  heart  and  lungs  clear;  pulse,  120; 
respirations  rapid,  costal  in  type;  no  edema.  There 
were  burns  of  the  first  degree  over  the  upper  part 
of  the  abdomen  where  she  said  she  had  applied  hot 
pads.  Her  abdomen  was  generally  distended.  The 
patient  was  not  in  shock.  I thought  we  could  make 
out  movable  dullness  in  the  flanks.  The  area  of 
greatest  tenderness  was  to  the  right  of  the  median 
line  in  the  gall-bladder  region,  and  this  was  the 
area  of  greatest  pain,  which  she  claimed  went 
through  to  her  back.  There  seemed  to  be  a definite 
line  of  demarcation  of  greater  rigidity  above  the  um- 
bilicus. Below  this  the  abdomen  was  distended, 
but  not  particularly  rigid.  The  rigidity  was  not 
board-like.  The  outline  of  the  spleen  and  liver,  on 
percussion,  was  normal.  There  was  no  generalized 
cyanosis.  The  leucocyte  count  was  11,900.  A speci- 
men of  urine  was  not  obtained.  The  patient  was 
seen  by  Dr.  George  Dunn,  and  we  decided  that 
she  had  some  severe  upper  abdominal  condition 
suggesting,  more  than  anything  else,  a ruptured  gall- 
bladder. 

Upon  operation  at  12:30  by  Dr.  Dunn  the  abdomen 
was  found  to  contain  considerable  dark  fluid.  There 
was  much  fat  necrosis  in  the  peritoneum  and  omen- 
tum. The  omentum  around  the  stomach  seemed 
friable  and  hemorrhagic.  The  gall-bladder  was  dis- 
tended and  very  tense.  Upon  opening  it  several 
gall-stones  were  removed,  together  with  a consider- 
able amount  of  cloudy  fluid.  No  stones  were  found 
in  either  the  cystic  or  common  ducts.  The  gall- 
bladder was  drained  and  the  abdomen  closed. 

The  patient’s  condition  seemed  fairly  good  until 
the  following  morning,  when  she  became  irrational 
and  vomited.  The  pulse  rapidly  increased  and  be- 
came weak  and  irregular.  The  patient  died  at  2:30 
p.  m.  on  November  28,  about  twenty-six  hours  after 
the  operation. 

Acute  pancreatitis  is  not  a common  condition. 
A person  may  die  within  a few  hours  after  an 
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i attack,  due  to  hemorrhage  or  to  what  is  called 
I “shock,”  or  may  apparently  recover,  or  may 
. apparently  improve  and  live  for  several  weeks, 
j The  points  in  the  diagnosis  of  acute  pancreati- 
tis usually  stressed  are  (1)  the  sudden  onset 
of  excruciating  pain  in  the  upper  abdomen  radi- 
ating all  over  the  abdomen  and  into  the  back ; 
(2)  pain  which  requires  a grain  or  two  of  mor- 
phin  for  relief;  (3)  profound  shock;  (4)  the 
presence  of  a ridge  across  the  upper  abdomen 
with  absence  of  a board-like  feeling;  (5)  vomit- 
ing and  obstipation;  (6)  generalized  cyanosis 
(particularly  emphasized  by  Halstead)  ; and  (7) 
extreme  tenderness  in  the  upper  abdomen  in 
the  median  line  or,  more  frequently,  to  the  left 
of  the  median  line.  Fifty  per  cent  of  these  cases 
have  a history  of  previous  disturbance  in  the 
gall-bladder  region. 

In  this  patient  we  had  evidently  two  distinct 
pathological  conditions:  (1)  acute  cholecystitis 
with  marked  distention  of  the  gall-bladder,  and 
(2)  acute  hemorrhagic  pancreatitis,  the  exact 
onset  of  which  is  difficult  to  determine.  The 
striking  features  of  this  case  are  (1)  the  total 
absence  of  shock;  (2)  the  definite  localization 
of  the  pain  and  tenderness  over  the  gall-bladder 
region;  and  (3)  the  absence  of  vomiting  after 
the  first  day,  and  the  normal  action  of  the  bowels 
after  a cathartic  and  without  vomiting. 

Moynihan  claims  that  this  condition  should 
usually  be  diagnosed.  However,  in  a patient  such 
as  this,  it  would  seem  that  a diagnosis  of  “acute 
pancreatitis”  could  not  be  more  than  a guess. 
We  were  not  able  to  obtain  a specimen  of  urine, 
although  she  voided  once  or  twice  involuntarily. 
From  an  extensive  review  of  the  methods  of 
diagnosis  of  pancreatic  disease,  particularly 
from  a laboratory  standpoint,  Dr.  Robert  Coop 
came  to  the  conclusion  that  there  are  no  labora- 
tory tests,  either  blood  or  urine,  which  will 
help  us  to  any  extent  in  diagnosis. 

Dr.  Paul  H.  Guttman  (Minneapolis)  by  in- 
vitation, gave  the  autopsy  report  in  this  case 
(A-28-1536)  : 

The  principal  gross  findings  are  as  follows:  There 
is  a recent  right  rectus  incision  measuring  15  cm. 
in  length  and  containing  numerous  drains  in  its 
upper  and  lower  portions.  There  is  marked  fat 
necrosis  over  the  omentum  and  both  visceral  and 
parietal  peritoneum.  There  are  about  500  c.c.  of 
bloody  fluid  in  the  peritoneal  cavity.  The  intestinal 
surfaces  are  markedly  hyperemic.  There  is  throm- 
bosis of  the  large  branch  of  the  pulmonary  artery 
supplying  the  right  lower  lobe  with  massive  in- 
farction of  almost  the  entire  lobe.  The  gall-bladder 
is  markedly  thickened  and  of  a bluish-red  color, 
attached  laterally  to  a rubber  tube.  There  are  no 
stones  present.  The  common  duct  is  about  three 


times  the  normal  diameter.  The  dilation  ends 
abruptly  at  the  papilla,  which  is  firm,  and  its  lumen 
is  markedly  constricted.  The  pancreas  shows  marked 
increase  in  size  and  areas  of  fat  necrosis  and  hem- 
orrhage throughout.  There  is  extensive  hemor- 
rhagic necrosis  throughout  the  lesser  peritoneal 
cavity  and  mesocolon.  The  duct  of  Wirsung  is 
traced  to  the  common  duct  where  it  ends  about  1 
cm.  from  the  papilla  of  Vater.  It  is  not  dilated. 

Microscopic  examination  shows  acute  inflamma- 
tion throughout  the  walls  of  the  gall-bladder;  fat 
necrosis;  hemorrhagic  pancreatitis. 

Anatomic  diagnosis;  (1)  acute  hemorrhagic  pan- 
creatitis; (2)  acute  cholecystitis;  (3)  dilation  of  the 
common  duct;  (4)  stenosis  of  the  ampulla  of  Vater; 
(5)  fat  necrosis;  infarct  of  lung. 

COMMENT 

In  this  case  two  factors  must  be  considered 
in  the  eitology  of  the  acute  hemorrhagic  pan- 
creatitis, that  is,  the  acute  cholecystitis  and  the 
obstruction  of  the  papilla.  Following  Opie’s 
work,  little  evidence  had  been  produced  to  sup- 
port his  conclusion  that  the  blockage  of  the  bile 
duct  by  stone  with  subsequent  conversion  of 
the  common  duct  and  the  duct  of  Wirsung  into 
a common  channel  will  cause  acute  pancreatitis 
and  the  general  opinion  drifted  to  the  lymphatic 
route  of  infection  from  an  infected  gall-bladder. 
Experimental  and  anatomic  evidence,  however, 
has  failed  to  support  the  latter  contention.  Acute 
pancreatitis  has  only  been  produced  experimen- 
tally by  the  injection  of  bile  into  the  duct  of 
Wirsung.  Recent  investigation  is  pointing 
again  to  the  bile  duct  route  of  infection.  Noble 
and  Manson  have  shown  that  the  conversion  of 
the  common  duct  and  the  duct  of  Wirsung  into 
a common  passage  is  possible  in  the  majority 
of  cases,  contrary  to  the  opinion  of  Mann  and 
Giordana.  Much  evidence  is  accumulating  to 
indicate  that  under  certain  conditions  there  is 
sufficient  pressure  in  the  bile  system  to  force 
bile  up  into  the  duct  of  Wirsung. 

In  this  case  it  is  difficult  to  decide  which  fac- 
tor is  responsible.  It  appears  that  the  regurgi- 
tation of  bile  into  the  duct  of  Wirsung  seems 
more  probable,  but  we  cannot  entirely  rule  out 
infection  of  the  pancreas  from  the  gall-bladder 
by  way  of  the  lymphatics. 

DISCUSSION 

Dr.  C.  M.  Carlaw  (Minneapolis)  : I would  like  to 
ask  Dr.  Wright  if  the  symptoms  he  first  saw  in  the 
case  were  due  to  the  pancreas  or  the  condition  of 
the  gall-bladder? 

Dr.  H.  T.  Nippert  (St.  Paul)  : I would  like  to  ask 
Dr.  Wright  if  he  had  made  a diagnosis  of  acute 
pancreatitis,  what  would  have  been  his  treatment? 

Dr.  Wright:  That  was  the  problem  we  had  con- 
fronting us:  whether  this  was  a case  in  which  the 
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symptoms  of  acute  pancreatitis  to  a large  extent 
were  masked  by  the  acute  gall-bladder  infection. 
The  clinical  picture  was  more  like  gall-bladder  dis- 
ease on  account  of  the  location  of  the  pain,  the  his- 
tory of  previous  attacks,  and  the  absence  of  shock. 
Any  one  who  had  seen  a large  number  of  these 
cases  would,  however,  undoubtedly  have  been  at- 
tracted by  the  feeling  on  palpation  of  the  abdomen, 
that  is,  the  transverse  line  of  definite  resistance 
without  a board-like  rigidity.  I remember  hearing 
Dr.  Halstead  tell  us  twenty-five  years  ago  how  he 
would  recognize  his  next  case. 

In  answer  to  Dr.  Nippert’s  question:  If  one  knew 
absolutely  that  a patient  had  an  acute  hemorrhagic 
pancreatitis,  with  conditions  similar  to  those  in  this 
patient’s  abdomen,  one  would  not  advise  operation; 
certainly  not  in  the  acute  stage.  If  the  patient  sur- 
vived and  reached  the  abscess  or  cystic  stage  then 
operation  might  be  advisable.  On  the  other  hand, 
how  can  one  be  sure  of  his  diagnosis  without  ex- 
ploring? 

Dr.  A.  Schwyzer  (St.  Paul)  : In  pancreatitis  fol- 
lowing cholecystitis,  we  have  two  sources  to  con- 
sider. Sometimes  we  have  to  accuse  the  direct 
communication  of  the  lymphatics  of  the  gall-bladder 
with  the  head  of  the  pancreas  and  we  very  often  see 
a swelling  of  the  head  of  the  pancreas  in  cholecysti- 
tis. In  these  cases  usually  the  pancreatitis  is  of  a 
milder  form.  We  very  often  have  a lumpy  head 
of  the  pancreas,  lumps  as  large  as  beans  or  almonds, 
which  are  somewhat  movable.  That  is  not  a dan- 
gerous condition.  We  can  close  the  abdomen  up 
tight,  and  the  lumps  will  disappear.  In  one  case 
I saw  the  pancreas  stand  out  like  a pyramid.  We 
drained  the  gall-bladder.  Two  years  afterwards 
the  patient  had  the  same  condition  again,  and  again 
she  had  that  very  large  pancreas,  which  had  receded 
between  these  two  attacks.  The  second  time  we 
took  the  gall-bladder  out  and  she  has  had  no  trouble 
since,  which  means  for  a considerable  number  of 
years. 

The  other  form  is  the  one  where  you  have  in- 
fection running  back  into  the  ducts.  This  is  more 
serious.  As  Dr.  Wright  said,  we  can  go  at  the 
cases  of  acute  pancreatitis  if  the  diagnosis  is  made 
early,  and  it  is  not  so  very  difficult  to  make,  at 
least  with  a good  degree  of  probability.  There  is 
enormous  distress  across  the  upper  abdomen  and 
distention,  but  the  abdomen  is  not  as  hard  or  board- 
like  as  in  perforated  ulcers  of  the  stomach.  Then 
there  is  early  (in  the  peracute  cases)  the  feeling 
of  collapse  and  impending  death.  Dr.  Wright  men- 
tioned the  possibility  of  injury  to  the  pancreas  from 
handling  during  his  operation.  This  I do  not  think 
we  need  to  consider.  The  pancreas  is  very  likely 
to  stand  considerable  handling  if  not  infected. 

One  case  I want  to  mention.  A young  man 
riding  a bicycle  fell  and  the  handle-bar  of  the  bicycle 
went  into  the  epigastrium.  After  a stormy  initial 
time  he  improved.  Then  he  came  to  me  a month 
after  the  accident.  He  had  a large  swelling  in  his 
epigastrium,  and  there  was  also  free  fluid  in  the 
abdomen.  On  opening  him  we  found  he  had  a lot 
of  fluid  in  the  abdomen  which  we  had  to  remove. 
The  fluid  was  clear.  A bulging  was  seen,  with  the 
colon  and  stomach  over  it.  Then  we  knew  we  had 
a condition  in  the  lesser  peritoneal  cavity.  After 


emptying  the  ascites  as  well  as  possible,  we  walled 
off  an  area  between  the  colon  and  stomach.  The 
gauze  getting  soaked,  made  walling  off  of  doubtful 
safety.  Through  a tiny  opening  in  the  gastro-colic 
omentum  a catheter  was  quickly  inserted  and  about 
a quart  of  pus  with  some  old  blood  was  evacuated 
through  this  catheter.  The  pancreas  had  been 
crushed.  That  boy  got  well  without  any  trouble. 

In  another  case  a man  who  had  had  no  food  ex- 
cept water  and  milk  for  five  weeks,  as  we  had 
thought  the  condition  to  be  an  ulcer  of  the  stomach, 
threw  up  a piece  of  what  we  had  to  consider  to  be 
sloughy  pancreas  tissue  after  microscopic  study. 
About  two  years  afterwards  I operated  on  him  for 
gall-stones,  and  then  the  diagnosis  became  more 
definite.  He  had  had  a phlegmon  of  the  pancreas 
with  necrosis  that  broke  through  into  the  stomach. 

I mention  these  cases  to  show  that  it  depends 
on  the  virulence  of  the  infection  and  its  acute- 
ness and  extent,  as  to  whether  or  not  the  pa- 
tient is  going  to  die.  If  simple  handling  of  the 
pancreas  were  so  dangerous  we  would  see  more 
trouble  when  operating  on  it,  as,  for  instance, 
one  has  to  take  some  pancreas  tissue  along  at 
times  in  extensive  resections  of  the  stomach. 

Dr.  E.  M.  Hammes  (St.  Paul)  reported  two 
cases : 

1.  A case  of  subarachnoid  hemorrhage  associated 
with  pregnancy. 

A female,  aged  41,  w-as  seen  in  consultation  with 
Dr.  Hugh  Beals  on  November  30,  1928.  The  family 
history  was  negative.  Her  personal  history  was 
negative  except  at  the  age  of  ten  she  had  a severe 
attack  of  typhoid  fever.  This  was  complicated  by 
a myositis  of  the  neck  muscles  with  subsequent  con- 
tractures. These  were  operated  on  by  the  late  Dr. 
Arthur  Gillette.  She  had  passed  through  three  nor- 
mal pregnancies.  This  last  pregnancy  had  been 
normal  throughout  without  any  evidence  of  nephri- 
tis, and  there  was  a normal  blood  pressure.  On 
the  way  to  the  hospital  on  November  26,  1928,  she 
was  delivered  in  the  automobile.  She  stated  that 
she  had  practically  no  labor  pains.  Three  days 
later  she  complained  of  pain  and  rigidity  of  the 
neck  muscles.  She  states  that  this  pain  was  similar 
in  character  to  the  one  when  she  had  the  myositis 
thirty-one  years  ago.  This  gradually  became  more 
pronounced,  and  along  with  it  she  became  somewhat 
flighty  and  talkative.  Her  temperature  varied  be- 
tween normal  and  100.4°;  pulse,  110.  On  the  after- 
noon of  the  fifth  day  her  pulse  suddenly  became 
very  rapid  (160)  without  any  increase  of  her  other 
symptoms.  An  examination  at  9 p.  M.  revealed  the 
following: 

The  patient  was  somewhat  flighty  and  had  diffi- 
culty in  concentrating.  She  had  marked  rigidity 
of  the  neck  and  a positive  Kernig.  Her  eyes  were 
restless  and  jerky.  All  reflexes,  sensation,  fundi, 
and  so  forth  were  normal.  Temperature  was  100.6°; 
pulse,  120.  My  first  impression  was  a tuberculous 
meningitis.  A lumbar  puncture  was  performed,  and 
we  had  some  difficulty  in  inserting  the  needle.  The 
spinal  fluid  was  uniformly  bloody.  About  20  c.c. 
were  removed  under  somewhat  increased  pressure. 
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There  was  some  relief  of  her  symptoms.  The  fol- 
lowing morning  Dr.  Beals  performed  another  lum- 
bar puncture,  removing  30  c.c.  of  bloody  spinal  fluid. 

[ The  patient’s  condition  gradually  grew  worse,  and 
she  died  three  days  later. 

A postmortem  was  performed.  All  findings  were 
negative  except  for  a marked  hemorrhagic  exudate 
over  the  entire  brain  extending  into  the  spinal  canal. 
Careful  search  of  the  cerebral  blood  vessels  revealed 
I no  evidence  of  a ruptured  blood  vessel  or  an 
: aneurysm.  Further  microscopic  studies  of  the  brain 
are  being  made.  However,  in  the  absence  of  any 
ruptured  cerebral  blood  vessel  or  aneurysm,  one  is 
probably  dealing  with  a case  of  spontaneous  sub- 
arachnoid hemorrhage.  The  pathology  of  this  con- 
dition is  primarily  in  relation  to  the  cerebral  venous 
, circulation  with  perivascular  exudate  around  the 
veins. 

This  is  the  second  case  of  this  kind  I have  en- 
countered closely  associated  with  pregnancy  with 
normal  blood  pressure.  It  would  be  of  interest  to 
hear  from  the  obstetricians  whether  this  condition 
is  more  common  than  one  suspects. 

DISCUSSION 

Dr.  F.  L.  Adair  (Minneapolis)  : Was  there  any 
toxemia  associated  with  this? 

Dr.  Hammes:  None  whatsoever. 

Dr.  Adair:  You  can  have  hemorrhage  in  various 
portions  of  the  body  following  delivery,  but  I have 
never  seen  one  of  this  kind  cause  serious  damage. 
You  get  subconjunctival  hemorrhage  and  emphys- 
ema from  rupture  of  the  lung,  and  I suppose  it  is 
quite  possible  to  get  an  intracranial  hemorrhage 
though  I have  never  seen  one  except  in  association 
with  convulsive  toxemias. 

2.  The  second  case  was  a primary  hemangioma 
of  the  middorsal  vertebrae  with  an  associated  trans- 
verse myelitis.  The  patient  was  operated  on  by 
Dr.  Wallace  Cole  and  made  recovery.  Full  details 
of  this  case  will  be  published  later. 

DISCUSSION 

Dr.  Schwyzer:  It  would  be  interesting  to  know 
more  about  the  pathology  in  this  case.  It  had  been 
declared  malignant,  but  ordinary  hemangiomas  are 
not  malignant,  and  they  respond  very  well  to  radium. 
I would  imagine  it  would  be  well  to  try  A'-ray  and 
radium  here.  In  one  case  where  we  had  a malig- 
nant growth  in  a dorsal  vertebra  causing  paralysis, 
we  went  into  the  vertebra  and  put  50  mg.  of  radium 
rather  near  the  cord  (about  2/3  of  an  inch  or  an 
inch  away).  We  rather  recklessly  left  that  in  for 
forty-eight  hours,  knowing  that  of  all  tissues  the 
nervous  tissue  is  least  damaged  by  .r-ray  and  radium. 
That  woman  did  not  have  any  damage  from  it.  On 
the  contrary  the  paralysis  improved.  She  walked 
again  a little  after  a while,  but  she  died  of  her 
malignancy.  In  that  case  there  was  no  damage 
done  by  forty-eight  hours  of  50  mg.  in  very  close 
proximity  to  the  cord. 

Dr.  A.  Schwyzer  (St.  Paul)  reported  the  fol- 
lowing cases : 

Two  weeks  ago  to-day  I had  a case  of  carcinoma 
of  the  lesser  curvature  of  the  stomach.  The  patient 
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was  very  anemic.  We  transfused  her  and  did  a 
modification  of  the  Polya  operation.  (Diagram  on 
blackboard).  It  is  on  account  of  this  modification 
which  I have  now  done  several  times  that  I men- 
tion the  case.  I think  it  is  worth  while.  We  had 
to  go  far  up  on  the  lesser  curvature  of  the  stomach. 
(Shown  on  diagram).  The  upper  two-thirds  of  the 
wound  on  the  stomach  were  sewed  up  and  inverted. 
On  the  lesser  curvature  inversion  was  somewhat 
under  tension.  We  then  sewed  the  gut  to  the  whole 
length  of  the  original  stomach  wound  posteriorly. 
The  suture  started  at  the  lesser  curvature  and 
reached  the  greater  curvature  where  it  was  left 
long.  We  then  cut  a hole  into  the  gut  correspond- 
ing to  the  stomach  opening  and  closed  this  anasto- 
mosis by  two  sutures.  Then  the  thread  of  the  first 
posterior  suture  was  continued  from  the  greater 
curvature  up  to  the  point  of  origin  on  the  lesser 
curvature.  I think  this  modification  will  sometimes 
be  welcome,  when  there  is  some  fear  for  the  suture 
far  up.  The  gut  then  insures  the  suture,  insures  a 
free  outlet,  and  a not  too  free  inlet  from  the  upper 
loop  of  jejunum. 

Dr.  Carl  B.  Drake  (St.  Paul)  reported  a case 
of  coronary  thrombosis,  as  follows : 

The  following  case  of  coronary  thrombosis  is 
presented  because  of  the  fact  that  the  patient  was 
only  forty  years  of  age,  had  never  had  a previously 
recognized  anginal  attack,  and  had  had  such  a va- 
riety of  previous  illnesses  as  to  confuse  the  picture. 

I saw  the  patient  at  3 a.  m.,  November  28,  1928, 
when  he  was  suffering  from  an  agonizing  pain  in 
the  pit  of  the  stomach.  The  patient  was  in  such 
evident  agony,  as  evidenced  by  pallor,  profuse 
sweating,  and  his  statement  that  he  was  dying,  that 
a hypo  of  morphin,  gr.  and  atropin,  gr.  1/75, 
was  given  at  once.  No  relief  being  obtained,  the 
)4  grain  of  morphin  was  repeated  in  about  ten 
minutes. 

The  pain  was  located  in  the  epigastrium  just  be- 
low the  ensiform  and  did  not  radiate  up  into  the 
neck,  shoulders,  or  arms,  nor  through  to  the  back. 
There  had  been  no  vomiting  or  disturbance  of  the 
bowels  and  there  was  no  increased  abdominal  re- 
sistance. There  was  some  epigastric  tenderness  and 
the  gall-bladder  region  was  slightly  tender.  There 
was  no  tenderness  in  the  region  of  the  appendix 
or  kidneys.  The  heart  rate  was  100,  regular,  and 
no  murmurs  were  heard.  The  radial  arteries  w-ere 
markedly  sclerosed  and  tortuous. 

My  impression  was  that  I was  dealing  with  a 
gall-bladder  colic,  although  the  marked  radial  thick- 
ening suggested  the  possibility  of  a coronary  or 
mesenteric  thrombosis.  The  patient’s  age  was  rather 
against  a thrombosis.  When  the  second  hypo  failed 
to  give  relief,  fearing  1 might  be  overlooking  a sur- 
gical condition,  such  as  an  ulcer  which  had  per- 
forated into  the  lesser  peritoneal  cavity  or  a vol- 
vulus, and  upon  the  suggestion  of  the  family,  I 
called  Dr.  Hammond.  By  the  time  he  arrived  the 
pain  was  much  relieved  although  the  tenderness 
and  epigastric  discomfort  persisted.  Vomiting  oc- 
curred several  times  before  the  patient  reached  the 
hospital  at  noon. 

The  following  history  was  elicited: 

In  1918  a moderate-sized  kidney  stone  had  been 
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passed  from  the  left  kidney.  Nocturia  three  or  four 
times  each  night  had  persisted  since. 

In  1919  the  patient  had  had  several  pulmonary 
hemorrhages,  varying  in  amount  from  a teaspoon- 
ful to  a cup,  and  he  was  told  he  had  tuberculosis. 

In  1921  he  had  the  symptoms  of  and  was  diag- 
nosed appendicitis,  but  was  not  operated  on.  Again 
last  December  he  had  pain  and  tenderness  in  the 
lower  right  quadrant,  but  recovered  on  an  orange- 
juice  diet. 

He  stated  he  had  had  pleurisy  in  the  winter  of 
1925  and  again  in  1926  and  had  suffered  from  hay 
fever  and  asthma  each  year.  He  had  never  been 
jaundiced. 

While  in  the  hospital  the  patient  was  extremely 
nervous  especially  at  night  and  continually  wanted 
to  go  home.  Aside  from  some  epigastric  distress 
and  occasional  spells  of  coughing  he  had  no  symp- 
toms. His  pulse  varied  from  88  to  110.  His  tem- 
perature was  normal  the  first  day  in  the  hospital, 
then  ran  as  high  as  101.4,°  being  usually  normal 
each  morning.  His  blood  pressure  was  168/118  on 
admission. 

The  heart  was  percussed  10.5  cm.  to  the  left;  the 
heart  tones  were  regular,  and  no  murmurs  nor  fric- 
tions were  ever  heard. 

Numerous  rales  were  heard  at  one  or  both  lung 
bases  at  times.  The  apices  were  clear.  Blood-tinged 
sputum  was  raised,  but  four  specimens  failed  to 
show  any  tubercle  bacilli. 

A tender  spot  the  size  of  a dollar  was  located 
just  belowT  the  ensifornt  process,  which  also  w’as 
the  location  of  the  discomfort  and  previous  pain. 
The  gall-bladder  area  was  a little  tender.  The  kid- 
neys were  not  palpable,  nor  were  the  kidney  or  ap- 
pendix regions  tender. 

The  urine  contained  10  to  15  r.  b.  c.  and  the  same 
number  of  pus  cells  and  a trace  of  albumen  at  times. 
No  bile  was  found.  There  was  a leucocytosis  of 
23,000  upon  admission.  X-ray  of  the  genito-urinary 
tract  showed  only  calcified  arteries  in  the  region 
of  the  lower  ureters. 

The  patient  at  his  own  request  left  the  hospital 
December  5,  after  a week  in  bed. 

He  was  seen  at  home  on  the  morning  of  Decem- 
ber 7 and,  aside  from  rales  at  both  lung  bases,  pulse 
100,  and  a rather  poor  muscular  quality  to  the 
heart  tones,  nothing'  was  found.  At  4:30  in  the 
afternoon  I was  called  in  a hurry  on  account  of 
a choking  spell.  He  was  comfortable  when  I ar- 
rived at  5 p.  M. 

Up  to  this  time  I must  confess  I was  inclined  to 
the  diagnosis  of  a kidney  stone  on  account  of  the 
blood  cells  in  the  urine,  the  history,  and  severe 
colic.  When  the  choking  spells  appeared,  the  pic- 
ture was  clear,  and  his  wife  was  told  of  the  serious- 
ness of  the  situation. 

The  patient  died  at  2:30  a.  m.  (December  8)  just 
ten  days  after  the  occurrence  of  the  thrombus. 

Autopsy  by  Dr.  Kano  Ikeda  showed,  in  brief,  the 
following: 

The  descending  branch  of  the  left  coronary  artery 
was  completely  thrombosed,  and  a large  infarct  in- 
volved the  wall  of  the  left  ventricle.  The  inner  por- 
tion of  the  ventricular  wall  showed  a marked,  re- 
cent degeneration  of  the  heart  muscle.  There  was 
an  excess  of  slightly  cloudy  fluid  in  the  pericardial 


sac.  There  was  a small  thrombus  in  the  tip  of  the 
left  ventricular  chamber. 

There  was  a generalized  edema  of  both  lungs, 
and  two  calcified  tuberculous  nodules  0.5  cm.  in 
diameter  were  found  in  the  lower  portion  of  the 
upper  right  lobe  with  adherent  pleura  in  that  region. 

There  were  scattered  calcified  miliary  tubercles 
throughout  the  spleen.  A few  healed  tubercles  were 
visible  on  the  surface  of  the  liver.  The  gall-bladder 
was  normal. 

The  left  kidney  was  about  half  the  normal  size. 
No  calculi  were  found.  Both  ureters  were  slightly 
dilated. 

The  appendix  was  firmly  bound  down  in  the  pelvis. 

There  was  a marked  generalized  arteriosclerosis 
involving  coronaries,  aorta,  renal,  and  popliteal 
arteries. 

This  is  the  fifth  case  of  coronary  thrombosis  I 
have  seen  in  the  past  four  years.  The  first  one  de- 
veloped a pericardial  friction,  the  second  a hemi- 
plegia, the  third  ( a woman  suffering  from  diabetes) 
recovered,  and  the  fourth  died  in  about  two  weeks 
after  the  onset.  These  patients  were  all  elderly, 
and  all  but  one  died. 

An  electrocardiogram  often  gives  in  this  condi- 
tion very  definite  information  and  is  of  distinct  diag- 
nostic value. 

It  has  been  proven  conclusively  that  patients  with 
coronary  thrombosis  do  recover  but  are  likely  to 
succumb  in  a subsequent  attack.  The  arteriosclero- 
sis is,  of  course,  the  predisposing  cause  and  it  is 
progressive. 

DISCUSSION 

Dr.  J.  F.  Hammond  (St.  Paul)  : When  I saw  this 
man  I thought  he  was  having  a gall-bladder  attack. 
The  question  of  the  pancreas  came  up,  and  also  per- 
forated ulcer,  but  I thought  those  could  be  ruled 
out.  When  I advised  (also  Dr.  Drake  advised)  him 
to  go  to  the  hospital  for  observation  I told  his 
family  I thought  it  was  a gall-bladder  attack.  When 
he  got  to  the  hospital  he  was  feeling  better,  but  he 
was  rather  anxious  to  be  operated  on  that  day.  The 
next  I heard  about  him:  pus  and  blood  cells  were 
reported  in  the  urine.  Then  I thought  I was  wrong 
again,  and  decided  the  trouble  might  be  in  the 
kidney.  Dr.  Drake  kept  telling  me  about  the 
arteriosclerosis,  but  I was  not  much  impressed.  I 
did  not  see  much  of  the  patient  in  the  hospital.  The 
next  I heard  about  him  he  had  gone  home,  and  then 
a little  later  that  he  was  dead. 

Dr.  A.  R.  Hall  (St.  Paul)  : I think  there  are  a few 
points  that  help  out  in  the  diagnosis  of  these 
coronary  cases  which  are  so  confusing.  These  pa- 
tients have  fever  in  a very  short  time  after  the  at- 
tacks of  pain;  they  have  a slight  leucocytosis  shortly 
afterwards  and  then  a marked  leucocytosis,  which 
might  well  be  confusing.  Then  one  is  often  struck 
by  the  appearance  of  the  patients.  They  look  a 
little  different  from  patients  with  other  acute  pain. 
They  have  an  ashy-gray  appearance,  different  than 
we  see  in  gall-bladder  attacks  and  in  the  perfora- 
tions. I think  that  peculiar  color  is  very  frequently 
present.  Then  the  pain  is  very  often  located  in  the 
upper  abdomen.  I have  had  the  experience  of  diag- 
nosing gall-bladder,  and  coming  to  the  correct  diag- 
nosis through  the  failure  of  relieving  the  pain  with 
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moderate  doses  of  morphin.  I think  that  is  the  rule. 
They  often  cannot  be  relieved  at  all  with  morphin. 
The  thing  that  always  struck  me  in  these  cases  is 
the  very  marked  systemic  reaction  to  so  small  a 
lesion.  I have  seen  them  go  on  to  death  with  a 
very  small  area  of  necrosis  or  softening  and  yet 
with  most  marked  systemic  reactions.  Practically 
all  have  fever,  and  practically  all  have  marked 
; leucocytosis.  A leucocytosis  usually  means  a bac- 
I tcrial  infection.  These  are  not  bacterial  infections, 

' and  I do  not  know  why  they  get  such  a marked 
general  reaction  as  they  do.  It  is  not  a rare  con- 
dition at  all,  and  it  is  a condition  in  which  a patient’s 
life  may  often  be  saved  by  keeping  him  from  being 
operated  on.  If  the  added  strain  of  an  operation 
were  put  on  the  patient  he  might  easily  succumb. 
Quite  a goodly  number  recover  from  these  attacks 
and  go  on  for  a number  of  years.  Personally  I can 
recall  two  men  who  had  attacks  at  least  three  years 
back.  One  I think  is  quite  well  to-day. 

Dr.  C.  B.  Wright  (Minneapolis)  : It  is  interesting 
to  know  just  how  little  circulation  you  may  get 
through  the  coronary  before  there  are  marked  symp- 
toms. I saw  Dr.  Bell  perform  an  autopsy  on  a 
compensation  case  not  long  ago.  Shortly  before  his 
death  the  patient  had  been  seen  by  a good  internist 
who  had  pronounced  his  heart  normal.  At  post- 
mortem the  descending  branch  of  the  left  coronary 

I artery  was  so  small  a pin  could  hardly  have  been  in- 
troduced. The  opening  was  so  small  that  the  em- 
balming fluid  had  only  slightly  invaded  the  left 
ventricle,  while  the  right  ventricle  was  very  well 
permeated.  It  undoubtedly  is  the  sudden  stopping 
of  the  circulation  which  produces  the  acute  symp- 
toms. I would  like  to  ask  Dr.  Drake  if  there  were 
any  sudden  changes  in  blood  pressure  noted  or 
anything  in  the  heart  tones  to  suggest  a cardiac 
origin  for  the  pain.  The  appearance  of  the  heart 
suggests  a long-standing  hypertension  which  would 
explain  the  coronary  sclerosis. 

Dr.  Drake  (St.  Paul)  : The  findings,  on  examina- 
tion of  the  heart,  were  almost  entirely  without  in- 
dications of  anything  wrong  with  the  heart.  That 
was  one  of  the  reasons  why  I was  so  slow  in  coming 
to  the  diagnosis.  There  were  never  any  murmurs, 
no  irregular  rhythm,  no  abnormal  accentuation,  no 
friction;  but  there  was  something  about  the  heart 
tones  that  gave  me  the  impression  of  their  not 
being  of  good  muscular  quality.  The  blood  pres- 
sure was  168/115.  Unfortunately,  it  was  taken  just 
once.  The  blood  pressure  is  reported  to  become 
progressively  lower  in  these  cases.  We  should  have 
had  an  electrocardiogram  on  this  patient,  but  it 
was  not  obtained  for  financial  reasons.  Probably 
it  would  have  given  us  very  definite  information 
which  would  have  aided  in  the  diagnosis. 

Question:  Was  a Wassermann  taken? 

Dr.  Drake:  A Wassermann  was  not  done.  Syphilis 
is  not  an  etiological  factor  in  this  condition. 

Dr.  Hall:  Did  he  have  a previous  history  of  hyper- 
tension? 

Dr.  Drake:  He  had  been  told  that  he  had  high 
blood  pressure. 

Dr.  H.  B.  Sweetser  (Minneapolis)  Is  it  not  un- 
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usual  to  have  this  condition  in  so  young  a person, 
and,  if  so,  what  is  the  etiology  of  it. 

Dr.  Drake:  The  four  cases  I have  seen  previously 
were  in  elderly  individuals.  One  was  a female,  and 
all  died  except  the  woman,  who  was  a diabetic. 
This  man  was  only  40  years  old.  I do  not  know 
what  the  etiology  of  arteriosclerosis  is.  Three  of 
these  men  I have  seen  have  been  inveterate  cigarette 
smokers;  the  woman  was  not.  Tobacco  and  nico- 
tine have  been  described  as  eliologic  factors  of 
arteriosclerosis,  especially  in  Polish  Jews.  Smoking 
has  not  been  found  to  be  a causative  factor  in  the 
cases  reported. 

Dr.  Sweetser:  Had  he  been  in  the  army? 

Dr.  Drake:  Yes,  he  had  been  in  the  army.  He 
had  been  in  the  Veterans’  Hospital  two  or  three 
years  ago  for  nervous  breakdown. 

Dr.  Wright:  This  man  had  hypertension? 

Dr.  Drake:  He  said  he  had  been  told  he  had 
hypertension. 

Dr.  Wright:  What  would  cause  the  hypertension? 

Dr.  Drake:  The  cause  of  hypertension  is  as  ob- 
scure as  the  cause  of  arteriosclerosis.  The  two 
conditions  need  not  accompany  each  other.  That 
is,  there  may  be  a marked  generalized  arteriosclero- 
sis without  hypertension.  Also  arteriosclerosis  need 
not  be  generalized,  but  sclerosis  of  the  coronaries, 
according  to  reports,  always  is  associated  with  and 
is  the  cause  of  coronary  thrombosis. 

Dr.  F.  L.  Adair  (Minneapolis)  reported  the 
following  case : 

P.  I.,  aged  33;  grav.  Ill,  para.  II.  White. 

The  patient  was  admitted  to  the  hospital  Novem- 
ber 29,  1928,  at  9:30  a.  m.,  complaining  of  painless 
bleeding  and  pregnancy  at  term.  She  began  to  have 
painless  bleeding  six  weeks  previous  to  entrance. 
This  occurred  at  intervals  of  eight  to  ten  days,  and 
was  slight  in  amount.  At  2 a.  m.,  on  the  day  of 
entrance  the  bleeding  became  very  profuse  and  con- 
tinued so.  She  was  seen  by  an  outside  physician 
and  sent  into  the  hospital  with  the  diagnosis  of 
placenta  previa. 

Family  history,  negative.  She  had  measles  and 
chickenpox  in  childhood.  No  operations.  Menses 
were  established  at  the  age  of  13,  regular  at  inter- 
vals of  four  weeks,  four  days’  duration,  and  not 
painful.  The  last  period  was  February  10,  1928. 
There  were  two  previous  pregnancies  normal  in 
character,  full  term,  and  resulting  in  spontaneous 
deliveries.  A manual  removal  of  the  placenta  was 
done  at  the  last  labor  in  1926. 

The  present  pregnancy  was  uneventful  until  the 
third  trimester,  when  the  patient  began  to  have 
the  bleeding.  Physical  examination  on  entrance 
showed  a well-developed,  fairly  well-nourished 
white  female,  very  pale  and  anemic  in  appearance. 
Blood  pressure  120/70,  pulse  110,  temperature  nor- 
mal. Heart  and  lungs  normal  findings.  Abdominal 
examination  revealed  breech  in  fundus,  fetal  back 
on  the  right,  small  parts  on  the  left,  and  head  float- 
ing at  the  pelvic  brim.  Fetal  heart  rate  was  160, 
best  heard  in  the  right  lower  quadrant.  On  rectal 
examination  no  presenting  part  was  palpable  and 
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no  dilatation  or  effacement  of  the  cervix  was  found. 

Pelvic  measurements:  Interspinous  26  cm.,  inter- 
cristal  26,  intertrochanteric  30.5  cm.,  external  con- 
jugate 20.5  cm. 

Laboratory  data:  Urine  showed  a faint  trace  of 
albumin,  5-8  red  blood  cells,  and  5-6  pus  cells. 
Hemoglobin  44  per  cent. 

The  patient  was  seen  in  consultation  by  the  staff 
at  11  a.  m.,  and  it  was  decided  to  induce  labor  with 
small  doses  of  pituitrin.  Pituitrin  M iii  was  given 
at  1 1 : 30'  a.  m.  At  11:45  the  patient  was  having 
uterine  contractions,  was  perspiring  profusely,  and 
seemed  to  be  going  into  shock.  Her  face  was  very 
cyanotic,  pulse  at  radial  artery  was  not  perceptible, 
and  blood  pressure  401  systolic.  Adrenalin  M v,  and 
caffein  sodium  benzoate,  gr.  x,  were  given.  At  11:55 
the  patient  had  a convulsion  lasting  three  minutes. 
She  recovered  somewhat  and  in  a few  minutes  had 
a second  convulsion  of  ten  minutes’  duration.  Con- 
vulsions were  clonic  in  type,  beginning  in  the  arms 
and  then  occurring  in  the  legs.  The  patient  became 
very  cyanotic,  had  stertorous  breathing,  frothed  at 
the  mouth,  bit  her  tongue,  and  became  unconscious. 
Chloral  hydrate,  gr.  40,  and  sodium  bromide,  gr.  30, 
were  given  per  rectum.  The  patient  regained  con- 
sciousness and  the  blood  pressure  rose  to  90  systolic. 
Pulse  became  stronger,  but  was  very  rapid.  She  con- 
tinued to  have  labor  pains  at  5 to  8 minute  intervals. 
At  1:45  p.  m.  a vaginal  examination  was  done.  The 
vagina  was  found  to  be  full  of  old  blood  clots,  cer- 
vix was  90  per  cent  effaced,  and  the  external  os 
7 cm.  dilated.  The  head  was  presenting)  station 
above  the  spines,  and  position  right  occiput  pos- 
terior. The  patient  was  put  on  the  delivery  table. 
She  continued  to  have  pains  and  was  very  restless 
as  one  in  labor.  The  fetal  heart  was  not  heard  at 
this  time.  Vaginal  bleeding  was  moderate  in  amount. 
At  2:15  p.  m.  the  condition  of  the  patient  suddenly 
became  critical,  pulse  was  imperceptible,  lips  cyan- 
otic, pupils  dilated,  face  very  pale,  and  extremities 
cold.  She  was  prepared  for  delivery.  An  applica- 
tion of  forceps  was  unsuccessful  so  a version  and 
breech  extraction  was  done  by  the  resident  obstetri- 
cian. Delivery  was  easily  and  rapidly  performed. 
The  infant  was  stillborn.  A large  amount  of  dark 
blood  was  passed.  The  placenta  was  removed  man- 
ually. The  condition  of  the  patient  was  critical  at 
this  time.  Death  occurred  at  2:30  p.  m.,  fifteen 
minutes  following  delivery. 

Abstract  of  autopsy  report:  Autopsy  was  done  about 
two  hours  postmortem.  The  main  findings  were 
old  fibrous  pleural  adhesions;  the  heart  weighed  320 
grams,  muscles  of  a light-brown  color  and  very 
flabby;  valves  and  coronaries  were  normal;  the  root 
of  the  aorta  was  normal.  The  left  lung  weighed  260 
grams  and  the  right  265  grams.  Crepitation  was 
present  throughout.  The  spleen  wTcighed  165  grams. 
The  follicles  were  distinct  and  the  pulp  was  normal. 
The  liver  weighed  1,795  grams  and  was  rather  pale, 
showed  no  hemorrhages  or  areas  of  necrosis.  The 
gastro-intestinal  tract,  pancreas,  and  adrenals  were 
normal.  The  combined  kidney  weight  was  280 
grams.  The  cortex  was  slightly  increased  in  thick- 
ness. The  medulla  was  distinct  and  of  darker  red 


color.  The  normal  cortical  markings  were  lost. 
The  kidney  pelvis,  ureters,  and  bladder  were  normal. 
The  uterus  weighed  180  grams  and  was  rather  pale. 
There  was  very  slight  laceration  on  the  posterior 
lip  of  the  cervix.  The  musculature  was  of  good  con- 
sistency. The  uterine  cavity  was  free  of  blood. 
The  site  of  placental  attachment  was  low  on  the 
anterior  wall. 

The  pathological  diagnoses  were: 

1.  Postpartum  uterus. 

2.  Placenta  previa. 

3.  Nephrosis. 

4.  Bronchopneumonia. 

Microscopic  findings:  liver  was  normal;  kidneys, 
nephrosis.  The  lungs  showed  scattered  areas  of 
bronchopneumonia.  Appendix  and  pancreas  and 
spleen  normal.  Uterus  section  shows  some  areas 
of  hemorrhage  and  numerous  collections  of  poly- 
morphonuclear cells. 

DISCUSSION 

Dr.  Adair:  The  relation  of  the  pituitrin  to  this 
is  problematical.  The  urine  showed  only  a faint 
trace  of  albumin,  but  nothing  else.  The  blood  pres- 
sure was  very  much  below  normal.  It  has  been 
stated  that  we  sometimes  do  have  symptoms  with 
pituitrin  but  with  a small  dose  of  3 min.  it  hardly 
seems  possible.  I have  given  pituitrin  hundreds  of 
times  and  never  seen  anything  like  this. 

Dr.  H.  T.  Nippert  (St.  Paul)  : I cannot  see  how 
3 min.  of  pituitrin  could  cause  anything  of  that  kind. 

Dr.  McCloud  : What  would  you  ascribe  as  the 
cause  of  death  in  that  case? 

Dr.  Adair:  I do  not  know.  It  looked  like  a case 
of  eclampsia. 

Dr.  C.  M.  Carlaw  (Minneapolis)  : Was  there  any 
muscular  paralysis? 

Dr.  Adair:  There  was  no  paralysis  at  all. 

Dr.  F.  W.  Schlutz  (Minneapolis)  : At  a recent 
pathological  conference  Dr.  Wangenstein  reported 
some  experimental  results  with  pituitrin  and  its 
effect  upon  blood  pressure  in  surgical  abdominal 
procedures.  Any  rapid  fall  in  blood  pressure  re- 
sulting from  sudden  release  of  intra-abdominal  pres- 
sure or  tension  con'd  be  counteracted  by  the  in- 
jection of  pituitrin.  Both  clinical  and  experimental 
experience  showed  that  pituitrin  uniformly  had  that 
effect.  These  results  would  tend  to  prove  that  the 
administration  of  pituitrin  could  hardly  have  been 
a contributing  factor  in  bringing  about  the  sudden 
fatal  termination  of  Dr.  Adair’s  case. 

Dr.  Nippert:  Do  you  think  it  was  just  a case  of 
shock? 

Dr.  Adair:  It  would  be  difficult  to  account  for 
the  convulsions  on  that  basis.  There  was  no  sign 
of  embolism — either  air,  or  any  other  kind. 

The  meeting  adjourned. 

Carl  B.  Drake,  M.D. 

Secretary. 
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A FURTHER  OUTBREAK  OF 
INFLUENZA 

It  is  reported  in  the  daily  press  that  influenza 
is  spreading  rapidly  over  Europe,  and  there  are 
reported  some  17,000  cases  in  Paris.  Among 
those  stricken  were  included  many  prominent 
members  of  the  political  organizations,  as  well 
as  the  British  Ambassador.  In  England,  Dame 
Nellie  Melba  was  a victim.  It  is  said  that  all  the 
hospitals  in  Paris  are  taxed  to  capacity.  We 
hope  that  none  of  the  victims  are  taking  ship 
and  thus  carry  the  disease  back  to  North  Ameri- 
ca. London  has  its  victims  in  large  numbers, 
also  has  Prague,  Czechoslovakia,  where  it  is  re- 
ported that  one  in  five  has  the  disease.  Fortu- 
nately, the  mortality  rate  has  been  low.  The 
epidemic  is  accompanied  by  extremely  cold 
weather,  which  has  gripped  Asia,  as  well  as 
Europe,  from  the  Yellow  Sea  to  the  British 
Isles,  as  also  the  Balkans,  Constantinople  and 
Southern  Russia.  In  Jugoslavia  they  have  ex- 
perienced a drop  in  temperature  to  25  degrees 
below  zero,  which  has  not  happened  before  in 
157  years. 

Although  these  countries  are  covered  with 
snow  it  seems  to  make  no  difference  in  checking 


the  disease.  In  fact  there  is  a discussion  on 
whether  the  spread  is  more  rapid  in  winter  or 
summer.  Our  experience  here  has  been  that  it 
makes  but  very  little  difference.  In  Europe  they 
are  not  apt  to  have  the  heavy  fall  of  snow  that 
is  common  in  this  country,  and  because  of  the 
unusually  heavy  snow  and  severe  cold  this  year 
there  is  much  suffering  in  many  countries. 

Constantinople  has  the  heaviest  snow  of  all, 
which  has  occasioned  much  suffering.  Italy  re- 
corded the  lowest  temperature  since  1895,  21 
degrees  below  zero.  France  reports  clear,  sunny 
weather,  but  bitter  cold.  Even  the  Rievera  had 
no  charm  for  its  winter  visitors.  Denmark  is 
ice-bound.  Northern  Italy  has  had  low  tem- 
peratures. Bombay  reported  a temperature  of 
52  degrees  Fahrenheit,  the  lowest  in  nearly  a 
century,  consequently  the  cotton-clad  Indians 
suffered  from  what,  to  them,  is  bitterly  cold 
Siberia  with  its  usually  low  temperature  reported 
d0  degrees  below  zero.  Those  who  believe  the 
bitter  cold  is  better  for  influenza  may  change 
their  minds.  Athens  reports  that  all  of  Greece 
is  suffering  from  the  cold  and  that  railway  com- 
munication has  been  interrupted  in  many  places 
by  the  snow. 

THE  HENNEPIN  COUNTY  MEDICAL 
SOCIETY  IN  ITS  NEW 
VENTURE 

Through  the  activities  of  the  President  of  the 
Hennepin  County  Medical  Society,  Dr.  N.  O. 
Pearce,  the  Society  has  branched  out  very  widely. 
Dr.  Pearce  has  inaugurated  a new  idea  as  you 
will  see  in  his  article,  on  another  page,  in  which 
he  has  aimed  to  interest  the  members  in  the  work 
of  the  Society  and  increase  the  attendance  at  its 
meetings. 

Last  Monday  (Feb.  4)  a business  meeting  was 
held  in  which  only  business  was  presented.  Mon- 
day evening  the  regular  scientific  program  was 
given  in  which  John  T.  Tate,  Professor  of  Phys- 
ics, University  of  Minnesota,  presented  his 
popular  illustrated  lecture  on  the  cosmic  rays. 
He  entered  into  his  subject  so  thoroughly  and 
understandingly  that  everyone  present  was  de- 
lighted. This  was  followed  by  an  address  by 
Dr.  Charles  A.  Elliott,  Professor  of  Internal 
Medicine,  Northwestern  University  Medical 
School,  Chicago,  111.  His  subject  was  “The 
Diagnosis  of  Pernicious  Anemia  as  Modified  by 
Experience  Gained  from  Liver  Feeding,  with 
Observations  on  the  Form  of  Treatment  in 
Other  Types  of  Anemia.”  The  attendance  Mon- 
day night  was  such  that  the  hall  was  packed  to 
capacity  as  was  the  meeting  of  Wednesday  night 
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when  Dr.  Rigler  lectured  on  X-rays.  On  the 
following  night  Dr.  Wm.  O’Brien,  of  the  Patho- 
logical Department  of  the  University  of  Min- 
nesota, gave  a lecture  on  “The  Thyroid  Gland 
and  Its  Relation  to  Adenomitis.” 

The  year’s  program  is  one  that  holds  out  en- 
couragement to  the  president  and  members  for 
its  success.  It  is  the  duty  of  the  medical  pro- 
fession of  Hennepin  County  to  be  present  at 
these  meetings  in  sufficiently  large  numbers  so 
that  the  officers  and  lecturers  will  be  encour- 
aged to  go  on  with  the  good  work. 

Dr.  Pearce  plans  after  completing  this  sym- 
posium to  follow  it  with  other  symposia  along 
other  lines  and  on  other  subjects,  thus  making 
it  possible  for  all  members  of  the  Society  to 
hear,  at  some  time  during  the  year,  something  in 
every  department  of  medicine. 

At  the  business  meeting  Monday  noon,  Feb- 
ruary 4,  the  business  was  practically  completed 
at  that  time.  Reports  were  heard  from  the 
Treasurer  and  the  Library  Board,  and  the  mat- 
ter of  disbursements  and  expense  was  gone  into. 
The  Executive  Committee  was  heard  on  the  sub- 
ject of  “Food  Questions,”  in  which  patent  food 
fads  were  vigorously  assailed.  We  think  no 
physician  will  take  exception  to  this  report  at 
all' 

The  diet  fad  is  one  that  is  at  present  running 
to  extremes.  The  general  impression  seems  to 
be  that  a normal  diet  of  what  people  like,  or  the 
foods  that  they  enjoy  and  assimilate,  is  the  prop- 
er guide  to  their  diet.  This  should  include  all 
reasonable  food  stuffs  and  should  not  be  chang- 
ed into  meaningless  foods  which  do  not  furnish 
a sufficient  degree  of  nourishment.  The  plan 
among  the  medical  men  has  been  growing  to  let 
the  patients  decide,  if  they  have  any  degree  of 
intelligence,  for  themselves  on  what  they  need 
and  what  they  like  and  what  they  find  agrees 
and  disagrees  with  them.  Articles  of  diet  that 
cause  discomfort  should  be  promptly  dropped 
from  the  list  or  taken  in  a lesser  amount.  This 
varies  with  the  individual  and  should  be  the 
guide  in  choosing  a diet. 

The  Executive  Committee,  of  which  there  are 
six  members,  have  had  their  meeting  and  have 
suggested  a number  of  changes  which  may  be 
made  or  have  been  made,  and  which  will  be  of 
great  benefit. 

The  Board  of  Censors  have  considered  all 
applicants  for  membership  very  carefully.  The 
Board  of  Trustees  who  have  to  do  with  the 
financing  of  the  Society  have  comparatively  lit- 
tle work  to  do  as  their  funds  are  in  the  hands  of 
one  of  the  banks  and  are  drawing  interest  at  a 


fair  rate. 

The  Society  will  move  its  quarters  in  July  or 
August  to  the  new  addition  to  the  Yeates  Build- 
ing, where  ample  room  has  been  provided  and 
where  great  comfort  is  expected  in  the  way  of 
new  furniture  and  lounging  rooms,  dedicated  to 
the  use  of  the  members.  In  addition  there  is  a 
Committee  on  Adjustment  of  Industrial  Insur- 
ance Claims,  which  is  composed  largely  of  men 
interested  in  this  sort  of  work.  Then,  too,  there 
is  a committee  on  Medical-Legal  Testimony. 
How  far  they  will  proceed  no  one  knows,  but  at 
least  they  will  offer  suggestions,  and  it  is  hoped 
something  may  be  accomplished.  Then  there  is 
a Committee  on  University  Relations,  who  will 
put  forth  an  effort  to  bring  the  medical  profes-  f 
sion  in  closer  touch  with  the  University  and 
clear  up  to  some  extent  the  matter  of  having 
patients  at  the  University  Hospital  and  General 
Hospital  who  do  not  properly  belong  there.  Then 
of  course  there  is  the  Economics  Committee, 
composed  of  eighteen  prominent  men  in  the  pro- 
fession. Last,  but  not  least,  is  the  Sports  Com- 
mittee, whose  attention  will  be  given  to  arrang- 
ing for  the  playing  of  golf  and  hockey,  but  par- 
ticularly golf. 

A NEW  REMEDY 

Our  new  remedy  is  more  than  2,000  years  old. 

It  was  used  by  the  Chinese  years  before  Christ, 
and  is  called  ephedrine.  It  was  known  as  a pop-  : 
ular  remedy  among  plant  life  in  China,  and  it 
has  been  re-introduced  into  this  country  through  i 
our  enterprising  manufacturers  of  pharmaceuti- 
cal preparations. 

Its  chief  use  seems  to  be  in  nasal  conditions. 

It  consists  in  a preparation  put  up  by  the  vari-  I 
ous  pharmaceutical  houses  to  clear  up  a nasal 
catarrh  or  nasal  congestion  which  precedes  or 
accompanies  the  influenza  which  is  now  at  a rea- 
sonable height.  It  has  a queer  taste.  It  has  no 
unfortunate  or  marked  results  except  to  clear  , 
out  the  mucous  membrane  and  the  nasal  septum.  1 
It  sometimes  will  clear  up  the  sinus  conditions 
if  it  can  be  properly  administered.  It  probably  | 
occupies  the  screen  as  a top  notcher.  We  under- 
stand the  nose  and  throat  men  use  it  without 
hesitancy. 

We  are  warned  by  an  article  which  appears 
in  the  International  Medical  Digest  against  the 
danger  in  using  ephedrine  where  the  heart  is 
involved.  The  danger  is  due  to  the  over-stimu- 
lation of  the  sympathetic  nervous  system.  The 
drug  acts  as  a circulatory  stimulant,  largely  {L 
due  to  its  action  on  the  cardiac  accelerator  mech- 
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anism.  If  given  in  full  doses  a lowered  blood 
pressure  is  apt  to  result,  and  a depressor  action 
on  the  heart  muscle  is  noted.  Other  effects  are 
inhibition  and  relaxation  of  the  intestinal  mus- 
cles, stimulation  of  the  uterine  muscle  and  dila- 
tion of  bronchi  and  mydriasis.  Sometimes,  too, 
a definite  increase  in  the  heart  rate  is  noted.  In 
extreme  cases  a cardiac  failure  is  brought  about. 

It  may  be  used  in  safety,  however,  in  Ad- 
dison’s disease.  It  is  very  effective  as  a broncho- 
dilator  in  bronchial  asthma. 

Ephedrine  has  certain  advantages  over  epine- 
phrine in  that  its  effects  are  more  lasting,  and  in 
solution  it  is  more  stable  and  results  may  be 
secured  when  the  drug  is  given  by  mouth.  Hay- 
feverites  are  claimed  to  know . it  is  something 
that  will  give  relief  to  their  hay  fever  or  asthma. 

The  sale  of  this  drug  is  not  surrounded  by 
any  restrictions  and  may  be  purchased  by  any- 
one. This  is  unfortunate,  for  physicians  only 
should  be  responsible  for  its  administration. 
The  patient  rarely  knows  how  to  adjust  the  doses 
or  to  regulate  it  for  his  particular  disorder. 

It  is  necessary  to  remember  that  bronchial 
asthma  or  “cardiac  asthma,”  so  called,  is  to  be 
treated  with  great  care  because  the  action  of 
ephedrine  may  produce  acute  cardiac  compensa- 
tion and  pulsus  alternans  in  patients  with  dam- 
aged hearts.  If  any  disturbing  condition  comes 
up  the  drug  should  be  promptly  discontinued. 


BOOK  NOTICES 


Strabismus:  Its  Etioi.ogv  and  Treatment.  By  Oscar 

Wilkinson,  M.D.,  illustrated,  St.  Louis:  The  C.  V. 

Mosby  Company,  1927.  Price,  $2.75. 

The  subject  is  taken  up  in  a very  thorough  and 
systematic  manner.  The  most  important  phases  are 
considered  in  considerable  detail.  The  outstanding 
feature  of  this  work  is  that  whenever  a subject  is 
taken  up  both  sides  of  the  question  are  considered, 
and  a number  of  the  best  authorities  are  quoted  at 
length  giving  their  reasons.  Dr.  Wilkinson  also 
gives  his  opinion  and  substantiates  it  with  illustra- 
tive cases  or  reasons  for  thinking  as  he  does. 

A very  complete  history  of  strabismus  is  given 
which  takes  up  the  development  of  the  various 
theories  and  operations 

The  chapter  on  etiology  is  deserving  special  men- 
tion. Many  authorities  are  quoted,  and  all  views 
are  considered.  The  various  theories  are  discussed. 
Anatomy  of  the  orbit  and  ocular  muscles,  the  physi- 
ology of  the  ocular  muscles,  and  vision  arc  taken 
up  in  a very  thorough  manner. 

The  types  of  strabismus  are  given,  and  consid- 
erable space  is  devoted  to  the  measurement  of 
strabismus.  One  chapter  is  given  entirely  to  para- 
lytic strabismus,  and  it  is  considered  from  all 
angles.  The  chapter  on  the  method  of  examining 


a case  of  strabismus  contains  many  valuable  sug- 
gestions and  is  decidedly  a worth-while  routine  to 
follow.  His  chapter  on  non-operative  treatment 
gives  the  modern  views  of  dealing  with  the  condi- 
tion. Special  attention  is  given  to  the  training  of 
binocular  vision. 

The  chapter  dealing  with  the  operative  treatment 
considers  the  various  modern  operations  giving  the 
indications  for  their  use  and  describes  the  technic. 
He  also  quotes  authorities  stating  their  views  and 
concludes  by  giving  his  own  ideas. 

The  final  chapter  consists  of  a scries  of  cases 
which  illustrate  many  points  brought  out  in  the 
previous  chapters. 

The  book  contains  numerous  cuts  and  diagrams 
which  serve  to  make  the  book  more  instructive  and 
readable. 

It  is  impossible  to  do  justice  to  the  book  in  a few 
words.  There  is  a wealth  of  information  of  great 
value  contained  in  it.  Throughout  the  entire  work 
one  is  impressed  by  its  completeness  and  the  tre- 
mendous amount  of  work  expended  upon  it.  It  not 
only  is  a well  worth-while  book  to  read  but  also 
makes  a splendid  reference  book  on  this  important 
subject.  It  should  be  in  every  oculist’s  library. 

— Walter  H.  Fink,  M.D. 

Partnerships,  Combinations  and  Antagonisms  in 
Disease.  By  Edw.  C.  B.  Ibotson,  M.D.  (Lond.), 
B.S.,  F.R.S.M.,  London,  illustrated,  348  pages, 
Philadelphia,  F.  A.  Davis  Co.,  1929. 

In  this  volume  the  author  has  begun  the  collection 
and  presentation  of  facts  in  the  realm  of  medicine 
which  deal  with  the  opposing  forces  and  qualities 
that  influence  our  more  or  less  uneven  course  from 
the  cradle  to  the  grave. 

It  is  noted  that  true  antagonisms  in  disease  arc 
few;  partnerships  numerous;  and  combinations  still 
more  so.  This  is  a worthy  attempt  on  the  part  of 
the  author  to  present  this  complex  subject,  the  in- 
terrelationship of  diseases.  The  volume  should 
prove  of  value  to  the  general  practitioner,  the  diag- 
nostician, and  the  consultant.  To  be  forewarned 
is  to  be  forearmed.  The  bibliography  is  quite  up 
to  date  and  is  sufficient  to  form  the  foundation  for 
further  study  of  any  topic.  The  book  is  prepared 
in  true  Davis  style. 

— A.  W.  Dahlstrom,  M.D. 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume 
12,  Number  3.  (New  York  number,  November, 
1928).  Octavo  of  334  pages  with  64  illustrations. 
Per  Clinic  year,  July,  1928,  to  May,  1929.  Paper, 
$12.00;  cloth,  $16.00  net.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Company,  1928. 

The  New  York  number  even  surpasses  the  usual 
good  standard  of  the  Medical  Clinics  of  North  Amer- 
ica. There  is  pessimism  by  Foster  as  to  any  treatment 
in  nephritis,  and  interesting  speculation  on  imbalance 
of  duodenal  tension  and  interference  of  chemical 
control  of  the  gall-bladder  after  gastro-enlerostomy. 
The  treatment  of  “Tuberculosis  in  Childhood,” 
“Chest  Pains,”  and  “Interpretation  of  Hematologic 
Diseases”  is  almost  monographic  in  scope.  The  re- 
cent clinical  study  in  the  serological  treatment  of 
pneumonias  gives  us  new  hopes  and  new  methods 
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of  estimation  of  their  efficacy.  And  there  are  a 
number  of  shorter  articles  on  such  diverse  subjects 
as  allergy  in  children;  Henoch’s  purpura,  agranulo- 
cytosis; infant  feeding;  shoe-dye  poisoning,  etc. 

— Ann  W.  Arnold,  M.D. 

A Text-book  of  Pathology.  By  Wm.  G.  MacCallum, 
Professor  of  Pathology  and  Bacteriology,  Johns 
Hopkins  University,  Baltimore.  Fourth  edition, 
revised;  1177  pages  with  606  illustrations;  cloth, 
$10.00  net.  Philadelphia:  W.  B.  Saunders  Co., 
1928. 

This  book  continues  to  occupy  the  front  rank 
among  the  “one  man  Pathologies.”  It  has  been  re- 
printed or  revised  almost  every  year  since  it  first 
appeared  in  1916.  This  new  edition  has  been  thor- 
oughly revised  and  brought  up  to  date  by  the  abbrevi- 
ation or  omission  of  parts,  and  the  re-writing  of 
others  to  include  the  recent  advances  in  the  knowl- 
edge of  this  field.  The  bibliography  has  likewise 
been  brought  up  to  date.  A tendency  is  noted  to 
have  some  of  the  theoretical  matter  printed  in 
smaller  type.  This  is  commendable  and  might  well 
be  carried  out  to  include  all  the  chapters.  The  book 
is  well  printed  on  good  paper,  with  excellently  re- 
produced, well  chosen  illustrations.  It  continues  to 
be  a real  text-book. 

— A.  W.  Dahlstrom,  M.D. 


NEWS  ITEMS 


Dr.  L.  G.  Hill  has  moved  from  Sioux  Falls, 
S.  D.,  to  Newton,  Iowa. 

Dr.  W.  W.  Yaeger  has  moved  from  Revillo, 
S.  D.,  to  Ivanhoe,  Minn. 

Montana  has  no  physician  in  its  legislature 
this  year;  North  Dakota  has  one. 

Dr.  W.  F.  Baillie,  of  Fargo,  N.  D.,  has  been 
re-appointed  Cass  County  physician. 

A new  six-hed  ward  has  been  added  to  the 
Good  Samaritan  Hospital  at  Rugby,  N.  D. 

Dr.  James  Grassick,  of  Grand  Forks,  N.  D., 
is  spending  a couple  of  months  in  California. 

Dr.  C.  C.  Tyrrell,  of  Minneapolis,  has  gone  to 
California  to  recuperate  from  a recent  illness. 

Dr.  J.  H.  Rishmiller,  of  Minneapolis,  has  gone 
to  Belleair,  Florida,  for  his  usual  winter  vaca- 
tion. 

Dr.  N.  W.  Pearce,  of  Minneapolis,  accom- 
panied by  his  wife,  has  gone  to  Florida  for  a 
few  weeks. 

Dr.  Palmer  Wigbv,  of  Minneapolis,  a graduate 
of  the  Medical  School  of  the  U.  of  M.,  has  lo- 
cated at  Fulda,  Minn. 

A sectional  meeting  of  the  American  College 
of  Surgeons  will  be  held  in  Minneapolis  on 
March  11  and  12. 


Dr.  Donald  W.  Pollard,  of  Minneapolis,  Minn., 
was  married  last  month  to  Miss  Marian  Julian, 
of  the  same  city. 

Dr.  Sidney  Whitson,  who  graduated  from  the 
Medical  School  of  the  U.  of  M.,  class  of  ’29,  has 
located  at  Alden,  Minn. 

Dr.  H.  M.  Juergens,  of  Belle  Plaine,  Minn., 
lost  his  two-year  old  boy  last  March,  a victim  of 
the  prevailing  influenza. 

The  two  Baptist  medical  institutions  in  St. 
Paul  (Mounds  Park  Sanitarium  and  Midway 
Hospital)  drew  patients  from  21  states  last 
year. 

Dr.  F.  C.  Gibbons,  of  Springfield,  Minn.,  has 
purchased  the  practice  of  Dr.  A.  W.  Eckstein, 
of  Comfrev,  Minn.  Dr.  Eckstein  goes  to  Man- 
kato to  join  a clinic. 

The  trustees  of  the  Deaconess  Hospital  of 
Great  Falls,  Mont.,  have  decided  to  go  forward 
with  the  addition  of  a $500,000  unit  to  their 
present  building. 

Dr.  W.  S.  Broker,  superintendent  of  the  Battle 
Lake  (Minn.)  Sanatorium,  will  devote  half  of 
his  time  to  the  Sunnyrest  Sanatorium  until  a 
successor  to  Dr.  Anderson  is  obtained. 

Drs.  O.  F.  Melby  and  B.  C.  Bernard,  of  Thief 
River  Falls,  were  elected,  respectively,  president 
of  the  Oakland  Park  Tuberculosis  Commission 
and  Superintendent  of  the  Sanatorium. 

At  the  annual  meeting  of  the  C.  &:  N.  W. 
Railway  physicians,  held  last  month,  at  Rapid 
City,  S.  D.,  Dr.  B.  A.  Dyer,  of  DeSmet,  a great 
hunter,  provided  the  meat  for  an  elk  dinner. 

Dr.  W.  S.  Crandell,  of  Watertown,  S.  D.,  has 
been  appointed  health  officer  of  the  Count)'  Board 
of  Health  in  that  city  to  succeed  Dr.  H.  M. 
Freehurg,  who  held  the  position  for  twenty-three 
years. 

The  building  of  the  Lutheran  Hospital  at 
Bemidji,  Minn.,  was  seriously  damaged  bv  fire 
on  Tati.  30.  The  estimated  loss  was  $20,000.  At 
the  time  of  the  fire  the  outside  temperature  was 
30°  below  zero. 

Dr.  Louis  Holtz  has  returned  to  Aberdeen,  S. 
D.,  after  several  years’  absence  in  Europe  en- 
gaged in  postgraduate  study.  He  has  resumed 
private  practice  in  Aberdeen  where  he  was  city 
health  officer  before  leaving  for  Europe. 

Dr.  Stanford  King,  of  St.  Paul,  commander 
of  the  Minnesota  branch  of  the  American  Le- 
gion, has  gone  to  Washington  to  carry  on  the 
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fight  of  the  Legion  for  extended  hospital  facili- 
ties in  the  two  Minnesota  Veterans’  hospitals. 

The  Western  Minnesota  Hospital  has  recently 
issued  a handsomely  printed  report  for  1926- 
1927.  This  is  an  accredited  hospital  of  high 
standing  and  successful  work,  founded  and 
largely  owned  by  Dr.  C.  I.  Oliver,  at  Graceville, 
Minn. 

Dr.  Russell  Hendrickson,  a recent  graduate  of 
the  Medical  School  of  the  U.  of  M.,  who  took 
his  year  of  internship  at  St.  Mary’s  Hospital  of 
Duluth,  has  begun  practice  at  Akeley,  Minn., 
succeeding,  Dr.  P.  J.  Weyrens,  who  recently 
moved  to  North  Dakota. 

Dr.  Charles  A.  Elliott,  Professor  of  Internal 
Medicine,  Northwestern  Medical  School,  Chi- 
cago, spoke  before  the  Hennepin  County  Medi- 
cal Society  last  week  on  “The  Diagnosis  of  Per- 
nicious Anemia  as  Modified  by  Experience  Gain- 
ed from  Liver  Feeding.” 

Dr.  T.  K.  Moen,  of  Minneapolis,  died  on  Feb- 
ruary 5,  at  the  age  of  62.  Dr.  Moen  was  a grad- 
uate of  the  Medical  School  of  the  U.  of  M.,  class 
of  ’93.  He  practiced  in  Minneapolis  for  twenty 
years  and  had  practiced  in  Windom,  Minn.,  for 
sixteen  vears  before  moving  to  Minneapolis. 

The  Devils  Lake  District  Medical  Society  of 
North  Dakota  held  its  annual  meeting  at  Devils 
Lake  on  the  last  day  of  January,  when  the  fol- 
lowing officers  were  elected:  President,  Dr.  Neil 
McLean ; vice-president,  Dr.  J.  D.  Graham ; sec- 
retarv-treasurer,  Dr.  G.  F.  Drew ; delegate,  Dr. 
R.  H.  Beek. 

Dr.  O.  L.  Asher,  for  a number  of  years  on  the 
staff  of  the  Minnesota  Hospital  for  the  Insane, 
at  Fergus  Falls,  died  last  month,  and  his  position 
on  the  staff  has  been  filled  by  the  appointment 
of  Dr.  D.  J.  McCongal,  of  Imperial,  Saskatch- 
ewan, a graduate  of  the  Manitoba  Medical 
School. 

Dr.  Edward  J.  Engberg,  of  St.  Paul,  was  ap- 
pointed by  the  Governor  last  week  a member  of 
the  Minnesota  State  Board  of  Medical  Exam- 
iners to  succeed  Dr.  A.  E.  Comstock,  the  retiring 
secretary  of  the  Board.  Dr.  Engberg  is  a gradu- 
ate of  the  Medical  School  of  the  University  of 
Minnesota,  class  of  ’13. 

At  the  annual  meeting  of  the  Sheyenne  Valiev 
Medical  Society  of  North  Dakota,  held  last 
month,  the  following  officers  were  elected : Pres- 
ident, Dr.  C.  E.  Spicer,  Valley  City;  vice-presi- 
dent, Dr.  Fred  Brown,  Valley  City;  secretary- 
treasurer,  Dr.  W.  H.  Moore,  Valley  City;  cen- 


sor, Dr.  E.  B.  Crosby,  Valley  City ; delegate,  Dr. 
E.  A.  Pray,  Valley  City. 

Dr.  James  Dinsdale,  died  last  month  at  Sol- 
dier’s Grove,  Wis.,  at  the  age  of  81.  Dr.  Dins- 
dale was  graduated  from  Rush  in  the  class  of 
’78,  and  spent  nine  years  as  a physician  in  Slope 
County,  N.  D.,  where  he  lived  a life  of  large 
service  as  a pioneer  physician.  The  remainder 
of  his  professional  life  was  spent  in  Soldier’s 
Grove,  Wis.  He  was  a greatly  beloved  man. 

Dr.  Walter  P.  Nelson,  of  Powers  Lake,  N.  D., 
died  last  month,  at  the  age  of  46.  Dr.  Nelson 
lost  his  life  in  a snowstorm.  While  on  his  way 
to  see  a patient  he  got  lost  and  was  frozen  to 
death.  Dr.  Nelson  was  a graduate  of  the  Min- 
neapolis College  of  Physicians  and  Surgeons, 
class  of  ’08,  and  had  practiced  at  Knox,  N.  D., 
before  locating  at  Powers  Lake,  five  years  ago. 

The  Silver  Bow  County  Medical  Society  of 
Montana  elected  the  following  officers  at  its  an- 
nual meeting  last  month  held  at  Butte : Presi- 
dent, Dr.  J.  J.  Kane;  vice-president,  Dr.  J.  A. 
Donovan  ; secretary,  Dr.  D.  K.  Worden;  treasur- 
er, Dr.  A.  W.  Morse,  of  Butte.  The  Society 
voted  to  have  an  article  on  some  phase  of  medi- 
cal practice  appear  once  a week  (Sunday,  in  a 
local  daily  paper). 

The  annual  conference  of  the  secretaries  of 
the  constituent  societies  of  the  Minnesota  State 
Medical  Association  will  be  held  in  St.  Paul,  on 
February  23.  Dr.  West,  Secretary  of  the  A.  M. 
A.,  will  be  the  principal  speaker.  Dr.  Arnold 
Daane,  editor  of  the  Austin  Daily  Herald,  will 
speak  in  defense;  of  the  position  he  took  in  a 
severe  criticism  of  the  Mower  County  (Minn.) 
Medical  Society  for  prohibiting  the  names  of 
medical  men  from  appearing  in  public  press. 

The  Stark  County  Medical  Society  of  North 
Dakota  held  its  first  meeting  on  January  30, 
1929,  at  Dickinson,  N.  D.  The  following  of- 
cers  were  duly  elected  for  the  ensuing  year : 
President,  Dr.  S.  Chernausek;  vice-president, 
Dr.  J.  V.  Neville;  secretary-treasurer,  Dr.  A.  E. 
Spear;  councilors,  Drs.  G.  A.  Perkins  and  I.  M. 
Law;  delegate,  Dr.  A.  E.  Spear;  alternate  dele- 
gate, Dr.  R.  B.  Radi ; chairman  of  program  com- 
mittee, Dr.  J.  W.  Bowen.  Five  new  men  were 
elected  to  membership.  Regular  meetings  will 
be  held  every  three  months.- — A.  E.  Spear,  M.  D., 
Secretary. 

The  Hennepin  County  Medical  Society  has 
begun  a series  of  “Colloquium  Lectures”  for 
1929,  to  take  the  place  of  the  ordinary  papers 
after  the  style  of  medical-journal  articles  and 
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medical-staff  papers.  The  lectures  will  be  prac- 
tically postgraduate  work  by  men  thoroughly  ca- 
pable of  giving  such  work.  The  courses  of 
twelve  lectures  each  were  opened  on  the/  last 
day  of  January  in  “X-ray  Diagnosis,”  Dr.  L.  G. 
Rigler,  director ; twelve  lectures  in  “Current  Pro- 
gress in  Pathology,”  Dr.  W.  A.  O’Brien,  direc- 
tor. No  charge  will  be  made  for  admittance  to 
these  lectures.  The  plan  is  a medical  departure 
of  great  interest  and  cannot  fail  to  be  of  great 
value.  The  attendance  at  the  opening  lecture 
was  very  large. 


Midyear  Meeting  of  the  North  Dakota  Academy  of 
Ophthalmology  and  Otolaryngology 

The  midyear  meeting  of  the  North  Dakota  Acad- 
emy of  Ophthalmology  and  Otolaryngology  was 
held  at  the  Chamber  of  Commerce  in  Fargo  on 
February  9,  Dr.  A.  T.  Bailey,  of  Jamestown,  pre- 
siding. 

The  meeting  was  marked  by  a fine  attendance, 
much  interest,  and  an  excellent  scientific  program. 

Dinner  was  served  at  6:30  p.  M.,  after  which  a 
paper  was  presented  by  Dr.  G.  J.  Gislason,  of  Grand 
Forks,  on  Sympathetic  Ophthalmia. 

The  Academy  was  again  favored  by  the  presence 
of  Dr.  Frank  E.  Burch,  of  St.  Paul,  who  presented 
an  illustrated  paper  on  “The  Correction  of  Ptosis.” 

The  subjects  under  consideration  were  widely  dis- 
cussed. 

At  the  business  session  three  men  were  voted  to 
memberhip,  Dr.  T.  W.  Buckingham,  Bismarck;  Dr. 
W.  R.  Winn,  Fargo,  and  Dr.  Richard  Bower,  Fargo. 

The  next  meeting  of  the  Academy  will  be  held  at 
Fargo  in  connection  with  the  meeting  of  the  State 
Medical  Society,  July  2-4,  1929. 


Wanted  in  Minneapolis 

An  .r-ray  technician  who  is  a graduate  nurse  and 
can  assist  in  surgical  dressing  work.  Address  571, 
care  of  this  office. 

For  Sale 

One  Mercury  Vapor  Quartz  High  Frequency 
Electrode  for  Urethral  or  Cervical  work.  Used  four 
or  five  times.  Cost  $32.50,  will  sell  for  $20.00.  Ad- 
dress Dr.  F.  A.  Northrup,  Pierre,  S.  D. 

Specialist  Wanted 

In  eye,  ear,  nose  and  throat  work  to  join  a group 
of  physicians  and  dentists  in  a growdng  industrial 
Minnesota  community  of  15,000  population.  Initial 
salary  guaranteed  to  experienced  man.  Address 
565,  care  of  this  office. 

Wanted — Location 

Capable  young  surgeon  desires  assistantship  or 
group.  Some  general  work  not  objectionable. 
Good  urological  training.  Graduate  A-l  medical 
school.  Would  consider  long  locum  tenens.  Avail- 
able immediately.  Address  567,  care  of  this  office. 

Location  Wanted 

A location  or  position  by  a high-class,  ethical, 
and  experienced  dentist  with  a Twin  City  following, 


to  be  associated  with  a reputable  physician  or  den- 
tist in  Minneapolis  between  now  and  May  1,  1929. 
Address  Dr.  Dudley  Stockwell,  430  Century  Bldg., 
Milwaukee,  Wis. 

Position  Wanted 

A Northwestern  University  graduate  with  one 
year  surgical  internship,  nine  years  general  count- 
try  practice  and  minor  surgery  experience  would 
like  a position  in  Minnesota  as  assistant  or  partner 
with  a busy  surgeon.  Address  568,  care  of  this  office. 

Tuberculosis  Sanatorium  for  Sale  in  Arizona 

Eighteen  fully  equipped  cottages.  Large  kitchen, 
dining  room,  basement,  recreation  room,  and  lava- 
tory. Price  $7,000,  small  down  payment,  balance 
by  agreement.  Population  of  Mayer  1,000.  Nearest 
physician  at  Prescott,  thirty-two  miles  to  the 
northwest,  Jerome,  thirty-five  miles  to  the  north- 
east, Phoenix,  eighty  miles  to  the  south.  Inter- 
ested parties  write  to  M.  M.  Sheppler,  Mayer, 

Arizona. 

Assistant  Physician  Wanted 

For  general  practice  and  hospital  work  in  a good 
Minnesota  town  and  prosperous  community  (35-bed 
hospital).  Prefer  a man  who  has  done  general 

practice  for  one  or  two  years  and  is  looking  for  a 
permanent  location.  No  preference  as  to  nation- 

ality or  religion.  Must  be  a man  of  good  habits 
and  willing  to  work  and  have  good  references.  Will 
pay  a fair  salary.  Work  to  begin  May  1.  Address 
563,  care  of  this  office. 

For  Sale 

New,  latest,  Model  V,  Fischer  diathermy  machine 
with  accessories  for  all  work.  This  is  not  a portable. 
It  is  new  and  has  never  been  used.  A bargain  as 
I have  retired  from  the  practice  of  medicine.  Ad- 
dress Dr.  Frank  C.  Titzell,  Iowa  City,  Iowa. 

Assistant  Wanted 

A /Minneapolis  surgeon  who  limits  his  practice  to 
one  of  the  special  branches  of  surgery  desires  a 
Protestant  assistant  for  permanent  association.  Must 
be  under  38  years  old  (no  cigarette  smoker).  Knowl- 
edge of  German  language  preferable.  I am  willing 
to  teach  small  town  or  country  doctor  who  wishes 
to  specialize.  He  must  be  a'  student  and  worker. 
Give  personal  description  of  yourself  when  answer- 
ing this  ad,  stating  salary  wanted  for  first  three  years 
while  learning  the  work.  Address  560,  care  of  this 
office. 

Physician  Wanted 

To  take  over  my  large  and  well-established  gen- 
eral practice;  fully  equipped  office;  appointments  of 
25  years  practice;  health  officer,  etc.  County-seal 
town;  small,  well-maintained  hospital.  Am  leaving 
to  take  up  work  elsewhere.  Address  570,  care  of 
this  office. 

Practice  for  Sale  in  Minnesota 

Minnesota  practice  established  twelve  years,  town 
of  seven  hundred;  rich  mixed  farming;  creamery 
pays  over  half  million  annually;  other  products 
in  proportion;  one  young  light  competitor,  practice 
pays  nine  thousand  cash;  modern  combination  office 
and  residence  with  or  without  equipment;  easy 
terms.  Health  compels  change.  Address  569,  care 
of  this  office. 
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THE  DIAGNOSIS  OF  SUPPURATIONS 
WITHIN  THE  CHEST  WALLS 
By  F.  W.  Wittich,  M.D. 

MINNEAPOLIS,  MINNESOTA 

Pus  within  the  thoracic  wall  may  be  due  to 
empyema  or  purulent  pleurisy,  lung  abscess, 
gangrene  of  the  lung  or  pleura,  purulent  peri- 
carditis, mediastinal  abscess,  or  a liver  or  sub- 
diaphragmatic  abscess  rupturing  into  the  pleural 
cavity. 

Empyema  or  purulent  pleurisy,  by  far  the 
most  common  suppurative  condition,  is  usually 
secondary  to  an  acute  pneumonic  infection 
of  the  lung;  to  pulmonary  tuberculosis;  to  the 
infectious  fevers,  particularly  scarlet  fever ; to 
wounds  in  the  chest  wall ; or  to  an  extension  of 
an  infection  from  the  pericardium  or  abdomen. 
Empyema  may  also  complicate  infectious  proc- 
esses in  other  parts  of  the  body.  (Through  the 
courtesy  of  Dr.  Kenneth  Phelps  I shall  show  a 
slide  showing  a hemolytic  streptococcus  empy- 
ema secondary  to  an  infected  lateral  sinus  throm- 
bosis which  also  involved  the  internal  jugular.) 

The  pneumococcus  ordinarily  causes  from  50 
to  60  per  cent  of  all  cases  of  empyema,  and  in 
children  the  percentage  is  still  larger.  The  strep- 
tococcus empyemas  prior  to  the  1918  epidemic 
comprised  about  24  per  cent  of  the  cases  and  in 
nearly  all  cases  these  are  preceded  bv  a broncho- 
pneumonia. Most  of  the  streptococcic  empyemas 

•Presented  at  the  Forty-first  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D.,  May  23  and  24.  1928. 


are  due  to  direct  extension  of  the  infection 
through  the  pleura  by  way  of  the  lymphatics, 
and  many  are  preceded  by  the  formation  of  a 
small  abscess  beneath  the  pleura. 

Tn  the  diagnosis  of  empyema  as  well  as  <Te 
other  thoracic  suppurative  conditions,  therefore, 
a careful  history,  a painstaking  physical  exam- 
ination including  a leucocyte  count,  an  explora- 
tory puncture,  and  a roentgenogram  or  at  least 
a fluoroscopy,  are  usually  necessary.  The  symp- 
toms and  physical  signs  are  in  a measure  de- 
termined by  the  organisms  present.  If  there  is 
a history  of  exposure  to  tuberculosis  in  the  im- 
mediate family,  and  the  picture  is  one  of  a 
chronic  suppurative  process,  tuberculosis  should 
be  strongly  suspected.  The  encysted  interlobar 
fluid  collections  are  especially  likely  to  be  tu- 
berculous. In  Dr.  King’s  group  of  fifty-four 
tuberculous  empyemas  studied  at  the  Glen  Lake 
Sanatorium  the  frequency  was  about  equal  in 
both  sexes;  the  ages  ranged  from  19  months  to 
62  years ; there  were  20  per  cent  more  left-sided 
involvements  than  right-sided  ones ; 78  per  cent 
had  tubercle  bacilli  in  their  sputum ; pain,  dysp- 
nea, and  gastro-intestinal  symptoms  were  pres- 
ent in  about  60  per  cent ; and  the  fever  ranged 
from  normal  in  one  case  to  105°  F.  in  the  high- 
est. In  every  case  of  gradual  onset  where  ef- 
fusion is  suspected,  if  there  is  an  accompanying 
bronchitis,  the  sputum  should  be  examined  for 
tubercle  bacilli.  If  the  pneumonic  process  de- 
velops into  the  picture  of  “delayed  resolution,” 
empyema  is  frequently  the  cause,  so  that  a per- 
sistent leucocytosis  and  fever  following  a pneu- 
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monia  strongly  suggest  a suppurative  process 
either  in  the  pleura  or  the  lung  itself. 

As  early  as  the  third  or  fourth  day  of  a pneu- 
monia, or  a bronchopneumonia,  purulent  pleurisy 
accompanied  by  symptoms  of  a severe  illness, 
may  come  on.  More  frequently  it  develops  in- 
sidiously and  unsuspected  in  the  course  of  other 
diseases  or  follows  an  ordinary  serofibrinous 
pleurisy.  The  streptococcic  empyemas  develop 
early,  as  a rule,  and  clinically  it  would  appear 
that  their  frequency  bears  a direct  relationship 
to  the  severity  of  the  pneumonia,  which,  how- 
ever, may  be  small  in  extent.  In  the  pneumo- 
coccic  type,  the  empyemas  develop  later  in  the 
course  of  the  pneumonia. 

In  the  slower  developing  case  the  respiratory 
symptoms  may  be  scant  or  absent.  Cough  may 
or  may  not  be  present,  although  it  is  a frequent 
symptom  and  the  dyspnea  depends  considerably 
on  the  rapidity  of  onset  and  the  amount  of  fluid. 
An  insidious  onset  accompanies  the  tuberculous 
type  more  than  the  pyogenic  infections.  Symp- 
toms of  septic  infection  are  rarely  wanting. 
Lever  varying  from  101°  to  103°  L.  in  the  adult 
and  not  infrequently  rising  to  104°  or  105°  L. 
in  children,  indicates  an  acute  process  if  accom- 
panied by  chills,  tachycardia,  sweats,  rapidly  de- 
veloping! pallor,  and  weakness.  The  pallor  in 
the  hemolytic  streptococcic  empyemas  may  be 
extreme  due  to  the  rapid  destruction  of  blood, 
although  an  icteric  tinge  has  been  noted  in  some 
of  these  cases. 

The  exudate  in  empyema  varies  in  color  and 
consistency.  It  is  difficult  to  draw  the  line  be- 
tween a serous  and  a purulent  effusion  as  all 
grades  exist,  and  yet  one  seldom  is  in  doubt. 
The  clear  serous  effusions  at  one  extreme,  are 
distinctive  simple  pleural  effusions.  At  the  other 
extreme,  are  the  thick,  purulent,  often  greenish- 
yellow,  and  stale-odored  pneumococcic  types. 
The  doubtful  turbid  fluids  are  practically  all 
streptococcic  types  in  which  the  chains  of  or- 
ganisms consist  of  from  two  to  ten  large  cocci. 
In  the  hemolytic  streptococcic  group,  which  com- 
prised a very  large  percentage  of  the  cases 
among  the  army  cantonments  during  the  winter 
of  1917-1918,  the  fluid  had  a light-yellow  color 
with  greenish  tinge,  beginning  with  a turbidity 
and  later  becoming  definitely  purulent.  At  the 
start,  one  cannot  over-emphasize  the  importance 
of  an  early  exploratory  puncture  in  all  these 
conditions.  And,  if  possible,  cell  counts  and 
microscopic  examinations  of  the  fluid  should  be 
made.  Lor  smears  the  fluid  should  be  received 
in  a sterile  flask  about  one-third  full  of  normal 
saline  containing  about  1 per  cent  sodium  citrate. 


This  is  centrifugalized,  and  smears  are  made  and 
stained  in  the  same  manner  as  blood  smears. 

The  leucocytes  are  usually  much  increased, 
varying  from  15,000  to  50,000  per  cubic  centi- 
meter, and  in  the  pyogenic  infections  there  is 
a well-marked  leucocytosis.  In  Dr.  King’s  series 
of  fifty-four  tuberculous  empyemas  at  Glen 
Lake  Sanatorium,  thirty-three  cases  averaged  a 
cell  count  of  87,500  per  cubic  centimeter.  This 
was  made  by  means  of  an  ordinary  white  cell 
pipette  and  blood-counting  chamber  using  dilu- 
tions that  would  make  the  fluid  suitable  for 
counting.  An  average  count  between  4,000  and 
6,000  per  cubic  centimeter  was  set  as  a maximum 
cell  count  for  ordinary  serous  effusions  and 
counts  above  this  were  considered  early  purulent 
ones. 

In  the  primary  pneumococcic  empyemas  and 
in  those  following  acute  lobar  pneumonia,  the 
leucocytosis  is  due  to  an  increase  of  the  poly- 
morphonuclear finely  granular  cells,  and  the 
white  cell  count  curve  will  run  roughly  parallel  | 
to  that  of  the  temperature.  In  the  empyemas 
prevalent  during  the  influenza  epidemic  of  1918- 
1919,  however,  there  were  many  of  the  cases 
which  showed  no  leucocytosis  or  even  a cell 
count  as  low  as  3,000  per  cubic  centimeter.  In 
simple  effusions  small  mononuclears,  polymor- 
phonuclear finely  and  coarsely  granular  cells, 
basophils,  and  endothelial  cells  are  seen.  The 
endothelial  cells  are  significant.  They  may  be 
large  mononuclear  leucocytes  or  so-called  endo- 
thelial leucocytes,  or  they  may  occur  in  sheets 
as  though  stripped  from  the  pleural  membrane. 
These  suggest  with  red  blood  cells  a malignant 
condition.  Some  are  phagocytic.  All  of  these 
leucocytes  may  have  pyknotic  nuclei,  and  vacuo- 
lated, degenerated  cytoplasm.  Widal  claims  that 
if  the  majority  of  the  cells  are  finely  granular, 
the  case  is  a pyogenic  one ; in  cases  of  tubercu-  ] 
losis  the  small  mononuclears  predominate  if 
chronic,  but  in  the  early  tuberculous  cases  the 
picture  may  be  a leucocytosis.  A lymphocytosis 
does  not  always  indicate  a tuberculous  effusion 
and  may  even  be  present  in  passive  congestion. 

In  the  effusions  of  mechanical  origin  the  en-  1 
dothelial  leucocytes  predominate.  This  formula 
varies  with  the  etiology,  intensity,,  and  duration 
of  the  effusion.  Mulberry-like  masses  of  pro- 
liferated endothelial  cells  and  the  cells  showing 
mitotic  figures  suggest  malignancy  also.  The 
demonstration  of  tubercle  bacilli  in  chest  ef- 
fusions is  very  unsatisfactory  on  account  of  the 
extreme  dilution.  Guinea-pig  inoculation  of  10 
to  50  cubic  centimeters  of  fluid  intraperitoneally 
clears  this  diagnosis  best  although  the  time  ele- 
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ment  is  a factor  here.  However,  a guinea-pig  will 
show  a positive  von  Pirquet  much  earlier. 

The  physical  signs  of  purulent  effusions  with- 
in the  thoracic  cavity  are  practically  those  of  a 
serofibrinous  pleurisy.  There  are  several  points 
worth  mentioning.  In  empyema,  especially  in 
children,  there  may  he  definite  bulging  of  the 
interspaces  and  a marked  disproportion  between 
the  sides,  as  well  as  a distention  of  the  subcu- 
taneous venules  and  edema  of  the  chest  walls. 
Also  in  children  the  breath  sounds  may  be  loud 
and  tubulous  if  the  purulent  effusion  is  a large 
one.  The  spoken-voice  sounds  are  heard  below 
the  level  of  the  fluid,  but  in  purulent  effusions 
the  whispered-breath  sounds  are  often,  though 
not  necessarily,  heard  through  pus  when 
tested  in  the  anterolateral  portions  of  the  chest 
(Bacelli’s  sign).  In  some  cases  there  is  a dis- 
tinct pulsation  of  the  chest  wall  over  the  fluid 
synchronous  with  the  heart  beat  (pulsating  pleu- 
risy) and  in  others  a distinct  tumor  over  one 
point  of  the  effusion  (empyema  necessitatis), 
which  may  even  rupture.  This  bulging  may  also 
pulsate. 

Tenderness  on  pressure  and  percussion  are 
usual  and  these  are  valuable  aids  in  determining 
the  points  at  which  the  exploratory  puncture 
should  be  made.  Abdominal  distention  and 
rigidity  on  the  affected  side  are  common  and 
important  signs.  Displacement  of  the  liver  and 
heart  are  more  marked  in  purulent  than  in  serous 
effusions,  probably  due  to  the  greater  weight  of 
the  fluid.  The  abdominal  signs  are  usually  uni- 
lateral and  indicate  involvement  of  the  dia- 
phragm. 

In  the  heavier  pneumococcic  empyemas  where 
there  is  considerable  lung  collapse  and  the  lung 
is  almost  airless,  tactile  fremitus  is  usually  lost, 
a valuable  sign  in  differentiating  the  streptococ- 
cic empyemas  where  fremitus  is  usually  present, 
due  probably  to  still  distended  areas  of  broncho- 
pneumonia. The  altered  percussion  note  is  the 
most  constant  sign  of  effusion  in  the  chest,  often 
varying  from  slight  changes  in  dullness  at  first 
to  flatness  as  the  fluid  increases.  When  the 
lungs  are  not  collapsed  and  the  pleura  not  thick- 
ened skodaic  resonance  may  be  obtained. 

Grocco’s  triangle  or  paravertebral  area  of  dull- 
ness on  the  opposite  side  is  not  of  great  value. 
The  sense  of  resistance  felt  on  percussion  over 
fluid  is  often  more  important  than  the  note. 
The  line  of  dullness  over  the  upper  level  of  fluid 
or  pus,  except  in  the  presence  of  air  in  the  chest 
cavity,  will  not  be  horizontal  but  curved,  being 
lowest  in  the  back  and  rising  upward  and  out- 
ward to  the  midscapular  line,  concavity  upward ; 


then  curves  down  across  the  axilla  obliquely  to 
the  sternum  (Ellis’  S-shaped  line  of  dullness). 
On  auscultation  in  children  the  breath  sounds 
are  apt  to  be  loud  and  tubular,  while  in  the 
adult  they  are  faint  or  absent.  During  the  1918- 
1919  influenza  epidemic  many  cases  of  even  mas- 
sive pus  collections  showed  transmission  of 
breath-sounds  and  voice  fremitus,  although  the 
pus  was  thinner  than  in  the  pneumococcic  em- 
pyemas. As  a lung  collapses  due  to  fluid  the 
breath-sounds  become  more  and  more  distinctly 
tubular.  Rales  of  every  description  or  friction 
may  be  present  or  entirely  absent,  depending  up- 
on the  underlying  pulmonary  processes. 

In  the  differential  diagnosis  of  effusions  into 
the  pleural  cavity,  the  possibility  of  one  or  more 
of  the  following  conditions  must  be  considered : 
(1)  acute  lobar  pneumonia;  (2)  chronic  fibrin- 
ous pleuritis ; (3)  tumors  of  the  lungs,  of  the 
pleura,  and  of  the  mediastinum ; (4)  pericarditis 
with  effusion;  (5)  obstruction  or  compression  of 
a bronchus;  (6)  pulmonary  abscess  or  marked 
chronic  suppurative  changes  in  the  lung  associ- 
ated with  multiple  bronchiectatic  cavities;  (7)  in- 
terstitial pneumonia ; (8)  pneumonia;  (9)  hydro- 
thorax ; 10)  hemothorax ; (11)  chylothorax ; and 
(12)  massive  collapse  of  the  lung;  all  of  which 
lead  to  an  exploratory  puncture.  This  should  be 
made  with  a firm  needle  at  least  four  to  five 
inches  long  and  not  less  than  No.  19  gauge, 
using  anywhere  from  a five  to  a twenty  c.c. 
syringe.  Several  punctures  do  not  exclude  an 
encapsulated  deep  interlobar  pus  collection  so 
that  a roentgenogram  or  at  least  a fluoroscopy  of 
the  chest  is  greatly  desired.  To  quote  Brooks 
and  Cecil,  “The  use  of  the  Roentgen  ray  is  in- 
dispensable in  the  diagnosis  of  empyema  but  it 
will  not  alone  keep  the  lazy  clinician  out  of 
trouble  with  the  pathologist.”  One  of  the  most 
important  conditions  to  exclude  is  pneumonia, 
especially  of  the  massive  variety ; the  percussion 
note  over  an  area  of  consolidation  will  be  very 
dull  but  perhaps  not  quite  so  flat  as  that  over 
fluid.  In  ordinary  lobar  pneumonia  there  will 
usually  be  definite  bronchitis  with  cough  and 
rusty  sputum,  increased  tactile  fremitus  and 
definite  tubular  breathing,  yet  in  massive  pneu- 
monia or  plugging  of  a bronchus  the  fremitus 
may  be  diminished  as  in  empyema. 

Displacement  of  the  organs  and  obliteration  of 
the  intercostal  spaces  are  strong  evidences  of  ef- 
fusion. Chronic  fibrinous  pleurisy  may  cause  all 
the  signs  of  a small  or  moderate  effusion,  but 
in  the  former  there  is  no  displacement  of  the 
heart  and  little  or  no  fever.  Tumors  of  the 
lung  or  pleura  may  produce  impaired  resonance 
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and  suppression  of  the  breath-sounds.  Absence 
of  fever,  loss  of  weight,  and  the  discovery  of 
a tumor  elsewhere,  as  in  the  breast  or  bones, 
or  the  history  of  the  removal  of  a tumor  often 
lead  to  the  diagnosis  of  a tumor  of  the  lung  or 
pleura.  Careful  palpation  of  the  ribs  for 
metastases  will  sometimes  give  a clue.  The  x-ray 
can  readily  determine  a tumor  unless  the  pleura 
in  considerably  involved  and  there  is  fluid.  The 
fluid  of  malignancy,  however,  is  sometimes 
bloody  and  contains  a large  proportion  of  en- 
dothelial cells.  As  a rule  mediastinal  tumors  can 
be  differentiated  from  mediastinal  effusions  or 
abscesses  by  means  of  the  X-ray. 

It  may  be  difficult  to  distinguish  pericarditis 
with  effusion  from  a left-sided  pleural  effusion. 
In  pericarditis  with  effusion  there  is  a character- 
istic triangular  shape  of  the  area  of  cardiac  dull  ■ 
ness,  the  absence  of  displacement  of  the  heart- 
beat to  the  right  of  the  sternum,  usually  the 
urgency  of  the  dyspnea,  the  retention  of  reso- 
nance at  the  base,  the  presence  of  Skoda’s  reso- 
nance toward  the  axilla,  the  feebleness  of  the 
pulse  and  the  heart-sounds,  and  a pericardial 
friction  rub.  In  two  of  my  cases  of  tuberculous 
pericarditis  with  effusion  there  was  a long  his- 
tory for  nearly  a year  of  tuberculosis,  malaise, 
tachycardia,  slight  afternoon  temperature,  oc- 
casional precordial  pains,  gradual  loss  of  weight 
and  strength,  sensitiveness  to  tuberculin,  and  the 
first  local  sign  was  the  development  of  a peri- 
cardial friction  rub  which  disappeared  as  the 
fluid  formed.  This  contained  tubercle  bacilli. 
The  x-ray  showed  the  characteristic  cardiac  out- 
lines of  fluid,  but  no  tuberculosis  of  the  lungs. 

Chronic  suppurative  changes  in  the  lung  with 
multiple  bronchiectatic  cavities,  interstitial  pneu- 
monia, thickened  pleura,  and  plugged  bronchi 
must  all  be  excluded.  In  these  conditions  there 
is  not  the  uniform  dullness  on  percussion  found 
in  pneumonia  and  effusions,  the  heart  is  not  dis- 
placed, the  diaphragm  is  elevated  rather  than 
depressed,  and  there  is  contraction  of  the  chest. 

Cases  of  hydrothorax  accompanying  general 
anasarca  give  an  entirely  different  clinical  his- 
tory of  cardiac  or  renal  disease  with  no  acute 
onset  of  fever,  pain,  and  pleurisy.  The  fluid  in 
hydrothorax  accumulates  slowly  and  is  more 
likely  to  be  bilateral.  It  has  a low  specific 
gravity,  low  albumen  content,  and  poor  or  no 
coagulation  properties. 

In  hemothorax  there  is  usually  a history  of 
trauma  or  the  evidence  of  malignant  disease.  I: 
may  be  suspected,  also,  if  there  is  a circulating 
eosinophilia.  A thickened  pleura  gives  a dull 
percussion  note  but  less  flat  than  when  made 


over  fluid.  It  also  give?  a faint  breath-sound 
with  prolonged  expiration  but  not  definitely  tu- 
bular, and  it  gives  a diminished  vocal  fremitus. 
Grocco’s  triangle  is  absent,  and  there  is  usually 
no  cardiac  displacement  and  of  course  the  ex- 
ploratory puncture  reveals  a thickened  tissue 
and  a dry  tap. 

Intrathoracic  tumors  and  cysts  may  be  dif- 
ficult to  exclude  especially  if  accompanied  by 
effusions.  In  all,  however,  the  area  of  dullness 
has  neither  the  shape  nor  the  position  that  fluid 
assumes,  and  Grocco’s  triangle  is  absent.  There 
is  no  fever  unless  suppuration  intervenes,  but 
often  there  is  bloody  sputum,  dyspnea,  stridor, 
dilated  pupils,  and  distention  of  the  neck  vessels. 
Also,  there  are  localized  points  of  pain  constant 
in  location.  If  effusion  is  present  it  is  often 
bloody  and  rich  in  cellular  elements. 

Abscesses  of  the  liver  or  subdiaphragmatic  ab- 
scesses or  tumors,  if  they  do  not  invade  the 
chest,  produce  no  cough  or  sputum.  They  push 
up  the  diaphragm  and  compress  the  lung  so  that 
the  lungs  may  manifest  the  same  physical  signs 
as  those  of  a pleural  effusion.  It  is  well  to  re-  ; 
member,  as  Hoover  has  emphasized,  the  im- 
portance of  movements  of  the  costal  margin  in 
differentiating  pathological  conditions  above  and 
below  the  diaphragm.  A subphrenic  abscess  • 
which  does  not  contain  air  is  very  apt  to  simu- 
late empyema.  When  air  is  present  the  physi-  \ 
cal  signs  simulate  pneumothorax.  Marked  de- 
pression of  the  liver  and  bulging  of  the  ribs  may  I 
occur  and  aid  in  the  diagnosis.  The  ;r-ray  and 
exploratory  puncture  are  of  great  value  in  diag- 
nosing this  condition.  If  rupture  of  a sub-  I 
phrenic  cyst  or  abscess  occurs  through  the  dia-  I 
phragm,  it  is,  of  course,  more  frequent  on  the 
right  than  on  the  left  side,  and  we  may  then  have 
the  preceding  abdominal  picture  of  perforation 
of  a gastric  or  duodenal  ulcer  or  appendix  fol- 
lowed by  the  symptoms  and  signs  of  an  empy- 
ema. Often  the  pus  has  a fecal  odor,  and  jaun- 
dice is  frequently  present.  Where  there  has  ■ 
been  injury  or  obstruction  of  the  thoracic  duct 
bv  trauma,  new  growths,  enlarged  glands,  or  par- 
asites the  chyliform  effusion  in  the  chest  may 
simulate  pus,  but  a microscopic  examination 
shows  the  fat  droplets. 

Chronic  suppurative  mediastinitis  is  most  com- 
monly associated  with  tuberculous  lymphatic 
glands.  The  acute  cases  are  more  frequently 
associated  with  trauma,  gun-shot  wounds,  and 
perforation  of  the  esophagus,  and  some  have 
followed  erysipelas,  whooping-cough,  or  the 
eruptive  fevers.  It  occurs  more  often  in  males 
and  in  children.  It  may  be  due  to  inflammation 
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of  the  sternum  or  spine,  or  secondary  to  inflam- 
matory conditions  in  the  neck,  such  as  retro- 
pharyngeal abscess,  suppuration  of  the  thyroid, 
or  thymus,  or  to  pyemia.  Mediastinal  abscess 
may  be  an  extension  from  inflammatory  condi- 
tions of  the  lungs  or  pleura.  These  mediastinal 
abscesses  may  rupture  into  any  of  the  surround- 
ing structures,  such  as  the  esophagus,  pericardi- 
um, pleura,  lung,  trachea,  or  bronchus,  or  may 
perforate  an  intercostal  space  or  erode  the  ab- 
domen or  even  burrow  into  the  abdomen.  The 
chief  symptoms  of  suppurative  mediastinitis  are 
hectic  fever,  sweating,  local  pains,  a gradually 
increasing  dyspnea,  and  symptoms  of  pressure, 
when  there  may  be  a pulsating  tumor.  As  the 
process  continues  there  is  anemia  and  wasting. 
The  physical  signs  may  be  very  indefinite.  The 
absence  of  bruit,  the  diastolic  shock  and  expan- 
sile pulsation  aid  one  in  the  diagnosis.  The 
.r-ray,  if  available,  and  puncture  needle  should 
be  used. 

In  the  tuberculous  cases,  there  are  fever,  wast- 
ing, anemia,  night  sweats,  loss  of  appetite,  and 
disturbance  of  breathing,  which  may  become 
asthmatic  in  character  and  paroxysmal  cough- 
ing. There  may  be  marked  dullness  over  and 
along  the  sternum,  and,  in  the  enlarged  gland 
cases,  Eustace  Smith’s  sign,  in  children,  of  a 
venous  hum  at  the  root  of  the  neck  when  the 
head  is  thrown  back.  I have  observed  that  this 
is  often  better  heard  in  the  second  intercostal 
interspaces  near  the  sternum  and  the  hum  aug- 
mented if  the  patient  takes  a deep  inspiration 
and  holds  the  breath  so  as  to  crowd  the  medi- 
astinal veins.  Despine’s  sign  also  is  usually 
present  in  children.  The  symptoms  and  physi- 
cal signs  of  mediastinal  tumor  may  be  almost 
identical  with  the  exception  of  fever  and  the 
blood  picture  of  abscess.  Time  will  not  permit 
one  to  go  into  a more  detailed  differential  diag- 
nosis of  all  the  conditions  that  may  simulate 
suppurative  conditions  in  the  chest,  but  I shall 
try  to  bring  out  some  of  them  when  showing  the 
slides. 


THE  PATHOLOGY  OF  THORACIC 
SUPPURATION* 

By  Wm.  A.  O’Brien,  M.D. 

Assistant  Professor  of  Pathology,  University  of  Minnesota 
MINNEAPOLIS,  MINNESOTA 

Thoracic  suppuration  results  in  a variety  of 
ways  from  many  different  organisms.  It  affects 

•Author’s  abstract. 
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persons  of  all  ages  and  may  be  divided  into  five 
different  types : 

1.  Pneumonia. — The  old  terms,  bronchopneu- 
monia and  lobar  pneumonia,  do  not  sufficiently 
describe  the  actual  changes  which  occur  in  the 
lung.  The  descriptive  terms,  interstitial,  hem- 
orrhagic, furunculosis,  and  softening,  are  more 
appropriate.  The  lung  is  seldom  involved  alone 
with  suppuration.  Unresolved  pneumonia  prob- 
ably never  exists  except  for  a very  short  time 
after  an  acute  attack.  Residual  areas  usually 
in  the  lung  represent  actual  destruction  and  pro- 
gressive inflammation. 

2.  Abscess. — Multiple  multilobar  abscesses 
result  from  sepsis.  Single  lobe  abscesses,  usually 
multiple,  follow  anesthesia  (tonsillectomy,  aspir- 
ation of  foreign  bodies,  pneumonia,  and  the 
breaking  down  of  malignant  tumors).  They  are 
frequently  associated  (about  25  per  cent)  with 
encapsulated  empyema.  Gangrene  and  abscess 
are  included  together.  Spirochetes  from  the 
lung  were  formerly  considered  secondary  fac- 
tors in  lung  abscess  and  in  gangrene.  Experi- 
mental work  tends  to  show  that  they  may  be 
more  important  factors  and  actually  the  primary 
cause. 

3.  Chronic  bronchitis,  bronchiectasis,  and  em- 
physema.— Uncomplicated  bronchitis  probably 
never  exists.  Non-infectious  bronchitis  is  theo- 
retically possible  in  bronchial  asthma.  A more 
appropriate  term  for  this  group  is  chronic  bron- 
chopulmonary suppuration.  The  causes  of  bron- 
chiectasis are  stenosis,  infection  of  the  walls, 
productive  inflammation  in  the  surrounding  lung 
tissue,  and  cough.  Emphysema  of  the  large  lung 
type  is  a compensatory  phenomenon. 

4.  Empyema. — Our  knowledge  of  empyema 
was  greatly  increased  by  studies  made  during  the 
World  War.  Exudate  in  the  pleural  cavity  is 
a constant  accompaniment  of  pneumonia.  Lab- 
oratory diagnosis  of  pleural  fluid  shows  a high 
cell  count  in  a large  number.  Pus  in  the  pleural 
space  is  usually  a secondary  change.  The  type 
of  organism  is  very  important  (pneumococcic 
and  streptococcic).  Chronic  empyema  is  usually 
encapsulated  and  the  underlying  lung  may  show- 
simple  atelectasis,  chronic  bronchopulmonary 
suppuration,  or  abscess. 

5.  Suppuration  in  the  pericardial  sac  is  al- 
w-ays  secondary  to  infection  of  surrounding 
structures  (pleurae,  mediastinum,  and  heart). 

6.  Suppuration  of  the  mediastinum  is  always 
secondary  and  occurs  following  infections  of  the 
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neck,  one-stage  operations  (laryngectomy,  break- 
ing down  of  mediastinal  glands,  and  secondary 
to  disease  of  the  esophagus).  It  is  very  uncom- 
mon for  infection  of  the  pleural  space  to  extend 
below  the  diaphragm.  The  route  is  usually  the 
reverse. 


TREATMENT  OF  EMPYEMA 
By  Frances  W.  King,  M.D. 

OAK  TERRACE,  MINNESOTA 

The  most  frequent  suppuration  occurring 
within  the  chest  wall  is  empyema.  Before  we 
can  intelligently  consider  treatment,  it  is  es- 
sential that  we  have  a thorough  understanding 
of  the  pathology  of  the  diseased  condition,  of 
nature’s  way  of  meeting  the  difficulty,  and  of 
the  means  by  which  the  obstacles  may  be  re- 
moved so  that  nature  can  bring  the  patient  back 
to  health.  All  intelligent  treatment  is  an  effort 
to  support  nature  in  her  processes  of  repair. 
In  those  cases  in  which  we  cannot  help  nature 
we  should  let  her  alone ; otherwise  more  harm 
than  good  may  be  done. 

In  considering  empyemata  there  are  two  gen- 
eral divisions,  that  is,  those  due  to  pyogenic  in- 
fections and  those  due  to  tuberculosis  including 
a superimposed  secondary  infection. 

In  pyogenic  empyema  it  is  essential  that  the 
etiological  organism  be  determined  before  insti- 
tuting treatment  since  the  treatment  varies  with 
organisms  found.  In  50  per  cent  to  60  per  cent 
of  all  empyemata  occurring  in  civil  practice,  the 
pneumococcus  is  the  causative  agent.  Pus  de- 
velops late  in  the  pneumonia,  and  pleural  adhe- 
sions form  early  after  this. 

While  very  small  purulent  effusions  may  be 
absorbed,  the  inflammation  of  the  pleura  has  in- 
jured the  endothelial  cells,  the  blood  vessels  and 
the  lymphatics  so  that  the  natural  channels  of 
absorption  have  been  blocked.  Nature  is  unable 
to  liquefy  and  absorb  pus  except  in  very  small 
quantities ; therefore,  the  pus  in  the  empyema  of 
pneumococcic  origin  should  be  removed  as  soon 
as  it  is  discovered,  no  matter  how  sick  the  pa- 
tient is.  The  septicemia  from  the  slow  absorp- 
tion of  the  pus  is  too  debilitating  for  delay. 
Treatment  aims  at  drainage  of  the  collection  of 
pus  and  obliteration  of  the  cavity. 

Drainage  of  the  pus  in  pneumococcic  empy- 
ema may  be  done  by  one  of  the  following 
methods : 

1.  Repeated  aspiration  is  frequently  suffi- 
cient in  children  but  rarely  in  adults  in  whom 


by  far  the  largest  percentage  finally  comes  to 
rib  resection. 

2.  Continuous  aspiration  has  shown  success- 
ful results  according  to  some  reporters. 

3.  Rib  resection  has  been  required  in  from 
76  per  cent  to  100  per  cent  of  the  cases  reported 
in  adults  and  has  given,  by  far,  the  best  results 
as  a drainage  procedure.  The  common  sites  are 
the  7th,  8th,  and  9th  ribs  in  the  posterior  axillary 
line. 

When  the  organism  has  been  found  to  be 
pneumococcic,  rib  resection  and  opening  of  the 
thoracic  cavity  may  generally  be  performed  at 
once  without  the  fear  of  complete  lung  collapse. 
The  adhesions  which  form  early  in  pneumo- 
coccic empyema  prevent  the  collapse  of  the  lung. 
However,  in  rib  resection,  in  order  to  bring 
about  recovery  in  the  shortest  time  possible,  two 
points  should  be  emphasized : 

1.  Better  results  are  obtained  if  the  drainage 
tube  is  not  allowed  to  remain  in  the  chest  longer 
than  four  to  five!  days.  If  the  tube  is  left  in  too 
long,  fibrosis  of  the  lung  occurs,  and  the  cavity 
cannot  be  obliterated  without  an  operation.  How- 
ever, in  cases  where  the  pus  is  not  fully  drained 
away  in  four  or  five  days  it  is  necessary  to  leave 
it  in  longer  than  the  optimum  length  of  time. 

2.  The  second  object  of  the  operation,  the 
closure  of  the  cavity,  depends  on  the  return  of 
function  and  the  expansion  of  the  lung.  In 
order  to  expand  the  lung  it  is  necessary  to  re- 
store the  negative  pressure  within  the  chest,  and 
to  do  this  the  thoracic  cavity  must  be  closed. 
Therefore,  draining  sinuses  must  be  prevented.  ; 
The  removal  of  the  tube  as  soon  as  it  is  no 
longer  necessary  for  drainage  will  diminish  the 
number  of  draining  sinuses.  The  use  of  Woulfe 
bottles  often  aids  in  the  expansion  of  the  lung, 
but  in  order  that  the  increased  intrapulmonary 
pressures  produced  by  their  use  be  exerted  on 
the  collapsed  lung,  instead  of  the  normal  lung, 

it  is  best  to  fix  the  normal  side  during  the  blow- 
ing exercises. 

Notwithstanding  the  many  precautions  which 
may  be  used  to  prevent  a permanent  lack  of  clo- 
sure of  the  cavity,  a small  percentage  of  cases 
do  not  heal  but  become  chronic.  Most  of 
these  chronic  cases  are  due  to  the  inability  of 
nature  to  sterilize  the  cavity  even  though  suffi- 
cient drainage  has  been  instituted.  These  chronic 
empyemata  frequently  respond  to  irrigations 
with  Dakin’s  solution.  This  treatment  should 
be  tried  before  the  patient  is  subjected  to  the 
severe  operation  of  thoracoplasty.  Dakin’s  solu- 
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tion  sterilizes  the  cavity,  gives  relief  from  sepsis, 
and  causes  a chemical  decortication  of  the  lung, 
i which  helps  to  close  the  cavity.  The  cavity  may 
be  decreased  50  to  90  per  cent  by  the  use  of 
| Dakin’s  solution,  and  this  method  alone  may 
; suffice.  In  those  cases  where  the  cavity  is  not 
obliterated,  thoracoplasty  is  required.  This  pro- 
I cedure  will  be  considered  later.  With  all  the  va- 
rious means  used  to  assist  nature  in  her  healing 
process,  the  general  health  of  the  patient  must 
be  sustained  by  rest,  good  food,  and  general  hy- 
i gienic  measures.  To  neglect  these  is  to  invite 
defeat.  In  addition  it  is  often  necessary  to 
control  the  cough  by  codeine  or  morphine.  Em- 
pyemata  of  staphylococcic  origin  are  treated  simi- 
larilv  to  those  of  pneumococcic  origin. 

When  the  empyema  is  due  to  a streptococcic 
infection,  such  as  in  the  bronchopneumonia  fol- 
lowing measles  or  influenza,  the  treatment  differs 
from  that  due  to  pneumococcus.  The  following 
facts  are  to  be  kept  clearly  in  mind  when  con- 
sidering the  line  of  treatment  to  be  followed : 

1.  The  empyema  develops  early  in  the  course 
of  the  pneumonia  and  is  often  co-existent  with 
the  pneumonia. 

2.  Streptococcic  empyema  is  prone  to  form 
multiple  pockets  when  adhesions  are  formed. 

The  unsatisfactory  results  of  the  treatment 
of  empyemata  occurring  during  the  influenza  epi- 
demic of  1918  and  1919,  led  to  the  formation  of 
the  Empyema  Commission  of  the  United  States 
Army,  which  made  an  investigation  of  the  results 
of  the  various  methods  of  treatments.  The  study 
brought  to  light  the  seriousness  of  rib  resection 
and  drainage  of  empyemata  which  accompany 
streptococcic  bronchopneumonia.  The  mortality 
rate  of  the  cases  drained  by  early  rib  resection 
was  52  per  cent.  If  the  fluid  was  aspirated  and 
the  operation  deferred  until  the  pneumonia  had 
run  its  course  and  the  fluid  had  become  puru- 
lent, the  mortality  was  reduced  to  10  per  cent. 

The  Empyema  Commission  of  the  United 
States  Army  advises  against  early  operation  by 
resection  in  streptococcic  empyema  for  the  fol- 
lowing reasons : 

1.  There  is  danger  of  lung  collapse  before  ad- 
hesions are  formed  since  these  form  much  later 
in  streptococcic  than  in  pneumococcic  infections. 

2.  There  is  danger  of  producing  a blood- 
stream infection  from  the  absorption  of  strepto- 
cocci from  a fresh  open  wound. 

3.  There  is  danger  of  overwhelming  a desper- 
ately sick  patient  with  shock  and  infection. 

The  Commission  advocates  aspiration  every 
other  day  until  the  pus  is  thick  and  then  the  per- 
formance of  rib  resection,  since  the  streptococcic 


empyemata  seldom  yield  to  aspiration  alone,  be- 
cause of  the  tendency  to  form  multiple  pockets. 

On  account  of  the  close  relationship  of  certain 
acute  inflammatory  conditions  of  the  pleura  to 
empyema,  they  may  well  be  discussed  here  : 

(1.)  Acute  fibrinous  pleurisy: — the  tubercle 
bacillus  has  been  demonstrated  in  22  to  85  per  cent 
of  these  cases.  The  inflammation  of  the  pleural 
surfaces  leads  to  desquamation  of  the  endothe- 
lial tissues  with  a fibrinous  exudate.  This  exudate 
undergoes  organization  and  is  a conservative 
process  of  nature,  which  may  prevent  a later 
pneumothorax  in  case  of  extension  of  the  dis- 
ease. The  treatment,  therefore,  is  that  of  tu- 
berculosis, that  is,  rest  in  bed  and  a general  tu- 
berculosis regime. 

(2.)  Serofibrinous  pleurisy  or  the  pleurisy 
with  effusion  has  been  shown  to  be  due  to  tuber- 
culosis in  from  63  to  93  per  cent. 

The  treatment  demands  that  the  following  con- 
ditions be  considered : 

a.  The  endothelial  cells  are  in  a state  of  in- 
flammation and  keep  up  a steady  secretion.  This 
secretion  probably  exerts  a favorable  influence 
on  the  inflamed  surface,  therefore,  complete 
evacuation  is  not  advisable  except  in  urgent 
cases. 

b.  Too  early  evacuation  favors  quick  return 
of  the  fluid  and  exacerbation  of  the  fever. 

When  a diagnostic  puncture  reveals  a clear 
fluid  of  less  than  5,000  w.b.c.  per  cubic  mm.,  it 
is  advisable  to  use  symptomatic  treatment  until 
the  acute  inflammation  of  the  pleura  has  subsided. 
If  there  are  alarming  symptoms  caused  by  an  ex- 
cessive amount  of  effusion,  giving  embarrass- 
ment to  the  return  flow  of  blood  to  the  heart, 
with  cyanosis,  dyspnea,  and  lowered  blood  pres- 
sure, it  may  be  necessary  to  aspirate  before  the 
inflammation  of  the  pleural  surfaces  has  subsided. 
If,  after  the  rise  in  temperature  and  the  pulse 
rate  show  abatement  of  the  acute  infection  it 
is  found  that  the  effusion  does  not  absorb  spon- 
taneously, a partial  withdrawal  of  fluid  favors  a 
beginning  absorption.  The  rate  of  absorption  de- 
pends on  the  respiratory  movements  of  the  lung, 
and  since  the  fluid  partially  collapses  the  lung, 
it  also  limits  the  absorption  by  way  of  the  lym- 
phatics. A partial  removal  bv  aspiration  fre- 
quently starts  absorption,  but  complete  removal 
invites  increased  secretion  of  the  fluid  and  ex- 
acerbation of  fever.  500  to  1,200  c.  c.  of  fluid 
may  safely  be  removed,  and  if  there  is  a definite 
active  tuberculous  disease  in  the  lung,  the  fluid 
may  be  replaced  by  air, — never  replacing  more 
than  two-thirds  as  much  air  as  fluid  removed.  A 
small  percentage  of  these  cases  progress  to  tu- 
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berculous  empyema.  Open  drainage  should 
never  be  instituted  for  tuberculous  effusions. 
The  draining  sinus  produced,  heals  with  great 
difficulty  and  secondary  infections  frequently  oc- 
cur. Moreover,  with  the  open  tuberculous  sinus, 
successful  thorocoplasty  is  very  difficult. 

THE  TUBERCULOUS  EMPYEMA 

The  advent  of  pneumothorax  has  increased  the 
incidence  of  tuberculous  empyema  so  that  the 
clinician  is  confronted  with  a new  problem,  that 
of  obliterating  the  empyema  cavity  and  at  the 
same  time  keeping  the  tuberculous  lung  collapsed. 
Erom  25  to  50  per  cent  of  the  artificial  pneu- 
mothorax cases  develop  fluid  during  the  course 
of  treatment.  A small  percentage  progress  to 
empyema.  Repeated  aspiration  of  the  fluid  and 
substitution  of  air  frequently  lead  to  a fibrosis 
of  the  inflamed  endothelial  cells,  and  the  fluid 
may  cease  to  form  after  repeated  irrigations  ovei 
a period  of  from  a few  weeks  to  months.  If  an 
empyema  develops,  treatment  requires  the  fre- 
quent removal  of  the  pus  and  irrigation  of  the 
thoracic  cavity  with  sterile  solution.  Various 
drugs  have  been  instilled  to  sterilize  the  cavity 
with  variable  results.  With  this  treatment  the 
J>us  occasionally  disappears,  but  experience 
has  shown  that  relapses  are  prone  to  occur  in 
tuberculous  empyemata.  Open  drainage  is  ad- 
visable only  if  there  is  a secondary  infection 
that  is  uncontrollable  by  other  means.  The  prob- 
lem is  one  of  obliterating  the  cavity  and  at  the 
same  time  keeping  the  lung  collapsed.  If  it  is 
necessary  to  institute  drainage,  the  closed  meth- 
od is  preferable  because  the  large  sinus  formed 
in  the  course  of  the  open  method  seldom  heals. 

To  obliterate  the  cavity  and  at  the  same  time 
keep  the  lung  collapsed,  an  extrapleural  paraver- 
tebral thoracoplasty  gives  good  results.  Only 
those  cases  showing  the  contralateral  lung  free 
from  active  tuberculosis  may  have  thoracoplasty. 
The  good  lung  may  have  shown  no  activity  for  at 
least  six  months  prior  to  the  operation  and  be 
free  from  cavities  or  tuberculous  lesions  in  the 
hilum  or  lower  lobe. 

Gourdet  was  the  first  to  demonstrate  that  the 
removal  of  the  ribs  beyond  their  angles  as  far 
back  as  possible,  that  is,  at  their  junction  with 
the  transverse  processes,  gave  the  greatest  dim- 
inution in  the  size  of  the  thoracic  cavity. 

Wilms  advocated  that  the  operation  should  be 
extrapleural  and  done  in  two  stages,  while 
Sauerbruch  pointed  out  the  necessity  of  resec- 
tion of  the  first  rib. 

At  the  Glen  Lake  Sanatorium,  the  Wilms 
Sauerbruch  extrapleual  paravertebral  thoraco- 


plasty is  used.  This  reduces  the  chest  cavity 
from  one-fourth  to  one-eighth  of  its  volume. 

Thoracoplasty  combined  with  phrenicotomy  re- 
duces the  chest  cavity  in  three  dimensions,  that  is, 
transversely,  anteroposteriorly,  and  from  above 
downward.  Combined  with  radical  phrenicot- 
omy the  cavity  is  reduced  five-eighths.  If  to  this 
is  added  a parasternal  thoracoplasty  the  cavity 
may  be  reduced  three-fourths. 

Thoracoplasty  is  indicated  in  empyema  of 
pyogenic  origin  which  has  become  chronic  and 
does  not  respond  to  other  forms  of  treatment, 
and  in  tuberculous  empyema  in  which  pus  fre- 
quently occurs. 

As  a preliminary  to  thoracoplasty  a phrenicot- 
omy is  done.  This  causes  unilateral  paralysis  of 
the  diaphragm,  which  rises  in  the  thoracic  cav- 
ity and  reduces  its  size  one-fourth  to  one-third, 
or  400  to  800  c.  c.  In  some  cases  of  the  chronic 
empyemata,  this  reduction  may  be  sufficient  to 
close  the  cavity. 

The  removal  of  portions  of  the  ribs  is  done  in 
two  or  more  stages  depending  on  the  condition 
of  the  patient.  If  the  complete  operation  is  done 
at  one  time  there  may  be  severe  shock  and  cir- 
culatory changes  which  may  cause  death.  The 
lung  must  be  allowed  to  be  partially  expanded 
previous  to  operation. 

The  upper  stage,  which  consists  of  the  removal 
of  portions  of  the  first  five  or  six  ribs  is  common- 
ly the  first  stage,  which  is  followed  after  an  inter- 
val of  from  two  to  six  weeks  by  the  lower  stage, 
which  consists  of  the  removal  of  the  sixth  to 
the  eleventh  ribs.  The  procedure  may  be  re- 
versed depending  on  the  amount  of  disease  and 
its  location  in  the  lung.  The  length  of  rib  re- 
sected depends  on  the  amount  of  cavity  reduc- 
tion desired.  The  longer  the  piece  of  rib  re- 
moved the  greater  the  cavity  reduction.  Since 
the  first  rib  is  short  and  difficult  to  resect,  some 
of  the  earlier  operations  left  this  intact.  But 
these  did  not  obtain  full  reduction  of  the  size  of 
the  thoracic  cavity  from  above  downward.  This 
rib  is  the  key  to  the  thoracic  dome  since  the  chest 
wall  hangs  from  it.  When  it  is  sectioned  the  ribs 
drop  from  one  to  three  interspaces  and  no  opera- 
tion is  considered  complete  without  its  section. 

SUMMARY 

1.  Empyema  is  a late  complication  in  a pneu- 
moccocic  lung  infection  and  should  be  drained 
as  soon  as  the  diagnosis  is  made,  preferably  by 
rib  resection  in  adults  and  often  so  in  children. 

2.  Empyema  is  an  early  complication  in  strep- 
tococcic pneumonia  and  should  be  treated  by 
aspiration  in  the  beginning  and  by  rib  resection 
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after  the  pus  has  become  thick  and  walled  off. 

3.  Empyema  occurs  frequently  in  tubercu- 
losis following  the  institution  of  artificial  pneu- 


mothorax. Aspiration  is  the  preferable  method 
of  treatment,  although  thoracoplasty  may  be  re- 
quired. 


EMPYEMA  FOLLOWED  PNEUMOTHORAX  (22  CASES) 
15  Cases  Improved 
All  Aspirated 


(1) 

Heliotherapy 

(13) 

Irrigated 

(1) 

Discharged  against  advice 
Condition  good 

oT~ 

(8) 

(4) 

Heliotherapy 

Drugs  Instilled 

No  further  treatment 

(1) 

_ (7) 

Heliotherapy 

Thoracoplasties 

(4) 

0) 

(2) 

Heliotherapy 

Closed  and  open  operation 

Discharged  approved 

for  empyema 

Condition  good 

(2)  (2) 

Fuid  removed  No  further  treatment 

Post  Operative 


EMPYEMA  FOLLOWED  ARTIFICIAL  PNEUMOTHORAX  (22  CASES) 

6 Cases  Died 
All  Aspirated 


(2) 

Aspirated  Only 


(4) 

Aspirated  and  Irrigated 


(3) 

Heliotherapy 
Drug  Instilled 


0) 

No  further 
treatment 


(2) 

Thoracoplasties 


0) 

Bilateral  Pneumothorax 


0) 

After  discharge 
Questionable  prognosis 


(1)  case  unimproved  on  discharge,  had  aspiration, 


0) 

Closed  operation  for  empyema 
prior  to  incomplete  two  stage 
thoracoplasty 

rrigation,  and  heliotherapy. 


TUBERCULOSIS  EMPYEMA  FOLLOWED  PNEUMONIA  (8  CASES)  PNEUMONIA  PREVIOUS 

TO  ADMITTANCE 


(5) 

Dead 

(3) 

Alive 

(1) 

(4) 

(i) 

(2) 

Thoracoplasty  Aspirated 

In  residence 

Discharged  arrested 

Heliotherapy 

Condition  good 

Heliotherapy 

Unsuccessful  pneumothorax 

Aspirated 

Draining  Sinuses 

(Died  after  discharge) 

Pneumothorax 

Irrigated 

To  have  thoracoplasty 

(3) 

(i) 

(1)  (1) 

Irrigated 

No  further 

Aspirated  No  furthei 

Closed  operation 

treatment 

Pneumothorax  treatment 

for  empyema 

(2) 

(1) 

Drug  Instilled 

No  further 

Pneumothorax 

treatment 
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EMPYEMA  HAVING 
9 

INSIDIOUS  ONSET 
Cases 

(5) 

(3) 

Dead 

Alive 

All  Aspirated 

(1) 

(4) 

(2) 

(1) 

Irrigated 

Aspirated 

Heliotherapy 

No  further 

Pneumothorax 

Drug  Instilled 

treatment 

Thoracoplasty 

(1) 

(3) 

(1) 

(1) 

Irrigated 

Heliotherapy 

Irrigated 

No  further 

Drug  Instilled 

Closed  operation 

treatment 

Closed  operation 

for  Empyema 

for  Empyema 

(2) 

0) 

No  further 

Irrigated 

treatment 

Drug  Instilled 

One  case  of  terminal 

empyema  not  included  in 

any  table  had  artificial  pneumonthorax  and  died. 

EMPYEMA  FOLLOWED  SPONTANEOUS  PNEUMOTHORAX  (13  CASES) 


11  Died 

(?) 

Aspirated 

(2) 

Rest  Only 

(1) 

Pneumothorax 
Air  removed 
Closed  operation 
for  Empyema 

(1) 

No  further 
treatment 

(7) 

Irrigated 

(1)  (1) 
Pleural  Hernia  No  further 

2 Draining  Sinuses  treatment 

(2) 

Air  removed 

(4) 

Drug  Instilled 

(1) 

No  further 
treatment 

Closed  operation 
for  Empyema 

No  further 
treatment 

Air 

Removed 

Heliotherapy 
Pneumothorax 
Rib  Resection 
Draining  Sinus 

One  case  in  residence,  condition  poor.  Closed  operation  for  empyema,  aspiration,  irrigation  and  drug 
instilled. 

One  case  discharged,  improved.  Pneumothorax,  and  heliotherapy. 
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DISCUSSION  ON  THE  PRECEDING 
SYMPOSIUM 

Dr.  J.  G.  Lamont  (San  Haven,  N.  D.):  This  en- 
tire subject  has  been  presented  in  so  comprehensive 
a way  that  it  should  require  very  little  discussion 
from  our  local  men. 


I do  not  think  it  is  possible  for  us,  no  matter  how 
much  we  desire  to  do  so,  to  get  away  from  thoracic 
infections  and  suppuration,  for  these  conditions  ob- 
trude themselves  at  every  turn,  by  breaking  down 
resistance  and  destroying  reparative  processes  in 
the  lung  that  have  taken  weeks  and  somtimes 
months  of  care  to  build  up. 

I was  especially  interested  in  Dr.  O’Brien’s  state- 
ment that  in  90  per  cent  of  cases  foreign  material 
has  been  found  in  the  bronchial  tubes  following 
tonsillectomy  and  adenoidectomy,  and  that  the  Vin- 
cent organism  was  found  in  many  of  these.  Per- 
sonal recollection  of  two  cases  of  pulmonary  ab- 
scess that  we  observed  at  about  the  same  time  in 
our  institutional  work  a number  of  years  ago  would 
indicate  that  both  could  be  traced  directly  to  a 
tonsillectomy  a short  time  before. 

I feel  much  instructed  and  enlightened  by  these 
splendid  papers,  but  do  not  wish  to  prolong  the  dis- 
cussion except  to  say  that  I hope  the  essayists  can 
be  with  our  Association  at  some  future  time. 
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Dr.  F.  I.  Darrovv  (Fargo,  N.  D.):  Two  or  three 
I things  came  to  me  as  these  papers  were  given.  One 
point  that  the  symposium  brought  out  beautifully 
is  the  reason  there  has  been  so  much  confusion  in 
the  diagnosis  and  treatment  of  these  conditions. 
The  pathological  variety  of  this  sort  of  thing  is  so 
great  that  we  are  much  confused,  and,  I think,  of 
! all  the  things  that  add  to  our  confusion  in  the  diag- 
nosis of  abscess  is  to  get  pus  in  the  needle  in  the 
! chest.  One  point  is  well  to  remember:  we  some- 
times put  a needle  in  and  find  pus,  but  later  on  when 
you  think  you  will  treat  the  area  you  may  go  in 
and  not  find  the  pus.  I think  it  is  a good  thing  to 
j leave  that  needle  in,  and  go  on  in,  and  you  will 
invariably  find  the  pus.  I remember  a case  which 
I saw  not  long  ago  in  which  there  was  a good 
deal  of  confusion  in  regard  to  the  diagnosis.  The 
boy  had  had  an  appendicitis  and  pneumonia,  and 
we  thought  he  had  an  empyema,  but  we  could  not 
| tell  which  side  it  was  on.  When  we  decided  it 
was  on  the  right  we  inserted  a needle  and  a large 
quantity  of  pus  was  found.  It  was  decided  to  take 
away  part  of  the  rib,  but  upon  doing  so  no  abscess 
i was  found.  A few  days  later  at  necropsy  we  found 
that  a subphrenic  abscess  had  pushed  the  pus  up 
■ about  that  far,  (indicating)  and  if  I had  left  the 
needle  in,  we  might  have  had  a different  outcome. 


Dr.  King  brought  out  so  well  that  it  is  neces- 
sary to  know  the  organism  in  order  to  have  suc- 
cessful treatment.  I think  whenever  fluid  is  with- 
drawn from  the  chest  it  should  be  cultured.  I wish 
to  stress  this  point. 

I appreciated  Dr.  Wittich’s  paper  very  much,  on 
physical  diagnosis,  and  wish  to  stress  a point  he 
brought  out,  a point  that  is  frequently  overlooked. 
That  is,  the  necessity  for  examination  for  tactile 
fremitus.  Examiners  frequently  listen  and  percuss, 
but  they  do  not  feel  for  tactile  fremitus,  which  is 
probably  the  most  important  thing,  in  diagnosing 
these  conditions. 

Dr.  O’Brien  (closing):  Someone  said  that  physi- 
cians would  buy  books  if  they  were  sure  they  were 
good.  I wish  to  recommend  a little  book  on  em- 
pyema by  Evarts  Graham,  of  St.  Louis.  The 
Archives  of  Surgery,  a special  publication  of  the 
American  Medical  Association,  devotes  one  number 
every  year  to  a discussion  of  the  proceedings  of 
the  thoracic  surgeons.  This  number  usually  comes 
out  in  January  following  the  annual  meeting. 

Dr.  Wittich  (closing):  I wish  to  thank  you  all 
for  the  privilege  and  honor  of  appearing  before  your 
Association,  and  I am  personally  very  grateful  to 
Dr.  King  for  coming  up  and  helping  us  out  so  well. 


JACKSONIAN  CONVULSIONS:  AN  HISTORICAL  NOTE* 

By  Harry  L.  Parker,  M.B.  (Dublin) 

Section  on  Neurology 

The  Mayo  Clinic 
ROCHESTER,  MINNESOTA 


In  Sir  Thomas  Browne’s  “Hydriotaphia” 
appeared  the  unhappy  thought : “But  the  in- 
iquity of  oblivion  blindly  scattereth  her  poppy 
and  deals  with  the  memory  of  men  without  dis- 
tinction to  merit  of  perpetuity.  . . . Who 

knows  whether  the  best  of  men  be  known,  or 
whether  there  is  not  more  remarkable  persons 
forgot,  than  any  that  stand  remembered  in  the 
known  account  of  time?”  John  Hughlings 
Jackson,  one  of  the  most  profound  thinkers  of 
the  last  century,  cared  little  for  remembrance 

Sin  the  future  or  even  for  fame  in  the  present, 
and  more  than  that  he  had  an  absolute  disbelief 

(!  in  personal  immortality  or  life  after  death. 
Nevertheless,  as  long  as  suffering  mankind  con- 
tinues to  be  seized  by  convulsions  his  name  will 
be  remembered  and  applied  to  spasms  of  a cer- 

Itain  type  and  character.  It  was  Charcot,  the 
French  neurologist,  who,  as  a generous  tribute 
to  the  genius  of  his  foreign  contemporary,  first 
coined  the  term  “jacksonian  convulsions”;  it  has 
persisted,  due,  in  part,  no  doubt,  to  its  pleasant 

‘Submitted  for  publication  August  7,  1928. 


sonorous  euphony.  The  circumstances  under 
which  the  convulsions  were  described,  Jackson’s 
interpretation  of  their  significance,  and,  above 
all,  the  personality  of  the  man  himself,  are  well 
worth  recalling. 

In  1864  Jackson  published  a series  of  case 
reports,10  dealing  with  aphasia  occurring  co- 
incidentally with  right  hemiplegia.  In  these 
papers  he  also  touched  on  the  subject  of  right- 
sided convulsions  associated  with  temporary 
loss  of  speech,  due,  he  believed,  to  spasm  of  the 
left  middle  cerebral  artery.  During  the  follow- 
ing years  he  pondered  more  and  more  over  the 
significance  of  these  unilateral  convulsions  and 
published  several  detached  notes.  Finally,  in 
1869,  there  appeared  his  famous  paper  “A  study 
of  convulsions,”11  wherein  he  brought  together 
all  his  observations  and  in  a long,  carefully 
written  discussion  attempted  to  explain  the  un- 
derlying mechanisms  involved.  This  paper  is 
now  historical  and  possibly  due  to  it,  more  than 
to  any  other,  certain  unilateral  convulsions  bear 
his  name.  It  is  the  best  collection  of  his  general 
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views  on  the  subject.  Originally  published  in 
an  obscure  journal,  it  has  been  resurrected  and 
again  published  in  book  form  by  Sittig.  In  this 
edition  the  full  English  text  is  given  with  a 
German  translation  on  the  opposite  page. 

As  Jackson  himself  admitted,  he  was  not  the 
first  to  describe  unilateral  convulsive  spasms 
without  loss  of  consciousness.  Bravais  had  al- 
ready done  so  in  1824,)  and  Todd  referred  to 
similar  cases  as  “epileptic  hemiplegia"  in  his 
“Lectures  on  Nervous  Diseases.”  These  de- 
scriptions were,  however,  incomplete  and  frag- 
mentary and  there  was  no  suggestion  contained 
therein  of  their  true  significance  in  the  elucida- 
tion of  cerebral  function.  Jackson  was  not  con- 
tent with  a mere  collection  of  facts  but  sought 
to  work  out  the  nature  of  the  physiologic  dis- 
turbance underlying  these  pathologic  phenomena. 
He  was  the  first  to  suggest  the  possibility  of  the 
existence  of  motor  centers  for  various  move- 
ments within  the  area  supplied  by  the  middle 
cerebral  artery  and  that  the  unilateral  convul- 
sions resulted  from  stimulation  or  irritation  of 
these  centers.  Early  in  1870  his  speculations 
formed  a series  of  brilliant  hypotheses  corre- 
sponding entirely  to  clinical  observations  but 
lacking  final  confirmation.  At  that  time  the  phy- 
siologist was  teaching  that  the  brain  could  be 
sliced  away  without  material  loss  of  function, 
and  Jackson’s  view  that  local  convulsions  were 
produced  by  a local  lesion  which  discharged  the 
nervous  centers  of  the  cerebrum  was  passed 
over  in  contemptuous  silence.  Later  in  the  year 
1870,  however,  Hitzig  and  Fritsch  showed  that 
the  cortex  of  the  brain  could  be  stimulated,  and 
Ferrier,  in  1872,  in  a series  of  most  elaborate 
experiments,  confirmed  Jackson’s  observations 
almost  exactly.  His  views  were  then  widely 
accepted,  and  bv  universal  consent  these  con- 
vulsions bear  his  name.  It  would  be  of  interest 
to  recall  how  he  reached  his  conclusions  and 
what  line  of  thought  he  followed. 

Jackson  commenced  his  argument  by  suggest- 
ing that  a unilateral  convulsion  represents  the 
converse  of  unilateral  paralysis,  or  hemiplegia, 
and  that  both  are  the  result  of  disease  in  closely 
related  areas  of  the  brain.  “Hemiplegia  shows 
damage  (equivalent  to  destruction)  of  the  motor 
tract;  hemispasm  shows  damage  (equivalent  to 
changes,  of  instability)  of  the  convulsions  which 
discharge  through  it.  Palsy  depends  on  destruc- 
tion of  fibers  and  convulsions  on  instability  of 
grev  matter.”11  He  regarded  the  brain  as  an 
organ  that  stores  up  energy  in  the  cortex  and 
discharges  it  through  the  fiber  tracts.  Under 
normal  conditions  the  discharge  arises  from  a 


definite,  adequate  stimulus  and  discharges  in  an 
orderly,  quiet  fashion.  An  epileptic  convulsion, 
on  the  contrary,  is  a disorderly  overpowerful 
discharge  that,  follows  a pathologic  form  of 
stimulus  acting  on  an  unstable  cortex.  Areas 
of  cortex  that  are  the  more  richly  endowed 
with  cells  are  more  likely  to  become  unstable 
since  these  areas  control  greater  amounts  of 
energy,  are  potentially  more  explosive,  and  are 
more  easily  discharged.  In  these  complex  rela- 
tively easily  discharged  areas  are  represented 
movements  themselves  correspondingly  complex ; 
for  example,  those  of  the  fingers  and  hand.  Ac- 
cordingly, and  in  support  of  this  theory,  “fits  1 
beginning  in  the  hand  are  common,  fits  beginning 
in  the  cheek  and  tongue  are  less  frequent,  fits 
beginning  in  the  foot  are  rare.”11 

Jackson  observed  that  the  progress  of  the  con- 
vulsive movements  had  a very  definite  path  or 
“march”  as  he  called  it,  depending  on  whether 
it  started  in  the  hand,  face  or  foot.  The  ex- 
planation of  this  phenomenon  is  characteristic 
both  as  to  his  mode  of  thought  and  his  method 
of  expression:  “We  are  in  the  habit  of  consid- 
ering degrees  of  range  of  paralysis — defects  of 
co-ordination  in  Space — and  too  little  degrees  of 
disorderly  succession  of  movements — disorders 
of  co-ordination  in  Time.  The  two  co-ordina-  j 
tions  are  obviously  inseparable,  but  we  may  for 
analytical  purposes  consider  each  distinctly.  Co- 
ordination in  Space — the  power  of  using  several 
muscles  together  for  one  purpose — is  brought 
about  by  groupings  of  fibers.  Co-ordination  in 
Time — the  process  by  which  one  movement  fol- 
lows another — is  brought  about  by  relation  be- 
twixt ganglion  cells.  There  must  in  health  be 
fixed  orders  of  simultaneous  movements,  and 
fixed  orders  of  successions  of  movements.  Not 
absolutely  unalterable,  but  allowing  variations 
within  certain  limits  only,  and  in  the  hemisphere 
— mental  processes  being  seemingly,  but  not 
really,  without  law — the  possible  variations  will 
be  greater  than  in  parts  representing  automatic 
movements,  for  example,  those  of  respiration.  In 
disease,  the  range  of  paralysis  and  the  sequence 
of  spasm  will  represent  sums  of  fixed  orders  of 
co-ordination.  To  take  a case  in  which  the  con- 
vulsions are  limited  to  one  side  : the  spasm  affects 
the  forearm,  then  the  upper  arm,  then  the  face, 
then  the  thigh,  and,  lastly,  the  foot.  Such  se- 
quences will  represent  the  sums  of  fixed  time 
relations  these  regions  have  to  one  another  in 
the  part  of  the  nervous  system  discharged.”11 
The  physiologists  of  the  period  had  found 
that  they  could  remove  areas  of  cortex  without 
any  obvious  paralysis  resulting  and  were  ready 
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to  deny  that  for  muscular  movements  there  was 
any  localization  at  all  in  the  motor  cortex  of  the 
cerebrum.  How  could  this  be  reconciled  with 
Jackson’s  idea  of  local  cortical  irritation  produc- 
ing local  convulsions  spreading  in  a definite  direc- 
tion? He  had  a ready  explanation  and  appar- 
ently a satisfying  one.  While  certain  areas  of 
motor  cortex  contained  the  most  representation 
for  certain  movements,  each  area,  however,  also 
contained  representation  for  all  other  movements, 
but  in  varying  degrees.  Destruction  of  a given 
area  therefore  did  not  produce  paralysis,  for  the 
movements  were  efficiently  represented  elsewhere 
but  irritation  of  that  area  of  cortex  produced 
first,  as  a motor  aura,  movements  of  the  part 
they  most  represented  and  later  spread  to  other 
parts  depending  on  their  degree  of  representation 
and  the  intensity  of  the  stimulus.  For  example, 
a certain  area  of  cortex  may  have  movements 
of  the  hand  represented  in  it  the  most,  the  arm 
less,  the  face  still  less,  and  so  on.  Excision  of 
that  cortical  area  might  not  produce  paralysis  in 
the  hand,  but  irritation  of  it  would  produce  con- 
vulsions starting  in  the  hand  and  spreading  up 
the  arm  to  the  face.  Since  Jackson  believed 
that  the  muscular  weakness  following  a local 
convulsion  was  due  to  the  too  complete  discharge 
of  energy  and  exhaustion  of  the  center,  the  weak- 
ness following  a convulsion  that  commenced  in 
the  hand  ought  to  be  maximal  in  that  member, 
and  it  usually  is.11 

Jackson  noticed  that  when  convulsions  began 
on  the  right  side  speech  was  lost,  and  this  ob- 
servation laid  the  foundation  for  later  work  on 
aphasia.  He  also  dwelt  at  considerable  length 
on  the  peculiar  phenomenon  that  a ligature  tied 
proximal  to  the  starting  point  of  the  convulsion 
may  abort  the  attack  and  that  convulsions  may 
commence  in  areas  which  are  the  site  of  local 
injury.  In  the  further  development  of  his  com- 
parison of  hemispasm  with  hemiplegia  he  recalled 
the  observation  that  certain  muscles  acting  to- 
gether, for  example,  those  of  the  eye  and  the 
intercostals,  are  not  paralyzed  in  complete  hemi- 
plegia. Broadbent’s  theory  of  double  innervation 
satisfactorily  explains  this  by  assuming  that 
muscles  on  both  sides  of  the  body  which  happen 
to  work  together  receive  a nerve  supply  from 
both  hemispheres.2  In  lesions  of  only  one  hemi- 
sphere they  are  therefore  not  paralyzed.  If  his 
theory  as  to  the  relationship  between  hemiplegia 
and  hemispasm  is  correct,  in  a case  of  unilateral 
convulsions  the  reverse  ought  to  occur,  namely, 
such  muscles  ought  to  be  bilaterally  affected. 
Jackson  demonstrated  that  this  was  so,  further 
supporting  both  his  own  ideas  and  those  of 


Broadbent. 

As  to  the  actual  pathologic  processes  producing 
unilateral  convulsions,  Jackson  found  meningeal 
hemorrhage,  tumors  in  the  cerebral  hemispheres, 
cerebral  embolism,  and  injuries  to  the  head  ef- 
fective. He  was  ready  to  admit,  however,  that 
causes  might  exist  that  could  not  be  detected 
grossly  or  with  the  means  at  his  disposal.  Finally 
he  assumed  the  essential  mechanism  of  the  pro- 
duction of  the  “fits”  as  being  due  to  disturbance 
of  the  vascular  supply  of  the  cortex  in  the  form 
of  ischemia  from  spasm  of  the  middle  cerebral 
artery  or  some  of  its  branches. 

Probably  the  best  biography  of  Jackson  is  that 
written  by  his  life-long  friend  and  colleague, 
Sir  Jonathan  Hutchinson.  He  sketched  a very 
loving  and  tender  picture  of  the  great  man,  but 
withal  an  exact  and  unbiased  one.  It  is  well 
that  he  has  done  so  for  to  few  was  it  given  to 
know  Jackson  well.  He  was  one  of  the  most 
retiring,  reserved,  and  unassuming  of  persons,  a 
man  of  dignified  and  grave  aspect,  serious  in 
expression  almost  to  a fault.  He  had  a profound 
distaste  for  general  society,  which  was  increased 
in  his  later  years  because  of  deafness.  There 
were  few  who  ever  saw  him  at  a public  dinner 
or  on  a platform,  and  he  disliked  such  occasions 
intensely.  Never  a popular  or  showy  lecturer, 
it  was  difficult  )to  get  him  to  talk  freely  about  a 
given  subject,  but  when  he  did  so  extraneous 
matter  was  not  introduced.  As  a teacher  he  was 
at  his  best  when  a privileged  few  were  collected 
around  him  at  the  bedside.  For  the  politics  and 
government  of  his  hospital  or  school  he  cared 
little  and  was  too  reserved  to  excite,  except  from 
his  few  intimates,  any  warmer  feelings  than  those 
of  profound  respect.  A nickname  was  never 
used  for  him,  and  he  himself  never  used  one 
since  his  sense  of  personal  dignity  forbade  the 
habit,  and  his  manner  excluded  others  from  doing 
so. 

In  his  work  he  was  a close  and  meticulously 
accurate  observer  of  clinical  phenomena ; nothing 
was  considered  too  small  or  unimportant,  and 
he  taught  that  a good  logical  conclusion  was  nec- 
essary to  any  piece  of  scientific  observation.  He 
had  the  faculty  of  keeping  his  mind  open  to  the 
appreciation  of  broad  principles  even  while  it 
was  most  inclined  to  be  narrowed  by  attention 
to  detail.  Gowers  writes  of  him  from  another 
standpoint,  that  of  the  necessity  for  having  a 
working  hypothesis:  “In  his  clinical  work  Dr. 
Hughlings  Jackson  subordinated  everything  to 
observed  facts.  In  each  department  his  search 
for  these  was  pursued  indefatigably.  He  de- 
termined what  was  likely  and  devoted  himself 
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to  their  detection,  ignoring  more  obtrusive  facts, 
which  he  left  to  the  observation  of  others,  and 
recognizing  the  least  indication  of  those  which 
he  expected.  The  process  was  repeated  on  every 
opportunity,  and  the  observed  facts  compared  and 
acutely  analyzed.  This  method  was  applied  to 
hemiplegia  and  aphasia  and  yielded  brilliant  re- 
sults.” 

A life-long  admirer  of  Herbert  Spencer,  Jack- 
son  had  the  remarkable  power  of  philosophic 
thought,  and  Spencer  in  turn  greatly  influenced 
his  ideas  and  writings.  As  a matter  of  fact  at 
one  period  of  his  career  he  had  almost  decided 
to  leave  medicine  and  turn  to  philosophy,  but  his 
friend,  Sir  Jonathan  Hutchinson,  dissuaded  him. 
Hutchinson  frequently  remarked  that  the  most 
successful  achievement  of  his  life  was  that  he 
had  kept  Jackson  for  medicine.  After  Jackson’s 
death,  however,  he  wrote : “Of  late,  however,  I 
have  had  my  misgivings  and  have  doubted 
whether — great  as  has  been  the  gain  for  medi- 
cine— it  might  not  have  been  a greater  gain  to 
the  world  at  large  if  Hughlings  Jackson  had  been 
left  to  devote  his  mind  to  philosophy.” 

Jackson’s  writings  were  very  involved  and  puz- 
zling, not  so  much  because  the  thought  was  ob- 
scure, but  because  the  argument  was  closely  com- 
pacted, and  the  ideas  were  new.  “He  was  so  an- 
xious not  to  overstate  his  case  that  almost  every 
pag]e  is  peppered  with  explanatory  phrases  or 
footnotes  so  that  the  generalization  can  scarcely 
be  distinguished  from  its  qualifications.”6  It  was 
his  firm  belief  that  in  writing  on  scientific  sub- 
jects the  truth  was  often  sacrificed  to  elegance 
of  expression.  Almost  painfully  conscientious 
on  this  point,  he  spent  endless  time  in  endeavors 
to  safeguard  a statement  which  he  thought  might 
be  found  too  general  in  its  application.  Alto- 
gether Jackson’s  writings  are  difficult  to  read 
and  hard  to  follow,  yet  well  worth  the  pains  in 
the  end.  He  was  a man  of  such  profound  per- 
sonal modesty  that  he  placed  little  value  on  the 
publication  of  his  views.  Many  of  his  papers, 
therefore,  are  to  be  found  in  obscure  journals 
and  cannot  be  found  except  in  large  libraries, 
and  but  for  Broadbent’s3  collection  in  1903,  many 
would  have  been  lost. 

Jackson  was  not  very  strong  physically  and 
with  the  expenditure  of  a moderate  amount  of 
energy  became  easily  fatigued.  He  was  no 
sportsman,  never  indulged  in  athletics,  had  no 
hobbies,  cared  little  for  art,  and  collected  nothing. 
His  sole  method  of  exercise  consisted  in  the 
rambles  he  took  week-ends  around  suburban 
London.  His  favorite  place  of  recreation, 
however,  was  in  an  armchair  bv  the  fire  with 


his  books.  But  he  was  no  lover  of  books, 
rather  of  the  knowledge  contained  therein,  and 
their  dilapidated  condition  too  often  showed  it; 
as  soon  as  a new  edition  appeared  he  bought 
it  and  threw  aside  the  old  one.  He  had  been 
known  to  tear  out  the  leaves  of  a book  contain- 
ing a reference  with  regard  to  which  his  col- 
league had  expressed  interest  and  mail  it  to 
him)  merely  to  give  information  on  a subject. 
His  library  in  its  ultimate  condition  must, 
therefore,  have  been  of  little  value.  In  pub- 
lic he  was  a most  restless  man.  He  could  not 
sit  through  a long  speech  or  lecture,  and  he  fre- 
quently left  a train  twenty  miles  from  its  des- 
tination and  hired  a carriage  to  convey  him  the 
rest  of  the  way.  Once  he  attended  a play  in 
halves  with  some  days  intervening  rather  than 
see  it  through  at  one  time. 

Altogether,  the  wonder  of  the  man  was  that 
he,  with  a relatively  small  number  of  clinical 
cases  drawn  from  the  wards  of  a hospital,  with- 
out ever  performing  an  experiment  and  with 
but  little  use  of  the  microscope,  by  combining 
keen  clinical  observation  with  able  philosophic 
reasoning,  could  formulate  a doctrine  that  ad- 
vanced the  course  of  clinical  neurology  immeas- 
urably. His  first  clinical  lecture  in  the  re- 
ports of  the  London  Hospital  delivered  at  the 
age  of  twenty-nine  opens  with  the  words  of 
Bacon,  “It  is  easier  to  evolve  truth  from  error 
than  confusion,”  which  aphorism  he  was  fond 
of  repeating  during  his  later  life.  In  the  early 
years  of  his  work,  medicine  was  dominated  by 
the  brilliant  advances  in  physiology  of  the 
French  school,  and  yet  he  had  the  courage  to 
print  the  following  splendid  apology  for  clinical 
observation : “I  should  be  misunderstood  if  I 
were  supposed  to  underrate  the  physiological 
study  of  disease  of  the  nervous  system.  In- 
deed, I think  that  to  neglect  it  shows  want  of 
education,  but  to  neglect  the  clinical  shows 
want  of  experience  and  sagacity.  Never  forget 
that  we  may  run  the  risk  of  being  over-educated 
and  yet  under-cultivated.”10  Written  more  than 
sixty  years  ago  this  is  even  more  true  now  than 
it  was  then. 

Throughout  his  long  and  well-spent  life  he 
was  faithful  to  his  early  principles,  leaving  be- 
hind an  enormous  amount  of  work  that  was  as 
epoch-making,  as  it  was  voluminous.  Toward 
the  end  he  retired  more  and  more  into  a solitary 
gentle  existence,  awaiting  the  end  with  calm- 
ness and  resignation.  He  died  in  London,  Oc- 
tober 7,  1911,  at  the  age  of  seventy-six  years. 
Certainly  he  will  have  escaped  the  iniquity  of 
oblivion  for  he  has  left  behind  a monument 
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more  lasting  than  that  of  bronze,  and  were  it 
not  contrary  to  the  disposition  of  this  grave, 
dignified  and  reserved  philosopher-physician  he 
could  have  said  like  Horace : 

Non  omnis  rnoriar  multaque  pars  mei 
Vitabit  Libitinam ; usque  ego  postera 
Crescam  laude  recens. 
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PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  January  9,  1929 


The  regular  monthly  meeting  of  the  Minne- 
sota Academy  of  Medicine  was  held  at  the  Town 
and  Country  Club  on  Wednesday  evening,  Janu- 
arv  9,  1929,  at  8 p.  m.  Dinner  was  served  at 
7 p.  M.  The  meeting  was  called  to  order  by  the 
President,  Dr.  C.  N.  McCloud.  There  were  46 
members  present. 

Minutes  of  the  December  meeting  were  read 
and  approved. 

Dr.  J.  E.  Hynes  stated  that  the  Academy  year 
began  with  the  January  meeting  under  the  new 
constitution,  and  made  a motion  that  the  pres- 
ent officers  be  ratified  for  the  year  1929.  Motion 
carried. 

Dr.  A.  E.  Wilcox  (Minneapolis)  reported  a 
case  of  esophageal  defect,  and  repair  of  same 
with  restoration  of  function.  The  patient  was 
present. 

Mr.  B.  A.,  aged  71,  married,  farmer.  Family  his- 
tory, negative  to  malignancy. 

Previous  history:  The  patient  had  typhoid  fever 
when  a youth.  Otherwise  he  was  well  until  three 
years  ago  when  he  first  noticed  a periodical  hoarse- 
ness, which  gradually  became  permanent  and  more 
marked  with  stenosis  of  the  larynx,  necessitating 
tracheotomy.  Subsequent  study  resulted  in  a diag- 
nosis of  carcinoma  of  the  larynx.  In  the  spring  of 
1928  he  sought  advice  from  several  sources,  and  in 
May,  1928,  the  larynx  was  removed  with  a cautery. 
The  esophagus  was  found  to  be  involved,  and  that 
portion  of  the  esophagus  extending  from  a point  a 
little  above  the  sternum  to  the  pharynx  was  sacri- 
ficed. 

The  patient  first  came  under  my  notice  in  June, 
1928,  at  which  time  the  middle  cervical  region  had 
been  left  wide  open  and  was  showing  progressive 
healing  by  granulation.  When  attempting  to  swal- 
low, large  amounts  of  mucus  flowed  from  the  crater- 


like operated  field,  and,  during  the  contraction  of 
the  pharyngeal  muscles  the  epiglottis  could  be  seen 
plainly  in  activity.  The  upper  end  of  the  esophagus 
lay  exposed  on  a level  with;  the  upper  extremity  of 
the  trachea,  its  mucous  membrane  pouting  in  the 
manner  characteristic  of  similar  mucous-lined  tubes. 
At  that  time,  as  granulation  was  progressive,  he  was 
advised  to  wait  until  the  cervical  wound  was  smaller 
before  discussing  the  advisability  of  attempting  re- 
pair of  the  esophageal  defect. 

He  returned  to  his  home  in  Canada  and  reported 
again  to  me  in  December,  1928,  having  gained  six- 
teen pounds  in  weight,  with  no  evidence  of  local 
recurrence,  and  general  health  good.  From  the 
time  of  the  operation  for  laryngectomy  per  cautery 
in  May  to  the  time  of  his  operation,  December  14, 
1928,  for  repair  of  the  esophageal  defect,  he  had 
been  fed  through  a stomach  tube  inserted  directly 
into  the  esophageal  opening  at  the  base  of  the  cer- 
vical operative  area. 

On  December  14  he  was  given  1 HMC  tablet  at 
6:30  a.  m.;  a second  HMC  tablet  at  7:30  a.  m.  In 
the  course  of  an  hour  he  was  completely  narcotized, 
and  no  further  anesthetic  was  used  except  period- 
ically a few  whiffs  of  chloroform  through  the  trache- 
otomy tube.  The  opening  in  the  neck  at  this  time 
had  healed  down  to  a point  in  the  lower  portion 
of  the  cervical  region  presenting  an  opening  about 
one  inch  in  diameter,  the  healing  having  taken  place 
in  the  skin  and  superficial  tissues  only.  The  pharynx 
communicated  with  the  opening  and  a large  amount 
of  mucus  was  still  draining  from  this  aperture.  The 
upper  portion  of  the  esophagus  had  become  at- 
tached by  scar  tissue  with  the  mucous  membrane 
everted  at  this  point  practically  on  a level  with  the 
manubrium  sterni. 

An  incision  in  the  cervical  region  in  the  midline 
was  made  extending  from  a little  below  the  chin 
to  the  opening  above  described.  The  everted  mu- 
cous membrane  of  the  esophagus  which  had  become 
firmly  adherent  to  the  surrounding  structures  and 
the  outer  wall  of  the  esophagus,  was  freely  dis- 
sected from  its  attachments.  The  esophagus  itself 
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was  further  freed  by  blunt  dissection  in  the  medi- 
astinum, and  gradually  it  was  found  that  it  could 
be  stretched  upward  until  it  came  in  contact  with 
the  lower  portion  of  the  pharynx  and  the  region  of 
the  hyoid  bone  without  much  tension.  The  upper 
end  of  the  esophagus  was  then  attached  to  this 
region  with  interrupted  mattress  sutures  of  chromic 
catgut,  and  connective  tissue  was  brought  over  the 
line  of  union  by  interrupted  Lembert  mattress 
sutures.  Two  lateral  rents  of  the  esophagus,  about 
one-half  inch  long,  were  repaired  in  the  same  man- 
ner. The  surrounding  connective  tissue  with  what 
I took  to  be  the  sternohyoid  muscles  were  then 
brought  together  in  the  midline  in  front  of  the 
esophagus,  and  an  attempt  was  also  made  to  close 
the  upper  end  of  the  trachea.  The  skin  was  closed 
with  dermal  sutures.  The  patient  was  fed  through 
a small  stomach  tube  for  five  days.  Then  these 
feedings  were  interrupted  with  periodically  allow- 
ing the  patient  to  swallow  liquids  and  eventually  to 
eat  solid  foods.  About  the  seventh  day  liquids 
commenced  to  leak  through  the  lower  portion  of 
the  wound,  and  it  was  obvious  that  an  esophageal 
fistula  had  developed;  also  considerable  mucus  was 
temporarily  discharged,  particularly  when  the  pa- 
tient made  muscular  efforts  at  swallowing.  These 
symptoms,  however,  rapidly  disappeared  so  that  at 
the  present  time  he  has  practically  healed  and  can 
eat  and  swallow  routine  diet,  solids  and  liquids. 

An  interesting  phenomenon  has  also  developed  and, 
in  fact,  developed  as  early  as  the  tenth  day  follow- 
ing the  operation,  which  consists  of  his  exhibiting 
the  ability  of  making  himself  understood  through 
articulation  by  means  of  getting  sufficient  air  into 
the  mouth  and  pharynx  and  then,  by  forced  ex- 
pulsion, to  talk  in  a peculiar  whispering  fashion, 
but  sufficient  to  be  understood. 

Further  report  as  regards  recurrence  and  prog- 
ress will  be  made  in  the  future. 

DISCUSSION 

Dr.  A.  Schwyzer  (St.  Paul);  I think  this  is  an 
unusually  pretty  result  which  the  doctor  has  shown 
us.  The  defects  in  the  pharynx  and  esophagus  are 
very  difficult  to  close  as  a rule,  for  the  everlasting 
activity  of  the  muscles  is  liable  to  make  a fistula. 
I remember  one  case  which  was  quite  similar  to 
this,  where  wc  could  see  the  epiglottis  on  the  side, 
and  where  we  had  to  do  about  three  operations  to 
close  it.  The  explanation  that  the  doctor  gives  for 
the  good  voice  that  the  man  has  is  the  explanation 
that  you  find  given  in  these  cases.  The  patient 
forms  enough  of  a pouch  in  the  hypopharynx  and 
nasopharynx  filled  with  air,  and  then  expresses  it 
when  he  begins  to  talk.  I think  this  man  talks 
better  than  the  average  after  a repair  of  this  kind. 

Dr.  W.  P.  Larson  (Minneapolis)  gave  a talk 
on  “The  Problem  of  Anaphylaxis.” 

Dr.  E.  T.  Bell  (Minneapolis)  gave  a talk,  illus- 
trated with  charts  and  lantern  slides,  on  “Lipoid 
Nephrosis.” 

DISCUSSION 

Dr.  S.  Marx  White  (Minneapolis):  I wish  to 
express  the  extraordinary  interest  that  Dr.  Bell’s 


presentation  arouses  and  express  my  own  apprecia- 
tion of  the  value  of  his  study  from  the  combined 
clinical  and  pathological  standpoints.  We,  in  Min- 
nesota, are  privileged  to  see  a type  and  quality  of 
work  in  this  particular  field  that  is  unusual.  I be- 
lieve it  is  as  valuable  a piece  of  work  as  is  being 
done  anywhere. 

I would  be  interested,  in  connection  with  the  dis- 
cussion of  this  paper,  to  hear  something  as  to  the 
cause  of  arterial  hypertension — hyperpiesia — with 
which  the  arteriosclerotic  kidney  is  associated. 
What  we  often  see  from  the  clinician’s  standpoint 
is  a group  of  individuals  with  hypertension,  with  a 
familial  history  of  hyperpiesia,  and  in  whom  (when 
seen  early)  no  evidences  of  any  form  of  toxemia 
and  no  evidence  of  renal  damage  can  be  found. 

There  is  much  to  argue  for  a fundamental,  func- 
tional disturbance  of  the  pressor  mechanism  in 
which  frequently  recurring  pressure  increases  are 
brought  about  by  factors  which  we  may,  for  the 
moment,  group  as  emotional,  and  which  recur  fre- 
quently and  over  many  years.  While  there  is  good 
ground  for  the  belief  that  toxic  substances  play  a 
part  in  the  hypertension  of  glomerulonephritis  and 
of  the  toxemia  of  pregnancy,  etc.,  similar  grounds 
seem  to  be  lacking  in  hyperpiesia,  in  which  definitely 
toxemic  states  may  follow  the  sclerosis  of  large 
numbers  of  renal  glomeruli,  but  do  not  appear  to 
precede. 

The  part  played  by  guanidine  derivatives,  so  ably 
and  persistently  studied  by  Major,  of  Kansas,  and 
his  associates  remains  to  be  shown.  The  part  played 
by  cholesterols  may  prove  to  be  of  interest.  The 
high  cholesterol  content  of  the  blood  in  certain  ne- 
phroses has  been  brought  out  by  Dr.  Bell.  In  ne- 
phrosis, cholesterolemia  is  not  usually  associated 
with  arterial  hypertension.  On  the  other  hand 
many  individuals  with  hyperpiesia  in  a stage  in 
which  there  are  no,  or  occasionally  only  minimal, 
evidences  of  renal  damage,  have  cholesterol  figures 
measurably  above  the  normal  though  not  very  high. 
A few  facts  are  at  hand  but  they  remain  few  and 
uncorrelated,  so  far  as  the  causation  of  essential 
hypertension  is  concerned. 

Dr.  George  Fahr  (Minneapolis)  in  connection 
with  Dr.  Bell’s  paper,  reported  a case  of  ne- 
phrosis which  had  been  studied  for  several  years. 

Dr.  Bell:  In  answer  to  Dr.  White’s  question  as 
to  how  to  explain  hypertension:  I think  we  have  to 
explain  that  on  the  basis  of  the  contraction  or  nar- 
rowing of  the  arterioles  or  capillaries  with  conse- 
quent blocking  to  the  blood  stream.  The  trend  of 
opinion  has  been,  previously,  that  lipoid  nephrosis 
is  a metabolic  disease,  but  evidence  shows  pretty 
clearly  that  it  is  a disease  of  the  kidney.  I think 
now  we  have  got  to  make  out  the  type  of  injury  in 
the  kidney;  that  it  is  not  a!  disease  of  metabolism. 

Dr.  Arnold  Schwyzer  read  a letter  which  had 
been  written  to  Dr.  Ulrich  by  Dr.  Hilding  Berg- 
lund,  who  is  at  present  in  China  working  under 
the  Rockefeller  Foundation. 

The  meeting  adjourned. 

Carl  B.  Drake,  M.D. 

Secretary. 
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Minneapolis,  March  1,  1929 


A JOINT  MEETING  OF  THE  SECRE- 
TARIES OF  THE  COMPONENT  SO- 
CIETIES OF  THE  MINNESOTA 
STATE  MEDICAL  ASSOCIATION 
AND  THE  STATE  ASSOCIA- 
TIONS OF  NORTH  AND 
SOUTH  DAKOTA,  EAST- 
ERN MONTANA,  AND 
IOWA 

This  meeting  was  held  on  Saturday  and  Sun- 
day, February  twenty-third  and  twenty-fourth, 
at  the  Athletic  Club  in  Saint  Paul,  and  was  at- 
tended by  approximately  seventy-five  people. 
A very  extensive  program  was  carried  out.  The 
Secretary  of  the  Minnesota  State  Medical  Asso- 
ciation was  the  presiding  officer.  Various  sub- 
jects were  brought  up  for  discussion,  but  we 
were  all  disappointed  in  the  absence  of  Dr. 
West,  the  Secretary  and  General  Manager  of 
the  American  Medical  Association,  and  Dr. 
Harris,  the  President  of  the  American  Medical 
Association.  However,  they  were  ably  repre- 
sented by  Dr.  W.  C.  Woodward,  of  the  Chicago 
office.  The  discussions  went  on  just  the  same 
and  pertained  to  lay  health  organizations  and 
were  extremely  interesting. 


Then  there  was  a symposium  on  newspaper 
publicity,  ably  represented  bv  two  men  from 
Austin,  Herbert  M.  Fisch,  M.D.,  and  Mr.  Arnold 
Daane,  editor  of  a paper  of  Austin,  who  had 
some  very  good  ideas  and  some  wonderfully  en- 
tertaining anecdotes  which  emphasized  his  points 
very  nicely.  Mr.  Daane  thought  it  very  unwise 
for  the  doctors  to  pass  laws  and  ask  all  the  news- 
papers to  prohibit  the  publication  of  a doctor’s 
name  in  a newspaper  account,  all  of  which  the 
editor  heartily  approves  of.  He  emphasized  the 
fact  that  some  of  these  cases  represented  by  the 
doctors  and  by  the  newspapers  were  news,  and 
that  was  for  the  public. 

Then  there  was  a symposium  on  “Is  the  Phy- 
sician Entering  Co-operative  Medicine?”  This 
amply  treated  by  Dr.  Hilger,  of  St.  Paul,  Dr. 
L.  J.  Holmberg,  of  Canby,  and  Edgar  T.  Herr- 
mann, of  St.  Paul.  Then  everyone  appreciated 
the  fact  that  Dr.  H.  M.  Johnson,  of  Dawson, 
was  on  the  spot,  ready  with  his  information 
about  legislation.  The  medical  profession  is 
evidently  in  a pretty  tight  box,  so  it  is  thought, 
and  yet  there  are  rays  of  hope.  But  the  naturo- 
path is  using  his  wildest  endeavors,  and  some 
of  the  legislators  who  were  in  the  legislature 
two  years  ago,  and  who  were  defeated  for  the 
present  session  and  who  voted  against  the 
naturopath  are  now  acting  as  naturopathic  ad- 
visers and  sponsors. 

After  a luncheon  at  the  St.  Paul  Athletic 
Club  the  meeting  was  in  charge  of  the  president 
of  the  Minnesota  State  Medical  Association, 
Dr.  J.  T.  Christison,  who,  as  usual,  enter- 
tained his  audience  in  his  usual  good  humor. 
His  introduction  of  the  speakers  was  very  de- 
lightful. He  first  introduced  Mr.  Brist,  the  at- 
torney for  the  State  Medical  Examining  Board, 
who  gave  us  a very  clever  outline  of  what  they 
had  done  in  this  state,  the  number  of  arrests 
that  were  made,  and  the  convictions  obtained ; 
about  five  out  of  sixteen  escaped  without  any 
penalty  whatsoever.  Some  of  the  men  who  were 
arrested  and  convicted  are  in  Stillwater,  and 
others  have  paid  large  fines.  It  would  be  a 
mighty  good  thing  if  this  Mr.  Brist  could  be 
induced  to  talk  before  the  various  societies  on 
what  had  been  accomplished.  No  doctor  ap- 
pears in  a prosecution  of  one  of  their  arrested 
cases  so  that  this  makes  it  a matter  of  protection 
to  the  public  and  introduces  no  clique  or  mis- 
management on  the  part  of  a physician.  Mr. 
H.  F.  Hotaling,  of  St.  Paul,  Secretary  of  the 
Ten  Thousand  Lakes  of  Minnesota  Association, 
spoke  on  the  advantages  of  the  service  which 
had  been  rendered  and  the  fact  that  visitors  to 
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Minnesota  had  spent  in  the  neighborhood  of 
ninety  million  dollars  a year  here.  He  wound 
up  his  address  by  citing  the  good  the  doctors 
could  do  by  helping  the  people  to  study  outdoor 
life.  Mrs.  Ben  F.  Davis,  of  Duluth,  the  presi- 
dent of  the  Women’s  Auxiliary  of  Minnesota, 
also  gave  a short  and  concise  address.  Dr.  C.  B. 
Wright,  the  past-president  of  the  Minnesota 
State  Medical  Association,  discussed  the  present 
status  of  the  diphtheria  immunization  campaign, 
while  Dr.  N.  O.  Pearce,  of  Minneapolis,  out- 
lined a consulting  bureau  for  physicians,  a new 
thing  which  will  be  inaugurated  as  promptly  as 
possible.  Postgraduate  courses*  were  discussed 
by  R.  R.  Price,  of  the  Extension  Division  of 
the  University  of  Minnesota ; and  Dr.  T.  H. 
Sweetser,  of  Minneapolis,,  spoke  on  the  work 
and  plans  of  a committee  of  state  health  rela- 
tions. 

Then  there  was  a symposium  on  “How  to 
Make  a Medical  Meeting  Interesting.”  That  cer- 
tainly is  a very  big  subject,  considering  what 
we  sometimes  have  to  endure,  but  it  was  very 
ably  discussed  by  Dr.  C.  L.  Scofield,  of  Benson, 
Dr.  G.  I.  Badeaux,  of  Brainerd,  Dr.  C.  J. 
Plonske,  of  Faribault,  and  Dr.  H.  C.  Cooney, 
of  Princeton.  Then,  of  course,  during  the  time 
that  the  general  meeting  was  being  held  in  the 
dining  room,  the  radio  committee  reported,  the 
state  relations  committee  reported,  and  there  was 
a council  of  the  Minnesota  State  Medical  Asso- 
ciation and  the  Northwest  Regional  Conference, 
which  included  at  least  five  or  six  states. 

On  Sunday  morning  there  was  a breakfast 
meeting  of  the  Northwest  Regional  Conference 
and  announcement  was  made  that  the  annual 
meeting  of  the  State  Association  would  occur 
in  St.  Paul  on  May  thirteenth,  fourteenth,  and 
fifteenth,  of  which  you  will  have  further  notice. 

Taken  all  in  all,  it  was  a joyful  occasion,  not 
only  to  hear  about  these  various  efforts  on  the 
♦part  of  medical  men,  but  to  know  that  they  had 
really  accomplished  a great  deal. 

LEGISLATION  IN  MINNESOTA 

Doubtless  all  Minnesota  men  have  received 
letters  from  Drs.  Johnson  and  Meyerding  as  to 
what  is  going  on  in  the  Minnesota  legislature, 
and  an  effort  seems  to  be  made  by  those  who 
should  not  make  it,  as  they  know  nothing  about 
the  situation,  to  boost  naturopathy ; consequently, 
everyone  ought  to  make  an  effort  and  get  in 
touch  with  his  senator  and  representative  and 
see  that  the  laws  are  kept  as  they  are  and  not 
allow  any  influence  to  be  brought  to  bear  to  dis- 


turb the  present  situation.  For  instance,  an  ef- 
fort will  be  made  to  nullify  the  Basic  Science 
Law,  and  also  to  pass  a bill  to  license  naturo- 
paths and  a bill  to  change  the  present  statute  of 
limitations  in  malpractice  suits  from  our  present 
two-year  limit  back  to  the  old  six-year  limit.  A 
third  bill  to  compel  all  tax-supported  hospitals 
to  permit  patients  to  elect  whether  their  profes- 
sional attendant  shall  be  a chiropractor,  an  osteo- 
path, a naturopath  or  an  M.  D.  This  bill  ought 
to  be  defeated. 

Then,  a seemingly  foolish  bill,  House  File  169, 
amending  the  workman’s  compensation  law, 
giving  the  Industrial  Commission  the  authority 
to  fix  the  fees  for  medical  service,  hospital  care, 
etc.,  has  been  introduced.  This,  of  course,  is 
nothing  more  than  state  medicine.  It  is  very  im- 
portant that  something  should  be  done  and  all 
possible  pressure  brought  to  bear  to  preserve  the 
integrity  of  the  state  and  local  health  laws  with- 
out any  outside  or  non-medical  influence.  But 
men  who  ought  to  know  better  are  jumping  into 
the  fray  and  trying  to  influence  the  legislature  in 
every  possible  way  against  the  healing  art.  The 
naturopathic  bill  is  before  the  Public  Health 
Committee  in  both  Senate  and  House.  The 
Senate  File  is  No.  333,  and  it  has  been  lobbied 
ever  since  the  session  opened,  but  the  bill  was 
not  introduced  until  the  fourth  of  February.  It 
is  just  as  full  of  woodchucks  as  it  could  pos- 
sibly be.  These  people  do  not  call  themselves 
members  of  the  healing  art.  All  their  bill  does 
is  to  define  modes  of  treatment.  They  claim  all 
they  want  to  do  is  to  be  granted  license  to  use 
sunlight,  water,  and  fresh  air;  and  if  these  men 
know  any  more  about  it  than  physicians  they 
ought  to  be  t^ken  out  into  the  fresh  air  when  it 
is  very  cold!  Section  2 of  the  bill  tells  you.  all 
they  intend  to  practice,  and  if  the  bill  goes 
through  they  will  be  the  only  ones  who  would 
have  the  right  to  use  electrotherapy,  etc.  It 
seems  there  are  more  than  250  naturopaths  in 
the  State  of  Minnesota,  and  they  have  all  been 
assessed  and  probably  have  all  paid  their  assess- 
ments, consequently  they  are  in  a position,  finan- 
cially, to  fight.  So  we  want  some  influence 
brought  to  bear  from  a practical  point  of  view. 
Naturopathy  has  never  been  legalized  in  Minne- 
sota, and  if  it  were  the  Board  would  have  to  be 
made  up  of  law-violators  and  all  those  who  were 
permitted  to  get  a license  without  examinations 
would  also  be  law-violators.  At  all  events,  there 
is  nothing  new  in  this  bill.  Most  of  those  so- 
called  naturopaths  are  men  who  have  tried  to 
get  by  the  chiropractic  board  of  former  days  and 
failed.  It  is  simply  an  endeavor  to  make  a hole 
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for  a bunch  of  quacks  to  crawl  through  so  they 
can  humbug  the  public  and  charge  for  it.  It 
would  be  very  much  like  the  massage  bill,  which 
is  in  very  bad  odor;  they  expect  to  get  a license 
to  do  one  thing  and  then  go  out  and  do  every- 
j thing,  as  they  are  doing,  even  treating  female 
diseases.  Most  of  the  naturopaths  at  present 
j are  working  under  the  massage  license,  calling 
themselves  doctors  and  treating  everything  that 
will  stand  still  long  enough  for  them  to  get  a 
fee  out  of  it. 

A COHESIVE  MEDICAL  PROFESSION 

The  effort  of  the  officers  of  the  Hennepin 
County  Medical  Society  to  bring  its  members 
into  line  has  been  very  successful  so  far,  as 
stated  in  a previous  editorial,  but  even  more  so 
was  it  shown  in  the  most  recent  gathering  when 
the  subject  of  “Liver”  was  under  discussion  by 
Dr.  Wm.  O’Brien.  Gatherings  of  this  sort 
and  size  have  much  to  do  with  the  amalgamation 
and  cohesion  of  the  profession.  The  men  see 
each  other  more  often,  get  better  acquainted  and 
have  a better  and  friendlier  feeling  toward  each 
other  in  their  practice  of  medicine.  As  a result 
of  this  when  there  is  more  sickness  in  the  cities 
and  in  the  country  than  at  present,  there  is  found 
to  exist  a better  feeling  between  the  medical 
men  and  a better  feeling  in  one  section  of  the 
state  toward  another.  It  seems  at  present  that 
all  the  doctors  are  ready  to  accept  anything  avail- 
able in  the  way  of  practice  at  the  present  time. 
In  that  the  writer  may  be  wrong,  but  at  least  it 
appears  so.  Many  doctors  are  complaining  of 
having  very  little  to  do,  and  it  seems  generally 
that  the  physicians  have  not  been  as  busy  as 
might  be  expected. 

We  have  had  our  run  of  influenza  in  Minne- 
sota and  cannot  afford  to  encourage  those  having 
it  to  come  into  the  state.  We  occasionally  now 
have  to  deal  with  the  remnants  of  the  past  epi- 
demics, cases  perhaps  of  five  or  six  years  stand- 
ing where  there  may  have  been  an  encephalitis 
with  a resulting  group  of  Parkinsonian  symptoms, 
trembling  of  the  extremities  and  that  sort  of 
thing.  Most  of  these  symptoms  have  in  the 
course  of  a few  years  gradually  subsided,  and 
perhaps  most  of  them  have  been  without  medi- 
cal attention  or  observation  or  treatment.  They 
do  not  get  along  as  well  or  make  as  good  prog- 
ress as  those  under  treatment  and  observation. 
These  patients  have  themselves  done  little  or 
nothing  toward  helping  their  own  cases,  nothing 
toward  the  solution  of  their  own  problems.  For 
example,  a man  comes  in  to  a physician  and  says 


he  has  been  through  a long  period  of  sleeping 
sickness,  during  part  of  which  time  he  was  able 
to  attend  to  his  work,  but  failed  to  realize  what 
his  trouble  was  or  how  much  his  own  negligence 
was  going  to  delay  him  from  getting  well.  An- 
other case  may  be  one  that  has  gotten  apparently 
well  only  to  revert  later  to  the  former  symptoms. 
There  seems  to  be  a recurrence  of  the  attack, 
as  it  were.  In  our  experience  with  Parkinsonian 
cases  it  seems  very  essential  that  they  be  thor- 
oughly treated  as  early  as  possibly,  and  where 
cases  are  so  treated  it  is  astounding  what  re- 
sults are  shown. 

In  any  event,  whether  the  physicians  are  busy 
or  idle,  it  is  going  to  benefit  them  to  attend  regu- 
larly their  medical  society  meetings  and  get  all 
they  can  out  of  these  meetings.  Incidentally  they 
will  learn  a good  deal.  Whether  they  think  they 
know  it  all  now  or  not,  they  cannot  help  but 
learn  something  from  such  a talk  as  given  by  Dr. 
Elliot,  of  Giicago,  on  liver  feeding.  It  at  least 
opens  up  a discussion  and  makes  the  men  think 
more  about  what  they  can  do  for  their  cases 
of  anemia,  whether  pernicious  or  simple.  One 
must  always  remember  that  it  is  impossible  to 
use  the  same  remedy  in  all  cases  of  a similar 
kind,  and  yet  all  this  has  to  do  with  the  fact 
that  the  medical  profession  is  getting  closer  and 
closer  together.  If  the  medical  profession  ^ould 
do  business  as  business  men  they  would  have  no 
trouble,  but,  unfortunately,  our  alleged  code  of 
ethics  which  was  adopted  hundreds  of  years 
ago  prevents  us  from  carrying  our  business  into 
business  fields.  The  writer  does  not  mean  by 
this  that  the  profession  should  do  anything  but 
an  honorable  business,  and  the  more  honest  about 
it  the  more  we  shall  find  ourselves  in  evidence 
as  medical  men.  For  instance,  who  would  think 
of  a medical  organization  carrying  on  its  work 
like  the  legislature,  simply  to  use  that  as  an  ex- 
ample? There  are  all  kinds  of  bickerings,  trad- 
ings, influences,  and  delays  of  every  sort  which 
would  not  be  tolerated  for  a moment  in  a medi- 
cal man’s  consultation.  Our  method  would  be 
to  get  at  the  root  of  the  matter  as  rapidly  as  pos- 
sible, and  the  medical  man  who  would  step  in 
and  cause  delay  would  be  interfering  with  the 
progress  of  medicine. 

All  this  may  seem  trite  and  an  uncalled-for 
preachment,  but  it  would  seem  no  harm  can  come 
from  calling  the  attention  of  every  medical  man 
to  the  fact  that  he  is  interested  in  the  handling 
of  a professional  matter  and  to  pledge  himself 
to  do  his  share  of  work  and  attend  the  meetings 
and  respect  his  fellow-men. 

In  conjunction  with  the  subject  above  dis-' 
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cussed  the  editor  would  again  ask  our  readers 
to  consider  the  advisability  of  jotting  down  some 
of  their  case  records  from  which  they  can  con- 
struct a paper  for  publication  for  the  benefit  of 
the  men  in  the  cities  and  the  benefit  of  the  men 
at  some  distant  point.  It  seems  strange  how  such 
subjects  are  picked  up  readily  by  other  journals, 
quoted  from,  and  even  reprinted, — anothed  good 
thing  to  secure  the  cohesion  of  medical  profes- 
sion. 


BOOK  NOTICES 


Recent  Advances  in  Chemistry  in  Relation  to 
Medical  Practice.  By  W.  McKim  Marriott,  B.S., 
M.D.,  Dean  and  Professor  of  Pediatrics,  Washing- 
ton University  School  of  Medicine;  Physician  in 
Chief,  St.  Louis  Children’s  Hospital.  Illustrated, 
Pp.  141.  Price  $2.50.  St.  Louis:  C.  V.  Mosby  Co., 
1928.  (Lectures  of  the  San  Diego  Academy  of 
Medicine  Series  of  1927.) 

This  little  book  of  138  pages  is  a compilation  of 
the  lectures  delivered  by  the  author  before  the  San 
Diego  Academy  of  Medicine  in  1927.  The  six  lec- 
tures cover  (1)  fundamental  chemical  considerations; 
(2)acidosis  and  alkalosis;  (3)  chemistry  of  the  blood; 
(4  and  5)  foods  and  metabolism;  and  (6)  the  endo- 
crines. 

This  book  can  be  spoken  of  only  in  terms  of  the 
highest  commendation.  It  should  be  included  in 
the  reference  library  of  every  physician  and  surgeon, 
especially  those  who  feel  the  need  of  orientation  in 
the  significance  of  the  newer  blood  chemistry  meth- 
ods. The  chapters  on  acidosis  and  alkalosis  and 
those  on  foods  and  metabolism  are  particularly 
good. 

While  less  pretentious  than  the  Harvey  Lectures 
and  Aschoff's  Lectures  on  Pathology,  in  the  quality 
of  presentation,  Dr.  Marriott’s  book  compares  fa- 
vorably with  those  two  monographs. 

— Hugo  O.  Altnow,  M.D. 

Medical  Clinics  of  North  America.  July,  1928.  Vol- 
ume 12,  Number  1.  Chicago  Number. 

The  Chicago  number  of  the  Medical  Clinic  is  a 
very  instructive  volume.  It  contains  many  exceed- 
ingly interesting  papers  on  children’s  diseases,  such 
as  “Behaviour  Disturbances  in  Children,”  “Enuresis 
in  Children,”  “Breast  Feeding,”  and  also  “The  Sig- 
nificance of  Lymphocytosis  in  Infants  and  Children.” 
Carcinoma  of  the  lung  is  discussed  in  two  different 
papers.  There  is  one  very  interesting  paper  by  Dr. 
E.  F.  Foley  on  the  “Clinical  Application  of  Venous 
Pressure  Determination.”  He  found  that,  by  using 
the  method  of  Eyster  and  Middleton,  the  progress 
of  cardiac  decompensation  could  be  rather  definitely 
measured  and  more  or  less  knowledge  of  the  prog- 
nosis could  be  made  from  time  to  time,  depending 
on  the  reading  of  the  venous  pressure.  The  normal 
pressure  being  about  11  cm.  water,  any  pressure  of 
20  cm.  and  over  usually  indicated  severe  cases  of 
cardiac  decompensation.  Repeated  estimations  then, 
in  a case  of  decompensation,  measure  not  only  the 


initial  load  on  the  heart  but  also  determine  the  ability 
of  the  cardiac  muscle  to  respond  under  stress.  Ele- 
vation of  the  venous  pressure,  while  indicating  the 
presence  of  cardiac  failure,  does  not,  however,  es- 
tablish the  cause  of  failure. 

Many  other  good  papers  contribute  to  make  this 
volume  well  worth  reading. 

— A.  E.  Cardle,  M.  D. 

Hay-Fever  and  Asthma:  Their  Cause,  Prevention 
and  Cure.  By  Ray  M.  Balyeat,  M.A.,  M.D.,  F.A. 
C.P.  Instructor  in  Medicine  and  Lecturer  on  Al- 
lergic Diseases  in  the  University  of  Oklahoma 
Medical  School,  etc.  Illustrated  with  76  engrav- 
ings, including  2 in  colors.  Second  edition,  re- 
vised and  enlarged.  Philadelphia:  F.  A.  Davis 
Company,  1928.  Price  $3.50. 

This  is  a very  valuable  work  on  these  two  dis- 
eases. It  is  a careful  study  of  their  causes  and 
cures.  It  gives  a detailed  study  of  the  pollens  and 
other  substances  causing  these  diseases  with  instruc- 
tion on  how  to  test  for  the  causative  substances  and 
how  to  treat  the  patient  when  the  cause  or  causes 
of  his  trouble  are  discovered.  It  is  interesting  to 
read,  the  print  is  good,  and  the  volume  is  small. 
Every  eye,  ear,  nose,  and  throat  specialist,  and  even 
every  general  practitioner,  especially  if  he  is  lo- 
cated in  the  country,  should  own  a copy. 

— Wm.  W.  Moir,  M.D. 


MISCELLLANY 


THE  BASIC-SCIENCE  LAW  IN  MINNESOTA 

Robert  McGraw,  negro,  Villard,  Minnesota,  was 
arrested  January  21,  1929,  on  a complaint  filed  by 
the  investigator  of  the  Minnesota  State  Board  of 
Medical  Examiners  charging  him  with  practicing 
healing  without  a Basic  Science  Certificate. 

The  complaint  involves  the  treatment  by  McGraw 
of  one  Frank  Webber  who  is  a diabetic  and  is 
under  medical  treatment  at  the  present  time. 

A preliminary  hearing  was  had  in  the  case  at 
Glenwood,  Minnesota,  on  Saturday,  February  2, 
1929.  The  defendant  was  represented  by  the  same 
counsel  he  had  last  June.  After  a hotly  contested 
hearing  the  defendant  was  bound  over  to  the  Dis- 
trict Court  for  trial  at  the  next  term  of  Court  under 
bonds  of  $750.00  to  stand  trial. 

The  Board  is  going  to  see  to  it  as  it  is  their  duty 
that  this  case  and  every  other  case  where  the  facts 
warrant  will  be  prosecuted^  to  the  full  extent  of  the 
law. 

E.  T.  Sanderson,  M.D. 

Secretary 

SECOND  AWARD  FOR  RESEARCH  WORK  IN 
CLINICAL  MEDICINE 

The  Minnesota  Society  of  Internal  Medicine  has 
given  its  research  award  of  $250  for  1928  to  Max  and 
Grete  Seham,  of  Minneapolis,  for  their  work  on 
“The  Relation  of  Malnutrition,  Nervousness,  and 
Fatigue.”  Their  work  consists  of  two  parts:  first, 
an  experimental  study  of  the  effect  of  malnutrition 
upon  rats  and  the  production  artificially  of  chronic 
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fatigue  in  rats;  and,  secondly,  an  application  of  the 
data  found  in  the  experimental  work  to  the  analogue 
in  children  of  school  age  with  an  attempt  to  treat 
children  suffering  from  malnutrition,  nervousness, 
and  fatigue  from  a rational  basis. 

The  experimental  work  shows: 

1.  Hunger  is  a cause  of  increased  activity. 

2.  A positive  relation  exists  between  activity  and 
loss  in  weight. 

3.  In  malnutrition  an  adequate  diet  reduces  the 
activity  with  a simultaneous  increase  in  weight. 

4.  Inanition  produces  irritability,  restlessness, 
and  blinking  in  rats. 

5.  The  clinical  study  of  malnourished  children 
suggests  that  the  symptoms  of  nervousness  and 
fatigue  are  more  numerous  in  children  whose  weight- 
height  index  is  more  than  10  per  cent  below  the 
standard  than  in  children  whose  weight-height  in- 
dex is  less  than  10  per  cent  below  the  normal. 

6.  The  forced  feeding  and  rest  cure  for  mal- 
nourished children  reduces  and  improves  nervous 
symptoms,  increases  functional  capacity,  and  has- 
tens the  gain  in  weight. 

7.  Forced  exercise  in  a limited  space  of  time  at 
a given  rate  of  speed  produces  loss  in  weight  or 
a decreased  gain  in  weight  as  compared  to  the 
normal. 

8.  Bleeding  of  the  feet  is  not  the  cause  of  loss 
in  weight. 

9.  Forced  exercise  produces  a decrease  in  volun- 
tary activity. 

10.  Forced  exercise  results  in  a change  in  be- 
havior as  manifested  by  increased  blinking,  irri- 
tability and  restlessness. 

11.  No  pathological  changes  could  be  found  on 
either  gross  of  microscopical  examinations  of  ex- 
tremely exhausted  rats  or  rats  that  died  while  ex- 
ercising. 

REGISTRY  OF  TECHNICIANS  OF  THE 
AMERICAN  SOCIETY  OF  CLINICAL 
PATHOLOGISTS 

In  accordance  with  the  trend  of  the  times,  the 
practice  of  medicine  is  utilizing  more  and  more  the 
services  of  trained  lay  help.  The  advent  of  the 
laboratory  as  an  indispensible  aid  to  the  diagnosis 
of  disease  has  created  a new  specialty  in  medicine; 
that  of  clinical  pathology.  In  order  to  carry  on 
the  numerous  technical  tests  required  in  scientific 
diagnostic  procedures,  the  laboratory  director  has 
found  it  necessary  to  train  the  technical  personnel. 
With  the  standardization  of  hospitals  and  the  ur- 
gent call  for  qualified  laboratory  assistants  there 
has  arisen  a demand  for  proper  standardization  of 
the  preliminary  education  and  technical  training  of 
those  enrolled  in  this  new  profession. 

There  has  also  been  a desire  on  the  part  of  those 
engaged  in  this  useful  calling  to  raise  their  status, 
similar  to  the  evolution  of  the  trained  nurse  of  a 
generation  ago.  This  want  is  now  being  taken 
care  of  by  a national  organization  consisting  of  a 
body  of  men  who  are  most  vitally  interested  in 
elevating  the  intellectual  and  technical  status  of 
laboratory  workers.  The  American  Society  of  Clini- 


cal Pathologists  has  taken  upon  itself  the  task  of 
organizing  a Registry  of  Technicians  with  rules  un- 
der which  those  qualified  by  education,  technical  in- 
struction, and  moral  character  will  receive  a cer- 
tificate. 

The  subject  is  of  interest  to  physicians  in  every 
field  of  endeavor  as  many  of  them  are  desirous  of 
securing  the  services  of  technicians  to  carry  on 
the  routine  laboratory  procedures. 

There  is  no  doubt  that  the  elevation  of  the  lab- 
oratory technician  to  the  status  of  a respected  and 
useful  calling  will  be  a great  help  to  the  medical 
profession,  to  the  patient,  and  to  the  scientific  prac- 
tice of  medicine. 

The  headquarters  of  the  Registry  of  Technicians 
of  the  American  Society  of  Clinical  Pathologists  are 
located  in  the  Metropolitan  Building  of  Denver,  Col- 
orado. 

Another  very  desirable  feature  of  the  Registry  is 
the  facilities  it  offers  in  finding  suitable  placement 
for  registrants  and  in  aiding  physicians  to  find  de- 
sirable applicants. 

AMERICAN  COLLEGE  OF  PHYSICIANS  OF 
THE  THIRTEENTH  ANNUAL  CLINI- 
CAL SESSION  IN  BOSTON 
APRIL  8-12,  1929 

The  American  College  of  Physicians  will  hold  its 
Thirteenth  Annual  Clinical  Session  in  Boston,  April 
8-12.  Dr.  Charles  F.  Martin,  Dean  of  the  Faculty 
of  Medicine,  McGill  University,  is  President  of  the 
College  this  year,  and  Dr.  John  H.  Musser,  Profes- 
sor of  Medicine  at  Tulane  University  Medical  School 
is  President-Elect  and  will  be  inducted  to  the  Presi- 
dency toward  the  end  of  the  Boston  meeting.  Dr. 
James  H.  Means,  Jackson  Professor  of  Clincal  Medi- 
cine at  Harvard  Medical  School  and  Chief  of  the 
Medical  Service  at  the  Massachusetts  General  Hos- 
pital is  General  Chairman  of  all  Boston  Committees 
having  charge  of  arrangements  for  the  Clinical 
Session  of  the  College  in  April. 

The  program  provides  hospital  visits,  clinics,  dem- 
onstrations and  ward-walks  during  the  forenoons 
at  fifteen  different  Boston  hospitals,  and  for  general 
scientific  sessions  each  afternoon  and  evening  in 
the  Assembly  Room  of  the  Hotel  Statler,  which 
will  be  headquarters.  Eminent  authorities  in  their 
special  lines  will  present  the  results  of  their  work 
before  an  audience  competent  to  appreciate  the  value 
of  the  contributions. 

A Symposium  on  Deficiencies  will  take  place  the 
first  evening  of  the  session,  and  will  be  of  particu- 
lar interest  because  of  the  fact  that  deficiencies  are 
nowadays  assuming  a far  more  wide-spread  and 
important  role  than  had  heretofore  been  anticipated. 
They  have  come  into  their  own  as  factors  producing 
acute  and  chronic  disease  on  a par  perhaps  with 
infections.  The  committee  has  secured  for  the  pro- 
gram men  who  can  speak  with  authority  on  a variety 
of  aspects  of  this  important  subject. 

Another  special  feature  is  a review  of  the  Present 
Status  of  Vaccine  and  Serum  Prophylaxis  and  Ther- 
apy, designed  to  give  the  internist  a rapid  survey  of 
the  field.  The  speaker,  Dr.  Benjamin  White,  of 
Boston,  is  an  authority  on  these  subjects  and  can 
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give  the  high  spots  in  rapid  and  yet  forceful  fashion. 

The  annual  Banquet  of  the  College  will  be  held 
Thursday  evening,  April  11,  when  Dr.  George  E. 
Vincent,  President  of  the  Rockefeller  Foundation, 
will  deliver  the  chief  address.  The  Convocation,  for 
the  conferring  of  Fellowships,  will  take  place  Friday 
evening,  April  12.  Dr.  Charles  F.  Martin,  of  Mon- 
treal, will  deliver  the  Presidential  Address. 

Programs  and  details  concerning  reduced  fares, 
admission,  etc.,  may  be  secured  from  the  Executive 
Secretary,  E.  R.  Loveland,  133-135  S.  36th  Street, 
Philadelphia,  Pa. 


NEWS  ITEMS 


Dr.  S.  R.  Chunn,  of  Minneapolis,  has  located 
at  Russell,  Minn. 

Dr.  E.  C.  Smith  has  moved  from  Lake  Andes, 
S.  D.  , to  Mission,  S.  D. 

Dr.  A.  A.  Law  and  family,  of  Minneapolis, 
have  gone  to  Europe  for  a brief  trip. 

Dr.  J.  A.  Watson  and  wife,  of  Minneapolis, 
have  returned  from  a visit  to  Florida. 

Dr.  A.  N.  Bessesen,  of  Minneapolis,  has  filed 
as  a candidate  for  the  mayoralty  of  the  city. 

Dr.  Charles  F.  Nootnagle,  of  Minneapolis, 
died  yesterday,  February  28,  at  the  age  of  66. 

Dr.  F.  S.  Bissell,  of  Minneapolis,  has  moved 
to  Oakland,  California,  where  he  takes  up  prac- 
tice. 

The  Ebenezer  Lutheran  Hospital,  of  Madison, 
Minn.,  will  not  be  closed  until  a new  hospital  is 
built. 

Dr.  Herman  R.  Russell  and  Miss  Martha 
Schumann,  both  of  St.  Paul,  were  married  last 
month. 

Dr.  E.  S.  Mariette,  of  Glen  Lake  Sanatorium, 
Minneapolis,  has  gone  to  Florida  for  a stay  of 
several  weeks. 

Dr.  E.  W.  Johnson,  of  Bemidji,  Minn.,  has 
been  reappointed  county  physician,  a post  he  has 
held  over  ten  years. 

Dr.  T.  E.  Haes,  of  St.  Paul,  has  moved  to  Wah- 
peton,  N.  D.,  and  will  succeed  Dr.  J.  E.  Arnold, 
who  has  gone  to  Miles  City,  Mont. 

A movement  has  been  begun  by  the  Elks  of 
North  Dakota  to  provide  for  the  “care,  cure, 
and  education”  of  crippled  children. 

Dr.  V.  M.  Vauhan,  Winnebago  City,  has 
moved  to  Heron  Lake,  Minn.,  where  lie  will  have 
charge  of  the  Heron  Lake  Hospital. 


Dr.  R.  J.  Morrisey,  of  Fort  Pierre,  S.  D., 
has  returned  from  several  months  of  study  in 
eye,  ear,  nose  and  throat  work  in  Vienna. 

The  annual  report  of  Bethesda  Hospital,  of 
Crookston,  Minn.,  for  1928,  showed  an  increase 
in  earnings  of  $5,000  over  the  earnings  in  1927. 

Dr.  Phillip  G.  Hoeper,  son  of  Dr.  G.  E.  Hoep- 
er,  of  Grand  Rapids,  Minn.,  is  taking  his  year’s 
internship  at  the  Swedish  Hospital  of  Minne- 
apolis. 

Dr.  T.  L.  Harrington,  of  Milwaukee,  Wis., 
a tuberculosis  expert,  gave  a number  of  talks  on 
tuberculosis  in  Duluth  and  Range  cities  last 
month. 

A bill  for  an  appropriation  of  $260,000  for  a 
psychopathic  hospital  building  at  the  University 
of  Minnesota  has  been  introduced  in  the  Min- 
nesota State  Legislature. 

Dr.  George  Saylor,  of  Hibbing,  Minn.,  died 
last  month  at  the  age  of  78.  He  practiced  in 
Hibbing  over  a quarter  of  a century  and  was 
prominent  in  civic  affairs. 

Dr.  John  D.  Wyatt,  of  Minneapolis,  retired, 
died  last  month  at  the  age  of  84.  Dr.  Wyatt  was 
a graduate  of  Northwestern  and  had  lived  in 
Minneapolis  for  over  forty  years. 

Dr.  F.  J.  Roberts,  of  Cando,  N.  D.,  has  been 
appointed  assistant  surgeon  at  the  Veterans’ 
Bureau  Sanatorium  at  Hot  Springs,  S.  D.  Dr.  , 
Roberts  practiced  at  Cando  for  thirty  years. 

A verdict  of  $15,000  has  been  given  against 
two  North  Dakota  physicians  in  a suit  for  dam-  '> 
age  caused  by  their  failure  to  remove  the  gauze 
left  in  the  abdomen  of  a patient  after  an  opera- 
tion. 

The  efforts  being  made  to  increase  the  Vet-  « 
erans’  Bureau  Hospitals  at  Ft.  Snelling  and  St. 
Cloud,  have  met  refusal  on  the  part  of  General 
Hines  to  endorse  this  movement  and  will  cause 
delay  at  least. 

Dr.  Hazell  Bonness,  who  went  a few  years  ago 
from  Minnesota  to  take  up  the  Child  Welfare 
work  of  the  Montana  State  Board  of  Health,  has  \ 
been  forced  by  ill  health  to  resign.  Her  place 
will  be  filled  later. 

Dr.  David  A.  Locke,  of  Minneapolis,  died  last 
month  at  the  age  of  74.  Dr.  Locke  was  a gradu-  I 
ate  of  the  General  Medical  College  of  Chicago, 
class  of  ’84,  and  had  practiced  in  Minneapolis  >i 
for  forty-five  years. 
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Dr.  Henry  O.  Orris,  a retired  physician  of 
Minneapolis,  died  last  month  at  the  age  of  85.  Dr. 
Orris  was  a graduate  of  the  University  of  Penn- 
sylvania, class  of  ’67,  and  had  practiced  in  Penn- 
sylvania over  fifty  years. 

Dr.  V.  I.  Lacy  has  moved  from  Yankton,  S. 
D.,  to  Lake  Andes,  S.  D.,  where  he  will  take  over 
! the  practice  of  Dr.  C.  S.  Langley,  who  will  move 
; to  Spokane,  Wash.  Dr.  Langley  has  practiced 
I over  twenty  years  in  Lake  Andes. 

The  naturopaths  appeared  before  the  North 

! Dakota  Legislature  last  month  asking  that  mem- 
bers of  that  cult  be  recognized  by  the  State  as 
practitioners  of  medicine  and  permitted  to  do 
minor  surgery.  Their  efforts  failed. 

Work  on  the  addition  to  Mercy  Hospital, 
Williston,  N.  D.„  will  begin  on  May  1.  The  ad- 
dition will  be  four  stories  in  height,  and  one  storv 
will  be  added  to  the  present  building.  The  hos- 
pital is  conducted  by  the  Sisters  of  Mercy. 

The  Legislative  Committee  of  the  South  Da- 
1 kota  State  Medical  Association  has  abandoned  ef- 
j forts  to  obtain  any  legislation  this  year,  and 
will  adopt  a plan  of  systematic  education  of  the 
I profession  and  the  public  in  medical  matters. 

Dr.  Ernest  R.  Jellison,  of  New  London,  Minn., 
! i j formerly  of  Minneapolis,  died  last  month  at  the 
age  of  69.  Dr.  Jellison  was  a graduate  of  the 
University  of  Michigan  Medical  School,  class 
j of  ’83,  and  had  practiced  in  Taylors  Falls,  Minn., 
and  New  London,  Minn. 

The  Eastern  Montana  Medical  Society  held  its 
annual  meeting  last  month  at  Glendive,  when  the 
following  officers  were  elected : President,  Dr. 
A.  L.  Hammerel,  Glendive ; vice-president,  Dr. 
A.  R.  Varco,  Miles  City;  secretary-treasurer, 
Dr.  J.  A.  Evert,  Glendive. 

The  sale  of  the  Eitel  Hospital,  of  Minneapolis, 
to  the  Nicollet  Clinic,  has  been  officially  an- 
nounced just  as  this  issue  of  Tiie  Journal- 
Lancet  goes  to  press.  We  shall  make  further 
comment  in  our  next  issue  on  this  important 
event  in  medical  circles  in  the  Northwest. 

The  dates  of  the  meetings  of  the  State  Medi- 
cal Associations  of  Minnesota  and  the  Dakotas 
appear  at  the  top  of  our  first  cover  page  and 
are  as  follows : the  South  Dakota  Association 
meets  at  Mitchell,  May  7,  8,  and  9 ; the  Minne- 
sota Association  meets  at  St.  Paul,  May  13,  14, 
and  15;  the  North  Dakota  Association  meets  at 
Fargo,  June  6 and  7. 

The  upper  Mississippi  Medical  Society  held  its 
annual  meeting  at  Brainerd,  Minn.,  last  month, 
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when  the  following  officers  were  elected  for  the 
current  year : President,  Dr.  Thayer  C.  Davis, 
Wadena;  vice-president,  Dr.  Finer  W.  Johnson, 
Bemidji;  secretary-treasurer,  Dr.  G.  I.  Badeaux, 
Brainerd ; delegates,  Dr.  B.  W.  Kelly  and  S.  S. 
Shannon ; alternates,  Drs.  M.  P.  Gerber  and  J. 
A.  Tabes,  Jr. 

Dr.  Laurits  S.  Ylvisaker,  of  St.  Paul,  has  been 
made  assistant  medical  director  of  the  Prudential 
Life  Insurance  Company  with  headquarters  in 
Newark,  N.  J.,  and  will  make  that  city  his  home. 
Dr.  Ylvisaker  was  graduated  from  the  Uni- 
versity School  of  Medicine  in  1919  and  for  one 
year  was  resident  physician  at  the  University 
Hospital,  following  which  he  spent  one  year  in 
Minneapolis  General  Hospital  as  resident  physi- 
cian. Since  1921  he  has  practiced  medicine  in 
St.  Paul.  While  here  he  was  a member  of  the 
staff  of  Miller  and  Midway  Hospitals,  a member 
of  the  Medical  Forum  of  St.  Paul,  the  Ramsey 
County  Medical  Society,  Minnesota  State  Medi- 
cal Association,  Minnesota  Pathological  Society, 
American  Medical  Association  and  the  Nu 
Sigma  Nu  Medical  Fraternity. 


Locum  Tenens  Wanted 

In  a1  good  Minnesota  town  for  a month  or  six 
weeks.  Address  at  once  801,  care  of  this  office. 

Good  Location  in  Minnesota  for  Office 

Desirable  location  on  active  corner  in  North  Min- 
neapolis at  disposal.  Address  573,  care  of  this 
office. 

Position  Sought 

Young  surgeon  wishes  to  join  an  active  practi- 
tioner or  a busy  internist.  Address  575,  care  of  this 
office. 

Position  Wanted 

Young  surgical  assistant  wishes  to  assist  an  active 
surgeon  part  time  or  full  time.  Address  574,  care  of 
this  office. 

Apparatus  for  Sale 

Fischer  Diathermy  “Lo”  Senior,  and  Finsin  Heat 
Lamp  for  sale  cheap.  Phone  Cherry  0303  or  address 
572,  care  of  this  office. 

Matron  Wanted 

By  the  Mudcura  Sanitarium  at  Shakopee,  Minn. 
Professional  nurse  preferred.  For  information  call 
upon  Mrs.  H.  P.  Fischer  at  the  above  address. 

Wanted  Man  for  Locum  Tenens  Work 

I want  a good  man  to  take  charge  of  my  general 
practice  in  South  Dakota  as  soon  after  March  first 
as  possible.  Address  579,  care  of  this  office. 

Valuable  Set  of  Books  for  Sale  Cheap 

One  set  of  Tice’s  Practice  of  Medicine — 10  vol- 
umes and  index,  complete  up  to  date.  In  A1  con- 
dition. Cost  $110;  for  salfe  for  $65  cash.  Address 
58 2(  care  of  this  office. 
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Associate  or  Partner  Wanted 

I desire  to  correspond  with  a dependable  man, 
with  view  to  associate  or  partnership,  in  eye,  ear, 
nose,  and  throat  practice;  well  established  in  small 
city  in  Northwest.  Can  have  three  months  for 
preparation.  Address  571,  care  of  this  office. 

Position  Wanted 

A partner  is  wanted  in  a general  and  surgical  Min- 
nesota practice  with  hospital  connection.  In  a 
county-seat  of  about  2,500  population.  W ould  pre- 
fer one  w7ho  has  had  country  practice  experience, 
single.  Must  be  able  to  do  refraction.  Address  576, 
care  of  this  office. 

Physician  Wanted 

To  take  over  my  large  and  well-established  gen- 
eral practice;  fully  equipped  office;  appointments  of 
25  years  practice;  health  officer,  etc.  County-seat 
town;  small,  well-maintained  hospital.  Am  leaving 
to  take  up  work  elsewhere.  Address  Dr.  F.  J. 
Roberts,  Cando,  N.  D. 

Fine  Location  in  Minneapolis  Offered 

Established  location  for  small  clinic  or  hospital 
at  Nicollet  Ave.  and  22d  St.  for  rent  or  sale.  Com- 
plete ;r-ray  and  Morse  Wave  machine  ready  to  use. 
Fine  arrangement;  14  rooms;  4 garages.  Splendid 
location  for  this  purpose.  Very  reasonable  rent. 
Yale  Realty  Co.,  1219  McKnight  Bldg.,  Minneapolis, 
Minn. 


Practice  for  Sale  in  Minnesota 

Minnesota  practice  established  twelve  years,  town 
of  seven  hundred;  rich  mixed  farming;  creamery 
pays  over  half  million  annually;  other  products 
in  proportion;  one  young  light  competitor,  practice 
pays  nine  thousand  cash;  modern  combination  office 
and  residence  with  or  without  equipment;  easy 
terms.  Health  compels  change.  Address  569,  care 
of  this  office. 

Splendid  Opening  for  a Good  Man 

A well-known  physician  and  surgeon  in  one  of  the 
“20,000  prairie”  cities  has  reached  the  age  of  seventy, 
and  wants  some  one  to  inherit  his  practice.  A phy- 
sician with  one  or  two  years  of  private  practice  pre- 
ferred. No  cash  premium  will  be  offered  to  gradu- 
ally take  over  this  inheritance.  Physicians  without 
inspiration  for  hard  work  and  above  the  average  suc- 
cess need  not  apply.  Address  577,  care  of  this  office. 

Assistant  Physician  Wanted 

t 

For  general  practice  and  hospital  work  in  a good 
Minnesota  town  and  prosperous  community  (35-bed 
hospital).  Prefer  a man  who  has  done  general 
practice  for  one  or  two  years  and  is  looking  for  a 
permanent  location.  No  preference  as  to  nation- 
ality or  religion.  Must  be  a man  of  good  habits 
and  willing  to  work  and  have  good  references.  Will 
pay  a fair  salary.  Work  to  begin  May  1.  Address 
563,  care  of  this  office. 


We  are  now  prepared  to  furnish  equipment  for  the 
new  test  for  astigmatism  known  as — 

V elonoskiascopy 

consisting  of  one  wall  chart,  three  instruction  charts  and 
one  trial  frame  disc. 

A reprint  on  Velonoskiascopy  by  L.  W.  Morsman,  M.  D., 

Hibbing,  Minn.,  will  be  mailed  with  each 
order  or  upon  request. 


N.  P.  BENSON  OPTICAL  CO.,  Inc. 

EXCLUSIVELY  WHOLESALE 

Minneapolis  Duluth  Aberdeen  La  Crosse  Bismarck  Eau  Claire 


Ifffy 

Journal- Lancet 

Represents  the  Medical  Profession  of 

Minnesota,  North  Dakota,  South  Dakota,  and  Montana 

The  Official  Journal  of  the 

North  Dakota  and  South  Dakota  State  Medical  Associations 

PUBLISHED  TWICE  A MONTH 


New  Series 
Vol.  XLIX,  No.  0 


Minneapolis,  March  15,  1929 


Per  Copy,  10c 
A Tear,  $2.00 


THE  PROGRESS  OF  MEDICINE  AND  A PIONEER  STORY 


On  New  Year’s  Day  Dr.  James  Grassick,  the 
“grand  old  man”  of  North  Dakota,  sent  a few  of 
his  friends  a greeting  in  the  form  of  a folder,  giving, 
in  its  opening  pages,  a report  of  the  progress  of 
medicine  in  recent  years  and  followed  by  a story  of 
the  work  of  a pioneer  physician  in  North  Dakota 
(perhaps  it  was  the  author  of  this  folder).  The 
former  is  so  illuminating  and  the  latter  so  touching 
that  we  sought  of  the  author  permission  to  repro- 
duce in  our  columns  the  entire  folder.  After  earnest 
solicitation  wre  obtained  the  author’s  consent,  and 
we  congratulate  our  readers  on  their  opportunity 
to  read  this  story  of  the  progress  of  medicine  and 
the  story  of  a typical  pioneer  medical  man  of  the 
Northwest,  a man  who  made  sacrifices  that  glorified 
a profession  when  pioneers  are  rapidly  passing  away. 
— The  Editor. 

It  requires  only  a casual  study  of  the  history 
of  medicine  to  be  impressed  with  the  remark- 
able progress  in  the  healing  art  that  has  been 
made  in  the  last  quarter  of  the  nineteenth  and 
the  beginning  of  the  twentieth  centuries.  It  is 
a period  so  full  of  achievement  in  our  under- 
standing of  disease  that  others  of  like  duration 
are  dwarfed  in  comparison.  By  way  of  illustra- 
tion the  following  forward  steps  may  be  noted : 

Pasteur,  the  father  of  bacteriology,  investigated 
the  subvisible  organisms  that  the  microscope  re- 
vealed and  showed  their  relation  to  disease. 
His  dictum,  “It  is  in  the  power  of  man  to  make 
parasitic  maladies  disappear  from  the  face  of 
the  globe,”  has  been  the  health-workers’  watch- 
word through  all  the  after  years.  Lister  studied 
the  causes  of  wound  infection  and  demonstrated 
the  principles  of  aseptic  and  antiseptic  surgery. 
Eberth,  by  his  discovery  of  the  cause  of  typhoid 
fever,  paved  the  way  for  water  purification  and 
immunity  to  the  disease  by  vaccination.  Koch 


worked,  thought  and  experimented  in  ways  that 
led  to  the  discovery  of  the  tubercle  bacillus. 
Crooks  visualized  in  his  vacuum  tubes  “a  fourth 
state  of  matter”  and  Roentgen  gave  us  the  X-ray 
and  disclosed  some  of  its  photographic  and  bio- 
logic possibilities.  Vincent  described  the  organ- 
ism that  is  responsible  for  the, angina  that  bears 
his  name.  Klebs  and  Loeffler  isolated  and  culti- 
vated the  diphtheria  bacillus.  Roux  and  Yersen 
demonstrated  the  existence  of  a toxin  in  the 
blood  serum  of  those  suffering  from  diphtheria. 
Von  Behring  and  Kitasato  discovered  an  anti- 
toxin in  the  blood  of  patients  suffering  from 
diphtheria  and  tetanus.  Theobald  Smith  told  the 
world  that  an  innocent  looking  tick  was  the  trans- 
mitter of  the  germ  of  Texas  fever  from  one 
animal  to  another  and  traced  the  exact  path  fol- 
lowed by  this  invisible  assassin.  Bruce  and  wife 
got  on  the  trail  of  the  tsetse  fly,  traced  it  to  its 
lair  and  demonstrated  that  it  was  the  carrier  of 
the  trypanosomes,  the  cause  of  nagana  in  cattle 
and  of  sleeping  sickness  in  human  beings.  Ross 
and  Grassi  made  the  anopheles  mosquito  divulge 
the  secret — as  the  transmitter  of  malaria — that 
it  had  kept  for  unknown  ages.  Metschnikoff 
watched  the  phagocytes  congregate  at  seats  of  in- 
fection and  engulf  the  enemy,  and  tried  to  con- 
vince himself  and  the  world  that  in  this  process 
was  the  secret  of  immunity.  Schaudinn  ob- 
served the  Spirocheta  pallida.  Ehrlich  gave  to 
the  world  his  famous  “side-chain”  theory  of 
immunity  and  the  magic  “606”  which  was  sup- 
posed to  be  nearly,  if  not  quite,  a specific  cure 
for  “the  ill  of  the  loathsome  name.”  Noguchi 
demonstrated  the  presence  of  the  syphilitic  or- 
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ganism  in  the  brain  in  general  paralysis  and  in 
the  spinal  cord  of  those  suffering  from  locomotor 
ataxia.  Reed,  Carol  and  Lazear  went  to  Cuba 
and  with  arms  bared  to  the  bite  of  mosquitoes 
that  had  fed  on  human  beings  ill  of  yellow  fever, 
confirmed  the  suspicions  of  Finlay,  that  this 
scourge  of  the  Southland  was  transmitted  from 
one  person  to  another1  by  these  insects.  Mc- 
Kenzie collected  cardiac  data  and  shed  new  light 
on  the  management  of  heart  disease.  Trudeau 
gave  comfort  and  hope  to  those  suffering  from 
tuberculosis  and  inspiration  to  those  who  were 
on  the  firing  line  combating  the  disease.  Osier 
and  others  checked  clinical  facts  with  pathologi- 
cal findings;  sifted,  evaluated,  coordinated  and 
applied  the  newer  knowledge,  and  put  modern 
medicine  on  a scientific,  rational  and  workable 
basis. 

A study  of  what  these  advances  in  medicine 
have  meant  in  sacrifice  and  service  leads  to  the 
conclusion  that  there  are  heroes  of  peace  no  less 
than  of  war  and  that  these  are  deserving  not 
only  of  appreciative  recognition  but  of  the  best 
that  society  has  to  offer,  and  heaven  too ! 

Out  from  among  the  foregoing  mass  of  new 
material  came  the  practical  application  of  the 
antitoxin  treatment  of  diphtheria.  The  first  dose 
of  antitoxin  was  given  to  a child  suffering  from 
diphtheria  by  Behring,  on  Christmas  night,  1891 
— what  a Merry  Christmas  that  was  for  the 
children  of  the  world.  It  had  to  be  tested  in 
the  crucible  of  experience,  however,  before  it 
was  generally  accepted,  for1  the  failure  of  tu- 
berculin to  measure  up  to  its  claims  as  a cure 
for  tuberculosis  was  fresh  in  the  minds  of 
the  profession ; but  when  the  conservative 
Virchow  in  1894  made  the  statement  that  it  was 
“the  imperative  duty  of  medical  men  to  use  the 
new  remedy,”  it  began  to  be  quite  generally  used. 
In  our  own  country  after  Dr.  Wm.  H.  Welch, 
of  Johns  Hopkins,  in  1895  published  an  analysis 
of  7,000  cases  of  diphtheria  that  had  been  treated 
with  antitoxin  with  the  death  rate  cut  in  two, 
confidence  in  it  was  established.  With  a death 
rate  of  from  30  per  cent  to  60  per  cent  of  all 
cases  reduced  by  its  use  to  5 or  10  per  cent  when 
given  early,  the  saving  in  human  lives  is  obvious. 

While  these  activities  were  at  their  height  in 
medical  circles,  the  great  drama,  “The  Winning 
of  the  West”  was  in  full  swing. 

The  Northern  Pacific  and  Great  Northern 
Railways  had  reached  the  eastern  boundary  of 
our  state,  crossed  the  Red  River  of  the  North 
and  pushed  westward.  Over  the  Missouri  on 
to  the  Montana  line,  across  the  great  plains  and 
through  the  Rockies  they  went,  connecting  with 


bands  of  steel  the  East  and  the  West. 

Proceeding,  accompanying  and  following  the 
Iron  Horse  came  a great  mass  of  humanity  seek- 
ing their  fortunes  in  the  new  and  practically  un- 
known western  country.  There  were  miners  and 
prospectors  who  sought  out  the  secluded  placer 
gulches  or  with  hammer  in,  hand  climbed  up 
rocky  cliffs  looking  for  outcroppings  of  the  pre- 
cious yellow  metal.  There  vcere  ranchers  who 
struck  for  the  wide  open  spaces  where  unlimited 
range  could  be  had  for  their  flocks  and  herds. 
Our  own  strenuous  Teddy  Roosevelt,  the  chival- 
rous Marquis  De  Mores  and  the  hospitable 
Pierre  Wibeaux  were  among  those  who  found 
places  west  of  the  Missouri  in  which)  to  live, 
breathe,  and  grow.  Here  also  was  where  in  after 
years  Tom:  Mix  rode  the  range  and  J.  W.  Foley 
in  “Sunshine  and  Song”  got  his  inspiration. 
There  were  farmers  who  looked  for  the  plains 
where  ages  ago  great  inland  seas  laid  down  a 
deposit  of  silt  or  where  streams  furrowed  the 
everlasting  hills  and  ground  from  their  sides  the 
soil,  deposited  in  the  valleys  below,  that  was 
ultimately  to  yield  food  for  man  and  beast. 

Here  were  opportunities  for  satisfying  the  age- 
old  longing  for  homes,  and  never  in  all  history 
was  there  such  a response.  In  an  incredibly 
short  time  the  grazing  grounds  of  the  bison,  elk, 
and  antelope,  the  hunting  grounds  of  the  plains 
tribes,  were  transformed  into  fields  of  waving 
grain  and  dotted  with  homesteaders’  shacks. 
Homes,  however,  in  the  ordinary  sense  of  the 
word  cannot  be  made  in  a day.  It  takes  time 
to  build  houses,  till  fields,  make  roads,  and  have 
shops,  schools,  churches  and  all  that  go  into  the 
demands  of  modern  life.  This  is  especially  so 
when  the  capital  of  the  great  mass  of  the  early 
settlers  was  included  in  strong  arms,  willing 
hearts  and  an  earnest  endeavor  to  make  for  them- 
selves and  those  dependent  upon'  them,  places 
that  could  be  called  their  own,  with  the  hope 
of  a competency  in  later  years. 

It  may  therefore  be  surmised  that  hardships 
and  privations  more  or  less  acute  would  be  en- 
countered by  the  early  settlers.  Not  least  of 
their  problems  was  their  fight  against  disease. 
Although  the  new  country,  clean,  fresh,  free, 
had  in  it  originally  very  few  of  the  maladies  that 
were  common  in  the  older  settlements,  with  the 
coming  of  people  from  all  walks  of  life,  it  was 
inevitable  that  infections  of  various  kinds  would 
be  introduced. 

One  of  the  worst  of  these  was  diphtheria,  a 
disease  that  left  in  its  path  a record  of  sorrow, 
and  this  too  with  the  best  that  science  and  pro- 
fessional care  could  give.  With  none  of  the 
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; agencies  so  necessary  for  the  care  of  such  cases 
at  hand,  it  is  easy  to  see  when  an  epidemic  struck 
] a settlement,  how  helpless  the  people  were  to 
stop  its  spread  or  to  lessen  its  toll  of  lives. 
I Sympathy  and  mutual  assistance — the  great 
I stock  in  trade  of  all  pioneers — but  added  fuel 
I to  the  flame  bv  carrying  the  infection  from  one 
family  to  another.  Physicians  were  few  and 
far  between  and  the  local  health  officer  an  un- 
known quantity. 

There  is  perhaps  nothing  so  galling  to  a pro- 
1 fessional  man  as  to  be  compelled  to  hold  up  his 
hands  and  acknowledge  his  helplessness  when 
the  grim  spectre  of  disease  is  in  the  saddle. 
When  news  of  antitoxin  reached  the  West,  as 
soon  as  supplies  could  be  procured,  it  was  tried 
out ; for  the  pioneer  doctor  was  as  a rule  of  the 
progressive  type. 

One  of  these  early  practitioners  who  had 
settled  in  a small  town  in  the  eastern  part  of 
the  territory,  and  as  a matter  of  fact,  all  towms 
in  these  days  were  small,  in  common  with  his 
fellows  had  had  some  very  distressing  experi- 
ences with  the  disease  and  was  anxious  to  try 
anything  that  offered  even  a small  chance  of 
betterment.  Approaching  his  druggist  he  ex- 
pressed the  wish  that  he  might  lay  in  a stock  of 
the  new  remedy. 

“Humbug!  Another  fraud!  Mein  Gott,  look 
at  my  shelves ! Aren’t  they  full  of  ‘cures’  and 
not  one  of  them  worth  a tinker’s  whistle?” 

This  was  the  first  reaction  of  the  man  of 
drugs,  and  right  he  was  as  far  as  his  “cures” 
were  concerned ; but  the  memory  that  the 
dreaded  diphtheria  had  taken  away  his  favorite 
child  modified  his  decision,  and  a compromise 
was  agreed  to  whereby  he  was  to  be  guaranteed 
against  loss  from  dead  stock,  and  a small  supply 
was  procured.  It  was  not  long  before  an  op- 
portunity arose  to  put  it  to  the  test. 

It  was  the  last  day  of  the  year  and  arrange- 
ments were  being  made  in  the  town  to  watch 
out  the  old  year  and  to  welcome  in  the  new  one 
in  a manner  that  was  in  keeping  with  tradition. 
A messenger — it  was  before  telephones  were 
general — came  about  ten  o’clock  in  the  evening 
with  a call  for  the  doctor  to  go  to  a settler’s 
home  across  the  Red  River  about  18  miles  dis- 
tant. The  only  information  that  could  be  got 
from  him  was  that  one  of  a family  of  five  chil- 
dren had  that  day  died  of  saar  hals  (sore  throat) 
and  the  others  were  ill.  That  was  enough. 

Here  was  the  chance  the  doctor  had  been 
looking  for.  The  druggist  was  aroused,  his  stock 
of  antitoxin  procured,  a team  hitched  up  and 
i away  he  went  into  the  night.  This  was  long 
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before  Balto,  the  hero  dog  of  Nome  made  the 
dash  that  won  him  fame.  It  was  a journev 
that  would  take  under  most  favorable  conditions 
from  two  to  three  hours.  This  in  an  open  sleigh 
with  no  roads  but  prairie  trails,  with  the  mer- 
cury below  zero,  and  the  possibility  of  a storm 
coming  up  at  any  time,  and  at  midnight,  would 
ordinarily  have  made  him  think  twice  before  un- 
dertaking such  a journey,  but  on  this  particular 
occasion  all  of  the  hazards  and  drawbacks  in- 
cident to  the  trip  seemed  to  fade  into  thin  air, 
so  eager  was  he  to  get  to  his  destination.  It  was 
a beautiful  night — crisp  and  bracing.  The  wan- 
ing moon  shed  a soft  mellow  light  over  the  land 
scape  and  showed  objects  in  a semitransparent 
drapery.  Not  a breath  stirred  the  tiny  crystals 
with  which  the  air  was  filled.  All  nature  ap- 
parently had  gone  to  sleep,  so  still  and  peaceful 
was  everything.  It  seemed  that  the  will  of  the 
doctor  to  reach  his  destination  as  quickly  as 
possible,  in  some  mysterious  way  reacted  on  the 
horses,  for  without  urging  they  trotted  along 
at  a livelier  pace  than  usual,  their  shod  feet  on 
the  beaten  trail  keeping  time  with  the  jingle  of 
the  sleighbells  and  the  creaking  of  the  iron 
runners  on  the  frozen  snow.  These  were  the 
only  sounds  heardi  and  as  far  as  the  personal 
knowledge  of  the  doctor  was  concerned  they 
were  made  by  the  only  moving  things  in  the 
whole  wide  world!  The  doctor  lapsed  into  a 
reverie  as  to  what  the  conditions  might  be  that 
awaited  him  at  the  end  of  his  journey.  He 
turned  over  in  his  mind  all  the  possibilities  that 
could  arise  and  the  ways  and  means  that  could 
be  used  to  combat  the  mal-conditions  that  were 
found.  All  the  therapeutic  measures  that  had 
been  found  by  experience  or  observation  to  be 
of  service  were  gone  over  and  their  pros  and 
cons  duly  considered.  These  long  and  lonely 
trips  had  the  advantage,  as  far  as  the  patients 
were  concerned,  of  preparedness  on  the  part  of 
the  physician,  which  compensated  in  some  meas- 
ure at  least  for  the  long  time  necessary  to  get 
to  the  bed-side — for  there  was  no  time  lost  after 
reaching  the  scene  of  action  in  sizing  up  the 
case  and  deciding  what  should  be  done.  While 
thus  engaged  time  flew  “on  ange's’  wings”  and 
before  he  realized  it,  he  had  reached  the  timber 
that  lined  the  river’s  banks,  gone  down  the  de- 
cline, and  was  onto  the  road  on  the  ice.  Giant 
trees  that  had  braved  the  b’asts  of  many  winters 
stood  like  sentinels  on  guard,  to  make  the  way 
safe  for  the  traveler,  while  eerie  shadows  more 
or  less  distinct  crossed  the  path  and  lent  a tint 
of  weirdness  to  the  scene.  Following  the  wind- 
ing course  of  the  river  he  went  until  a light 
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shining  through  the  trees  attracted  his  attention. 

“There,  that’s  a light  in  the  window  for  me” 
he  said  half  aloud,  as  he  directed  his  course 
toward  it,  and(  in  a short  time  he  was  at  his 
goal.  The  house  was  of  logs  with  two  rooms 
below  and  a loft  above.  As  soon  as  the  door 
opened  the  peculiar  odor  that  came  from  the 
stuffy  rooms  told  the  tale  and  a positive  diag- 
nosis of  the  dreaded  diphtheria  was  made  before 
a patient  was  examined.  It  was  a sad  home. 
The  oldest  of  the  family  of  five,  a girl  of  ten, 
their,  first-born,  had  contracted  the  disease  a 
week  previously  and  before  the  parents  realized 
the  seriousness  of  the  case  had  passed  away. 
Three  of  those  that  were  left  had  developed 
similar  symptoms  but  the  youngest,  a nursing 
infant,  did  not  as  yet  show  any  signs  of  the  in- 
fection. The  mother,  weary  and  worn  from 
long  vigils  and  sorrowing  over  the  death  of  her 
daughter  and  fearful  for  the  others,  met  the 
doctor  at  the  door  and  grasping  his  hands  in 
hers,  uttered  an  earnest  prayer  that  he  might  be 
guided  by  Him  who  rules  the  universe  and  that 
their  remaining  children  might  he  saved  to  them. 
There  were  no  hysterics,  no  bewailing  of  their 
lot,  no  frenzied  outbursts  against  God ; but  sim- 
ply an  outpouring  of  her  heart  in  faith  to  the 
Giver  of  all  good.  The  doctor,  deeply  affected 
by  all  this,  remembered  how  many  times  he  had 
had  similar  experiences  and  how  futile  his  best 
efforts  had  often  been.  His  thoughts  turned  in- 
stinctively to  the  little  package  of  antitoxin  that 
he  had  brought  with  him  and  from  his  own  heart 
went  up  a prayer  that  it  might  be  blessed.  What 
is  it  that  replaces  fear  with  courage  and  despair 
with  hope  when  our  hearts  are  opened  to  the 
Unseen?  The  package  was  carefully  unwrapped 
and  explanations  made  as  to  what  it  was  and 
what  it  was  supposed  to  do.  It  was  divided  and 
a portion  administered  to  each  of  the  children  ; 
and  then  the  anxious  hours  of  “watchful  wait- 
ing” to  note  results.  The  doctor  resolved  to  re- 
main and  to  act  the  part  of  physician,  nurse 
and  whatever  else  seemed  necessary,  for  anti- 
toxin was  to  be  tested  and  no  handicaps  were 
to  be  left  in  its  way.  Assuring  the  parents  that 
he  would  watch  over  their  children  for  the  re- 
mainder of  the  night,  he  persuaded  them  to  re- 
tire to  their  beds  in  the  loft  for  the  rest  that  they 
so  much  needed. 

The  words  of  “Fader  Vor”  came  down  the 
stairway  and  presently  the  deep  breathing  of 
sound  sleepers  was  all  that  was  heard  and  the 
doctor  was  left  alone  to  watch  by  the  bedsides 
of  his  little  patients,  to  muse  and  ponder  and  to 
do  the  many  little  acts  that  give  comfort,  if  not 


help,  to  the  afflicted. 

Every  symptom  was  closely  watched  and  every 
change  of  condition  carefully  noted.  Hour  after 
hour  passed  and  anxious  hours  they  were.  At 
last  the  eastern  sky  shone  with  a ruddy  glow 
and  a New  Year’s  sun,  cast  its  slanting  rays 
through  the  single  window  and  illumined  the 
house.  Hope  seemed  to  enter  with  the  bright- 
ness of  the  morning,  and  when  the  parents  came 
down  the  doctor  was  able  to  inform  them  that 
conditions  were  satisfactory. 

“Gud  vejsigne  dig,  Doctor,”  (God  bless  you, 
Doctor)  said  the  mother  in  Norwegian  as  she 
murmured  a prayer  for  the  safety  and  return  to 
health  of  her  little  ones. 

It  was  now  nine  o’clock  and  a neighbor  came 
to  inquire  about  the  children  and  to  offer  help. 

“Hoo  are  a’  the  bairns  this  morning”?  were  his 
first  words. 

The  Doric  was  so  pronounced  that  the  doctor 
answered  him  in  kind  with,  “No  that  ill,”  at 
which  he  looked  astonished. 

After  being  advised  of  conditions  and  what 
was  being  done  he  said, 

“Come  awa’  wi’  me,  an’  hae  yer  br’akfast  an’ 
aiblins  a whiles  rest,  for  ye’ll  be  a’  worn  oot.” 

With  no  more  ado,  after  giving  directions,  the 
invitation  was  accepted  and  in  a few  minutes  the 
two  had  reached  the  neighbor’s  house.  The 
good  wife  met  them  at  the  door  and  after  the 
doctor  was  introduced  blurted  out, 

“Guid  preserve  me,  come  awa’  ben,”  and  lead- 
ing the  way  they  entered  a neatly  kept  although 
humble  home  and  in  due  course  all  three  were 
sitting  at  a table  enjoying  a well  served  breakfast. 
After  this  was  over  she  said, 

“Noo  ye’ll  gang  tae  bed — we  hae  only  ane  but 
ye’ll  get  in-tilt  an’  Donal’l  wauken  ye  in  time  for 
dinner.” 

Thus  provided  for,  the  doctor  retired  and 
hardly  put  his  head  on  the  pillow  when  “Nature’s 
sweet  restorer”  took  possession  and  held  sway 
till  the  farmer’s  nudge  broke  the  spell.  The 
savory  odor  of  freshly  prepared  coffee  mingled 
with  that  of  frying  bacon  made  him  think  of 
morning,  when  it  was  really  well  on  in  the  after- 
noon . 

“May  Guid  be  wi’  ye.”  said  the  good  woman 
as  the  doctor  was  about  to  take  leave,  “An’  may 
ye  hae  the  help  o’  Him  in  yer  feclit  owerby  at 
Ole’s.” 

With  that  her  apron  was  raised  to  hide  her 
face  and  to  brush  away  the  tears  that  came  as 
she  spoke,  while  Donald,  her  husband,  turned 
his  head  aside. 

The  doctor  knew  that  there  was  a grief  that 
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was  all  their  own.  When  the  outward  expres- 
sion gave  way  to  calm,  he  ventured  to  ask  what 
their  sorrow  had  been. 

“Aye,”  said  the  wife,  for  she  was  the  one  that 
spoke,  “The  same  fae  that  is  throatlin’  Ole’s 
bairns,  grippit  oor  twa, — first  wee  Hamish  and 
in  a week  later  oor  only  lassie!  We’re  nae  com- 
plainin’ for  ‘Thy  will  be  dune’  but  Donald  an’  I 
hae  been  thinkin’  that  ae  day  maybe  some  ane 
micht  be  guided  to  find  a remedy  for  the  dis- 
order, an’  if  the  prayers  o’  faithers  an’  mithers 
that  hae  lost  their  a’  count  for  onything  he  wull.” 

After  telling  them  of  what  had  been  done  and 
what  was  expected  of  the  new  remedy  the  doc- 
tor was  about  to  go. 

“Gie’s  yer  han’,”  says  Donald,  “an’  may  ye  be 
blessed  an’  guided  in  yer  wark.” 

“Aye,”  said  his  good  wife,  “an’  when  we  are 
hurlin’  this  way  again,  dinna  forget  to  ca’  in  an’ 
brak’  bread  wi’  us.  We  dinna  hae  money  o’  what 
ye  micht  ca’  luxuries  to  offer,  but  if  ye  are  willin’ 
to  tak’  pot  luck,  as  the  sayin’  is,  ye  can  aye  be 
sure  o’  a welcome  an’  a bit  of  sic  as  we  hae.” 

With  these  assurances  of  friendly  interest  and 
hospitality,  the  doctor  made  his  way  to  the  scene 
of  his  last  night’s  work,  his  heart  in  his  mouth, 
to  note  the  condition  of  the  little  patients  he  had 
left  some  six  hours  before.  As  he  entered  the 
home  a glance  into  their  faces  was  all  that  was 
needed  to  make  the  hope  that  was  smoldering 
burst  into  flame.  The  membranes  were  nearly 
gone,  the  temperatures  had  fallen,  their  skins 
were  moist,  their  pulses  improved,  their  breath- 
ing natural  and  the  expressions  on  their  faces 
alert.  The  antitoxin  had  done  its  work!  For- 
getting himself,  in  the  fullness  of  his  joy,  the 
doctor  fairly  danced  around  the  house  and 
shouted  at  the  top  of  his  voice,  “Happy  New 
Year!  Happy  New  Year!”  Ole  and  his  good 
wife  caught  the  inspiration,  took  hold  one  each 
of  the  doctor’s  hands  and  shouted,  “Ja  da! 
Glaedelig  Nyt  Aaar!  Glaedelig  Nyt  Aar!”  It 
was  truly  a “Happy  New  Year”  for  this  family, 
for  if  there  is  anything  on  earth  that  removes 
the  burden  from  parents’  hearts  and  makes  the 
world  look  good  and  beautiful,  it  is  when  their 
little  ones  are  plucked  from  the  jaws  of  death 
and  restored  to  them  in  health. 

The  doctor  did  not  forget,  however,  that  the 
enemy  he  was  fighting  was  a treacherous  one, 
liable  to  turn  and  strike  a deadly  blow  when 
seemingly  vanquished.  With  this  contingency 
in  mind  he  resolved  to  remain  another  night  so 
as  to  be  on  hand  to  checkmate  a comeback,  for 
these  were  not  the  days  when  a white-robed  nurse 
could  be  summoned  to  watch  the  flickering  flame, 
do  the  doctor’s  bidding,  or  anticipate  his  wishes. 
Ole  and  his  wife  were  again  sent  to  the  loft  for 


the  night,  fl  his  time  they  went  with  a new  hope 
in  their  hearts  and  their  prayer  was  one  of 
thanksgiving  that  their  little  ones  were  being 
spared  to  them.  The  night  passed  without  inci- 
dent and  by  morning  the  condition  of  the  pa- 
tients gave  every  assurance  of  an  early  and  com- 
plete recovery.  This  was  cheerful  news  for  Ole 
and  his  good  wife,  and  as  they  clasped  the  doc- 
tor s hand  and  said  Farvel  to  him,  gratitude 
fairly  beamed  from  their  every  feature. 

I he  problem  of  making  a living  confronts  even 
the  physician ; and  while  this  is  something  that 
must  be  reckoned  with  by  every  one,  the  doctor 
of  proper  instincts  gets  his  greatest  satisfaction, 
not  from  the  collection  of  fees,  important  as  that 
may  be,  but  from  the  services  he  renders  to  those 
who  came  to  him  for  help.  It  is  his  privilege  to 
bring  to  the  sick-room  a whiff  from  the  outside, 
an  air  of  cheer,  a look  of  courage,  a word  of 
comfort,  a message  of  hope,  and  at  times,  though 
not  so  often  as  he  wishes,  a measure  of  healing ; 
and  these  ministrations  bring  a reward  that  is 
all  their  own. 

By  day-break  the  doctor  was  on  his  way 
headed  for  home.  The  air  was  clear  and  snappy 
and  the  leafless  twigs  were  coated  with  dia- 
monds that  scintillated  and  sparkled  in  the  sun- 
shine that  glinted  across  the  pathway.  The 
horses’  breath  wreathed  their  heads  in  miniature 
clouds  that  coated  bridles  and  reins  with  crystal 
gems.  It  was  a beautiful  winter  morning,  so 
typical  of  North  Dakota.  To  the  doctor  it  ap- 
peared more  than  usually  fine  for  although  his 
work  was  strenuous  and  trying,  his  heart  was 
aglow  with  pleasant  memories  and  athrill  with 
the  possibilities  of  the  new  discovery.  It  is  jov 
in  our  work  that  makes  the  long  and  tedious 
night-watches  possible.  It  is  the  hope  of  ac- 
complishment that  spurs  on  searchers  after  truth 
— working,  plodding,  investigating,  experiment- 
ing, that  suffering  humanity  might  be  helped.  It 
is  the  spirit  of  sacrifice  that  prompts  workers  to 
place  themselves,  and  all  they  hold  dear,  on  the 
altar  of  disease  prevention  that  others,  in  a ma- 
terial sense  at  least,  “might  have  life  and  have  it 
more  abundantly.”  It  is  the  scientific  ideal 
coupled  with  the  traditions  of  their  high  calling, 
established  centuries  ago,  that  keeps  devoted 
workers  in  the  field,  ministering  to  the  needs,  the 
necessities,  and  the  comforts  of  those  who  are 
victims  of  disease. 

This  is  an  age  when  the  comradeship  of 
science,  the  quest  for  truth,  the  spirit  of  tolera- 
tion, the  kindly  heart,  the  helping  hand  and  the 
upward  urge  are  everywhere  in  evidence.  With 
the  well-being  of  humanity  as  a definite  aim,  we 
may  safely  foreshadow  for  1929  a Happier  New 
Year  than  any  that  has  preceded  it. 
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EARLY  NEUROSYPHILIS  WITHOUT  SYMPTOMS* 

By  George  N.  Ruhberg,  M.D. 

Instructor  in  Nervous  and  Mental  Diseases,  University  of  Minnesota 


ST.  PAUL, 

Marked  advances  in  the  treatment  of  neuro- 
syphilis have  been  made  during  the  last  decade 
and  a half  with  the  advent  of  salvarsan  and 
its  derivatives,  followed  by  the  refinements  of 
intraspinal  therapy,  the  discovery  of  tryparsa- 
mide,  the  using  of  bismuth,  and  the  application 
of  the  non-specific  therapy  of  malaria  and  re- 
lapsing fever.  Linder  competent  hands  the  re- 
sults have  been  encouraging.  However,  in  spite 
of  the  immense  amount  of  research  that  has 
been  done,  of  the  new  facts  that  have  been  dis- 
covered, of  the  new  forms  of  treatment  that 
have  been  widely  advocated,  neurosyphilis  prob- 
ably is  as  extensive  and  widespread  as  ever. 
Certainly  Ehrlich’s  hopes  on  the  discovery  of 
salvarsan  have  not  been  entirely  fulfilled,  while, 
on  the  other  hand,  some  authorities  believe  that 
the  more  serious  form  of  neurosyphilis  has  be- 
come more  prevalent  since  its  advent. 

Probably  the  most  important  question  in  con- 
sidering the  problem  of  neurosyphilis  is  the  time 
and  method  of  involvement  of  the  C.N.S.  It 
is  becoming  more  evident  that  the  nervous  sys- 
tem is  involved  sooner  than  was  formerly  held 
to  be  true,  and,  secondly,  that  neurosyphilis  is 
more  intimately  bound  up  with  generalized  and 
other  forms  of  syphilis  than  has  hitherto  been 
suspected.  This  cpiestion  of  early  involvement 
of  the  central  N.S.,  its  diagnosis,  prognosis  and 
treatment  will  be  briefly  considered. 

In  the  primary  stage,  even  before  the  Wasser- 
rnann  reaction  in  the  blood  has  become  positive, 
a lymphocytosis  may  be  observed  in  the  cerebro- 
spinal fluid  in  a small  percentage  of  cases.  The 
frequency  of  the  pathological  change  increases 
in  direct  proportion  from  the  time  of  infection 
up  to  approximately  eighteen  months.  At  first 
it  is  a meningeal  reaction  with  increase  in  cells 
and  globulin  in  the  spinal  fluid,  followed  by  the 
increasing  incidence  of  a positive  Wassermann 
reaction.  Filder,  Maitland,  and  Parnell  found 
the  following  pleocytosis  in  1,314  cases  of  early 
syphilis,  which  had  received  no  treatment  or 
very  little  treatment : 

Fluid 

Type  No.  Pleocytosis  Wass. 

Primary — 

(Blood  W.R.,  neg.)  144  21  (14%)  0 


♦Presented  at  the  Forty-first  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D..  May  23  and  24,  192S. 


MINNESOTA 
Late  primary — 

(Blood  W.  R.,  Post.)  371  80  (21%)  12  (3%) 

Secondaries  present  or 
history  of — 

(W.  R„  post,  up  to  18/12)  512  160  (30%  35  (6%) 

The  results  of  independent  studies  by  Fordvce 
and  Mooqe  to  determine  the  time  of  invasion 
of  the  C.N.S.  are  as  follows : 

Fordyce  Moore 

Duration  in  months  Per  cent  abnormal  Per  cent  abnormal 


0-3 

9 

12.5 

4-6 

17.3 

15.1 

7-9 

25 

26.6 

10-12 

34.10 

28.5 

13-15 

26.5 

16-18 

40.6 

32.4 

19-21 

25 

22-24 

28.5 

20.0 

i this  evidence 

of  earlv 

nervous  involve- 

ment  before  us,  it  is  desireable  to  try  and  visual- 
ize what  takes  place  early  in  this  infection. 
Brown  and  Pearce  have  shown  experimentally 
that  after  the  initial  infection,  spirochetes  may 
be  secured  from  the  heart,  blood,  and  lymph 
glands  of  rabbits  within  a few  days.  Dissemina- 
tion of  the  organism  probably  takes  place  from 
the  lymphatic  system  to  the  peripheral  blood 
stream.  From  the  blood  stream  they  seek  more 
favorable  surroundings,  and  after  a second  period 
of  incubation  in  their  new  locations  the  tissues 
react  with  the  secondary  outbreak.  At  this  time 
the  immune  reaction  takes  place.  With  the  re- 
gression of  the  secondary  lesions,  the  vast  ma- 
jority of  organisms  are  killed  by  those  natural 
defenses.  This  immunity  may  prevent  the  or- 
ganisms harboring  in  the  lymph  glands  from 
being  thrown  off,  or  it  may  destroy  those  that 
later  escape  from  these  foci.  The  duration  of 
this  process  varies  from  three  to  twelve  months, 
and  from  then  on  the  disease  is  latent  and  un- 
recognized for  many  years,  until  the  active  symp- 
toms of  neurosyphilis,  such  as  the  mental  de- 
terioration of  paresis,  or  as  the  physical  ruin  of 
tabes  becomes  evident.  That  the  natural  im- 
munity of  most  patients  is  successful  in  dealing 
spontaneously  with  neurologic  invasion  is  evi- 
denced by  the  comparatively  small  number  of 
cases  of  clinical  neurosyphilis  developing. 

Considering  the  fact  that  the  blood  stream  is 
involved  within  a few  days  after  infection,  it 
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is  probably  true  that  the  C.N.S.  is  also  involved 
| in  the  majority  of  cases  by  vascular  routes. 
| Marinesco,  Minea,  Steiner,  and  others  have  dem- 
onstrated treponema  pallidum  in  the  spinal  fluid 
| of  early  syphilitics  with  otherwise  normal  fluids, 
and  Brown  and  Pearce  have  demonstrated  the 
organism  in  the  spinal  fluid  of  recently  infected 
j rabbits.  Quoting  Brown  and  Pearce  regarding 
local  immunity,  “It  has  been  suggested  that  all 
tissues  are  not  equally  protected  by  the  general 
reaction  which  occurs  during  the  early  stages  of 
a syphilitic  infection,  and  that  certain  tissues 
which  fail  to  receive  this  protection,  although 
less  susceptible  to  injury  or  infection  than  other 
tissues,  may  be  capable  of  only  slight  degree  of 
J self-protection.  This  is,  undoubtedly,  the  case 
in  the  experimental  animal,  and  if  similar  condi- 
tions obtain  in  man,  such  conditions  as  neuro- 
syphilis might  be  explained  on  that  basis.” 

Bearing  these  facts,  and  the  evidence  to  sup- 
port them,  in  mind,  it  is  readily  recognized  that 
the  problem  of  neurosyphilis  begins  early.  It  is 
, our  belief  that  it  is  the  duty  of  the  practitioner 
towards  his  patient  to  determine  whether  that 
problem  exists  or  not.  A simple  spinal  fluid 
examination  after  three  or  more  courses  of  treat- 
ment will  determine  this  in  practically  all  cases. 
We  believe  that  this  should  also  be  done  before 
discharging  the  patient  as  cured,  and  also  when- 
ever possible  to  re-examine  again  after  a year’s 
probation  following  treatment.  If  this  ideal  situ- 
ation existed  in  all  cases  of  acute  syphilis,  we 
believe  that  practically  100  per  cent  of  the  cases 
of  neurosyphilis  would  be  diagnosed  at  that  time. 
We  have  found  Moore’s  classification  valuable  in 
considering  treatment  and  prognosis.  It  is  not 
my  desire  to  go  into  details  concerning  this,  but 
merely  to  state  that  we  can  quite  accurately  de- 
termine in  the  majority  of  cases  those  that  will 
react  to  the  ordinary  means  of  treatment  and 
those  that  will  not. 

He  divides  these  spinal  fluids  into  three 
groups.  The  first,  shows  merely  a slight  in- 
crease in  cells  and  globulin.  The  second,  a 
moderate  increase  in  cells,  globulin,  a positive 
Wassermann  only  to  a large  amount  of  fluid 
and  a leuetic  gold  curve.  The  third,  a marked 
increase  of  cells,  globulin  a + 4-4-  + positive 
Wassermann  and  a paretic  curve.  This  division 
is  not  absolute,  because  a fluid  may  show  an 
early  examination  group  I and  later  group  II  or 
III.  For  this  reason  it  is  more  practical  to  do 
a spinal  puncture  late  in  the  course  of  treat- 
ment. The  ordinary  form  of  treatment  suffices 
for  group  I.  For  group  II  this  may  also  hold 
true,  but  usually  more  intensive  and  prolonged 


treatment  is  necessary,  and  in  a few  of  these 
intraspinal  therapy  may  be  needed.  It  is  in 
group  III  with  the  four  plus  Wassermann  and 
paretic  curve  that  all  former  methods,  includ- 
ing intraspinal  therapy,  fail.  That  the  newer 
forms  of  therapy  of  tryparsamide  and  malaria 
will  give  a better  result  on  the  whole,  I am  quite 
certain. 

Roughly  speaking,  about  70  per  cent  of  syphi- 
lis cases  recover  under  little  and,  from  a prac- 
tical standpoint,  inadequate  treatment.  Thirty 
per  cent  will  be  found  more  resistive,  and  in 
this  group  about  3 per  cent  will  be  total  failures. 
Generally  speaking  this  has  been  the  result.  In 
treating  this  disease  we  should  remember  the 
30  per  cent  and  be  guided  thereby  in  our  lab- 
oratory findings.  The  incidence  of  early  neuro- 
syphilis is  the  strongest  argument  in  favor  of 
adequate  treatment  of  all  cases.  Unless  treat- 
ment is  continuous  over  a comparatively  long 
period  of  time,  no  marked  effect  is  apparent. 
One  or  two  courses  of  arsphenamine,  with  or 
without  mercury  or  bismuth,  accomplishes  little. 
It  is  only  after  three  or  more  courses  of  regular 
treatment  will  decided  results  begin  to  be  ob- 
tained. The  effect  of  lapsed  or  inadequate 
treatment  has  a tendency  to  increase  the  inci- 
dence of  neurosyphilis,  and  Moore  has  further 
shown  that  this  increase  takes  place  mostly  in 
the  more  resistive  and  serious  forms  of  group 
II  and  III. 

This  is  illustrated  in  a man  who  first  con- 
sulted us  in  June,  1925,  complaining  of  headaches 
and  nervous  spells.  During  these  spells  his 
right  hand  shook  a little  and  he  stated  he  could 
not  control  it  as  well  between  spells.  He  did  not 
feel  quite  up  to  par,  tired  easily,  and  believed 
that  business  worries  and  the  strain  incidental 
to  a business  reorganization  was  probably  the 
cause.  His  pupils  were  found  somewhat  slug- 
gish to  light,  the  left  knee-jerk  was  slightly  in- 
creased over  the  right.  Otherwise  physical  ex- 
amination was  negative.  His  spinal  fluid  showed 
cells  45,  globulin  + + ; Wassermann + + ; Coll. 
Gold  2244321000.  Blood  Wassermann,  nega- 
tive. He  admitted  a rather  indefinite  history  of 
a primary  sore  four  years  ago,  with  practically 
no  treatment,  except  medication  by  mouth.  He 
was  given  two  courses  of  arsphenamine  and  one 
of  tryarsamide  with  prompt  disappearance  of  his 
subjective  symptoms.  He  then  allowed  his  treat- 
ment to  lapse.  We  saw  him  again  in  December, 
1927.  He  had  no  symptoms  and  felt  well.  His 
spinal  fluid,  however,  showed  a marked  patho- 
logical increase.  Wassermann  was  + + + + ; 
Coll.  Gold  5555554000;  Cells  18;  Nonne  + + ; 
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Blood  Wassermann  negative.  He  is  now  a 
definite  group  III,  which  will  yield,  if  at  all, 
only  to  the  most  persistent  and  prolonged  ther- 
apy. He  is,  undoubtedly,  a pre-paretic  case,  al- 
though in  justice  to  the  patient,  we  do  not  make 
the  diagnosis  of  paresis  sine  paresi. 

While  the  majority  of  these  cases  are  with- 
out characteristic  symptoms,  yet  generalized 
symptoms,  such  as  headaches,  giddiness,  vague 
aches  and  pains,  weakness,  and  lassitude  may 
be  present  and  may  suggest  the  possibility  of 
nervous  involvement  to  the  physician.  These 
are  symptoms  that  could  be  present  in  any  in- 
fection. Pupillary  findings,  such  as  sluggish  re- 
action to  light,  slight  inequality  or  irregularity, 
myosis  or  mydriasis  may  also  be  occasionally 
noted.  A persistently  positive  blood  Wasser- 
mann reaction  in  a treated  patient  may  also 
furnish  a clue  of  neurologic  invasion.  In  this 
connection  the  worthlessness  of  a negative  blood 
Wassermann,  in  ruling  out  nervous  involvement, 
cannot  be  too  greatly  emphasized. 

Mrs.  J.  B.,  aged  35,  a married  woman,  was  re- 
ferred to  my  associate,  Dr.  Sweeney,  November  10, 
1924,  complaining  of  giddiness,  generalized  aches 
in  the  body  and  extremities,  and  weakness.  No 
history  of  rash  or  primary  sore.  Blood  Wassermann 
was  +d — b ; spinal  fluid  Wassermann -J — | — f-;  Cells 
36;  Glob.  +;  Coll.  Gold  1123310000.  She  developed 
an  extensive  dermatitis  after  the  second  dose  of 
neo-salvarsan,  but  promptly  recovered  after  two  in- 
jections of  hyposulphite  of  soda.  She  then  received 
two  months’  course  of  mercury  inunctions  followed 
by  a course  of  eight  doses  of  tryparsamide.  Her 
subjective  symptoms  left  her,  she  gained  twenty 
pounds  in  weight,  and  still  being  ignorant  of  her 
affliction  she  discontinued  regular  treatment  against 
advise. 

On  August  26,  1927,  her  spinal  fluid  Wassermann 
was  ++  + ; Coll.  Gold  0001110000;  Kahn+  + +; 
no  cells;  Glob,  negative;  blood  Wassermann  nega- 
tive. On  obtaining  this  finding  her  husband  co- 
operated, and  she  resumed  treatment. 

This  case  illustrated  again  the  worthlessness 
of  a negative  blood  Wassermann  in  nervous  in- 
volvement. This  woman  has  been  markedly  im- 
proved serologically  and  clinically  cured.  It  il- 
lustrated again  the  value  of  spinal  fluid  checking 
in  determining  a cure.  It  is  a group  II  case 
and  is  only  one  example  of  many  of  the  30 
per  cent  that  need  more  intensive  treatment  to 
secure  satisfactory  results. 

I am  not  willing  to  state  that  a patient  made 
clinically  well  and  serologically  negative  will 
never  have  a return  of  neurosyphilis,  but  I am 
willing  to  state  that  such  a patient  has  a far 
better  chance  of  remaining  permanently  well 
than  one  who  has  made  a clinical  recovery  but 
still  has  a pathological  spinal  fluid. 


It  should  be  realized  that  these  cases  do  not 
come  to  the  neurologist  until  relatively  late  in 
the  course  of  the  disease.  They  are  treated  by 
the  general  practitioner,  as  a rule.  It  lies  with 
him  whether  our  results  in  treating  this  dread 
disease  will  be  improved  or  not.  Much  remains 
to  be  learned.  Enough  study  has  not  been  done 
in  following  up  these  early  cases  to  determine 
their  later  history.  A good  start  has  been  made 
during  the  last  eight  years,  but  the  general  pro- 
fession still  seems  not  to  be  cognizant  of  many 
of  the  fundamental  aspects  of  this  disease. 
Nothing  new  is  offered  in  this  paper.  It  is  pre- 
sented from  the  standpoint  of  the  neurologist 
who  is  intimately  acquainted  with  the  ruin  and 
disaster  that  so  often  shadow  these  patients.  Its 
object  is  to  again  reiterate  to  the  profession  that 
neurosvphilis  begins  early ; that  every  case  should 
be  treated  thoroughly  and  routinely  with  this  in 
mind,  and  that  spinal  fluid  examination  should 
always  be  done  before  discharging  a patient  as 
cured.  By  doing  this  it  is  possible,  in  our  opinion, 
to  reduce  its  incidence  from  the  present  25  per 
cent  to  the  irreducible  minimum.  If  this  could 
be  done  the  benefits  to  the  patient  and  community 
are  self-evident. 

DISCUSSION 

Dr.  A.  M.  Guest  (Jamestown,  N.  D.):  Dr.  Ruhberg 
has  favored  us  with  a splendid  contribution  on  the 
treatment  of  early  neurosyphilis  in  demonstrating 
the  fact  that  the  central  nervous  system  is  involved 
earlier  than  the  practitioner  thought  a few  years 
ago. 

Too  much  cannot  be  said  about  the  early  treat- 
ment of  this  disease  and  the  importance  of  an  ex- 
amination of  the  spinal  fluid  before  discharging  the 
patient.  I believe  under  the  newer  forms  of  treat- 
ment there  has  been  a reduction  in  the  number 
who  have  been  infected  with  syphilis  and  who  enter 
the  mental  hospitals.  Of  course,  someone  is  going 
to  say  there  are  a great  many  in  these  hospitals 
who  are  suffering  with  neurosyphilis,  which  is  true, 
but  one  must  remember  that  it  is  only  a few  years 
since  the  taking  of  the  Wassermann  test  was  es- 
tablished as  a routine  measure  in  these  hospitals. 

The  examination  of  the  blood  of  patients  in  the 
State  Hospital,  of  which  I have  charge,  shows  a re- 
duction in  the  number  of  positive  reactions  for 
syphilis  each  year.  In  1920  there  were  7 per  cent 
giving  positive  blood  Wassermann  reactions,  and 
in  1927  only  4 per  cent. 

I wras  particularly  interested  in  that  part  of  Dr. 
Ruhberg’s  paper  where  he  states  that  he  is  able  to 
get  a negative  reaction  on  the  spinal  fluid  under 
treatment,  for  we  have  been  able  to  get  but  one. 
This  man,  however,  suffered  from  a mental  condi- 
tion aside  from  his  neurosyphilis.  The  percentage 
is  quite  small  in  this  type  of  cases  where  we  have 
involvement  of  the  central  nervous  system  and  some 
form  of  psychosis  present,  the  psychosis  clearing  up 
under  ordinary  treatment  for  that  particular  Horm 
of  psychosis. 
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I wish  for  a moment  to  go  over  the  matter  of 
| the  World  War  veterans  treated  in  our  hospital. 
I Something  over  100  have  been  treated  there,  and 
1 we  have  found  one  who  was  infected  with  syphilis. 
I This  is  probably  very  largely  due  to  the  use  of 
prophylaxis  in  the  service,  which  was  quite  rigidly 
enforced.  Also,  if  a man  developed  syphilis  during 
[ the  war  this  was  recognized  early,  and  he  was 
treated  at  once.  The  one  case  in  which  we  found 
J syphilis  was  a paranoid  condition  which  was  not 
due  to  that  disease.  Spinal  fluid  tests  are  not  made 
j in  all  cases;  only  where  the  mental  symptoms 
warrant  the  suspicion  that  they  are  due  to  syphilis 
do  we  test  the  spinal  fluids.  About  half  of  the  cases 
in  the  last  year  had  nothing  to  do  with  syphilitic 
infection.  Some  of  them  showed  evidences  of  neuro- 
syphilis,  but  there  were  no  mental  symptoms  to  bear 
out  the  physical  and  neurological  findings.  The  in- 
sanity was  of  some  other  type  aside  from  syphilitic 
infection. 

We  have  used  neosalvarsan,  arsphenamine,  bismuth, 
and  tryparsamide,  and  have  gone  back  to  neosalvar- 
san, as  it  is  cheaper  to  administer,  and  the  results 
have  been  equally  good.  Of  course,  my  experience 
has  been  limited  as  to  the  treatment  of  the  early 
cases,  since  the  largest  number  of  patients  coming 
to  us  have  advanced  cases  and  are  not  cases  where 
the  date  of  infection  can  be  learned,  ranging  from 
twelve  and  a half  to  twenty-five  years,  which  prob- 
ably accounts  for  our  not  being  able  to  get  a nega- 
tive spinal  fluid  after  a negative  blood  reaction  has 
been  obtained  after  a prolonged  period  of  intensive 
treatment  with  mercury  and  salvarsan.  We  have 
not  used  malarial  therapy  because  of  the  small  num- 
ber of  cases  we  have  had.  In  one  instance  I was 
preparing  to  send  the  patient  to  Rochester  for  this 
treatment,  but  he  died  before  I could  get  him  there. 
I was  glad  to  hear  Dr.  Ruhberg  say  he  could  cure 
all  types  of  neurosyphilis. 

I wish  particularly  to  stress  the  point  of  early 
diagnosis  of  syphilis  among  the  general  practitioners 
and  the  intensive  treatment  and  follow-up  system 
of  patients  who  have  been  treated  for  syphilitic  in- 
fection. 

I have  enjoyed  hearing  this  excellent  paper. 

Dr.  John  Crawford  (New  Rockford,  N.  D.):  Re- 
garding the  various  laboratory  tests  for  syphilis, 


they  are  impossible  for  most  of  the  men  outside  of 
state  laboratories.  I think  if  a man  studies  syphilis 
and  knows  the  clinical  symptoms  he  will  need  very 
few  spinal  fluid  Wassermann  reactions,  except  for  a 
confirmatory  diagnosis.  Dr.  Ramsey  stressed  this 
some  years  ago,  that  the  Wassermann  test  is  only 
confirmatory.  I think  syphilis  is  the  most  far-reach- 
ing disease  we  have  to  deal  with,  and  if  we  know 
syphilis  all  the  rest  of  medical  knowledge  can  be  added 
thereto.  There  is  no  neurosyphilis  without  clinical 
manifestations.  If  you  know  syphilis  there  will  be 
plenty  of  clinical  manifestations  without  the  Wasser- 
mann reaction,  the  colloidal  gold  test,  and  so  on. 
Many  railroad  wrecks,  many  disasters  of  all  sorts, 
and  many  financial  wrecks  are  due  to  syphilis.  If 
we  look  for  the  frozen  syphilitic  pupils  and  macules 
on  the  body  without  any  apparent  cause  we  need 
not  resort  to  the  laboratory  except  for  confirma- 
tion. The  treatment  of  syphilis  and  the  prevention 
of  syphilis  and  neurosyphilis  are  possible  if  we  will 
study  the  clinical  manifestations  of  syphilis  and 
treat  them  persistently.  If  we  will  do  this  the  num- 
ber of  patients  who  go  to  Dr.  Guest  will  be  much 
less,  railroad  accidents  will  be  fewer,  and  the  great 
financiers  who  go  to  pieces  so  often  with  the 
grandiose  ideas  will  be  fewer. 

Dr.  Ruhberg  (closing):  I wish  to  thank  the  gentle- 
men for  their  discussion.  More  than  once  I have 
experienced  the  chagrin  of  a mistaken  diagnosis  by 
failure  to  make  a spinal  fluid  examination.  How- 
ever, I have  seen  the  same  mistake  made  on  numer- 
ous occasions  by  clinicians  more  experienced  than  I. 

It  is  my  purpose  in  presenting  this  paper  to  re- 
mind you  again  that  early  neurosyphilis  does  not 
mean  loss  of  knee  reflexes,  Argyll  Robertson  pupils, 
and  other  signs  which  would  make  its  presence  self 
evident.  Dr.  Crawford  is  right  in  maintaining  that 
many  cases  could  be  diagnosed  earlier  by  a careful 
examination.  I believe  that  doctors  make  more 
mistakes  in  diagnosis  by  omission  than  by  com- 
mission, and  this  is  particularly  true  in  early  neuro- 
syphilis.  However,  many  of  these  cases  during  their 
early  stages  have  only  slight  subjective  symptoms, 
such  as  could  go  with  any  subacute  infection.  With- 
out a spinal  fluid  examination  in  these  suspected 
cases,  an  injustice  is  often  done  the  patient  in  tak- 
ing either  a positive  or  negative  stand. 
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C.  O.  Maland,  M.D.  A.  E.  Benjamin,  M.D. 

J.  H.  Simons,  M.D.  F.  L.  Adair,  M.D. 


MINNEAPOLIS. 

By  C.  O.  Maland,  M.D. 

1.  Cardiac  disease  in  pregnancy:  A case  of 
mitral  stenosis.  Discussion  of  management  of 
pre-natal  period  and  delivery. 


MINNESOTA 

The  case  is  that  of  L.  R.,  aged  23,  housewife,  ad- 
mitted 9/6/28. 

P.  C. — 1.  Pregnancy  at  8)4  months. 

2.  Dyspnea  on  exertion. 

3.  Fainting  spells. 

4.  Edema  of  ankles. 
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F.  H. — Father  died  at  35  of  heart  trouble. 

P.  H. — Had  measles  and  scarlet  fever  at  6 years; 
diphtheria  at  8 years;  rheumatic  fever  at  10;  chorea 
at  11;  rheumatic  fever  at  15,  18,  and  20  years.  Ton- 
sillectomy done  twice.  Appendectomy  December 
22,  1927,  during  present  pregnancy.  Therapeutic 
abortion  advised  at  this  time.  Has  had  cardiac 
trouble  since  last  attack  of  rheumatic  fever. 

Previous  pregnancies:  1924,  no  trouble;  1925,  dys- 
pnea and  fainting  spells;  1927,  edema,  dyspnea,  faint- 
ing spells,  and  in  bed  a great  part  of  the  time. 
Labors  all  spontaneous.  No  disturbances  during 
puerperia. 

P.  I. — Last  menstrual  period  December  11,  1927. 
Quickening  April,  1928.  Date  of  expected  confine- 
ment September  17,  1928.  Present  pregnancy — spots 
before  eyes  during  entire  pregnancy.  Fainting  spells 
and  dizziness  during  last  trimester.  Came  to  pre- 
natal clinic  September  4,  1928.  Diagnosis  of  mitral 
stenosis  with  regurgitation  made.  Referred  to  medi- 
cine and  sent  from  there  into  hospital. 

Physical  examination:  Heart  percusses  in  mitral 
shape  with  definite  dilatation  to  left  in  2d  and  3d 
interspaces  and  to  right  in  4th  and  5th.  Left  border 
out  very  little  and  partly  probably  due  to  pregnancy. 
Shape  is  that  of  a mitral  stenosis.  First  sound  at 
apex  loud  and  slapping  and  preceded  by  pre- 
systolic  murmur.  No  systolic  murmur.  Second 
sound  reduplicated  and  followed  by  rumbling  dias- 
tolic murmur,  not  as  loud  as  pre-systolic.  Pulse 
regular  and  full.  No  edema  of  lungs.  Right  dia- 
phragm 1-2  cm.  higher  than  left.  No  enlargement 
of  liver.  Patient  not  very  dyspneic.  No  evidence 
of  decompensation. 

Vital  capacity  2,100  c.c.,  9/7/28.  2,400  c.c.,  9/28/28. 
Abdomen — fundus  uteri  3 cm.  below  xiphoid.  Breech 
in  fundus,  back  on  left,  small  parts  right,  head 
floating  above  pelvic  brim.  Rectal — no  dilatation 
or  effacement.  Extremities — no  edema. 

Laboratory — Hgb.,  65  per  cent.  R.  B.  C.,  3,160,000. 
W.  B.  C.,  6.900.  Urine,  negative.  Wassermann,  neg- 
ative. 

Blood  pressure,  112/72. 

Course  in  hospital:  9/7/28  had  few  mild  uterine 
contractions,  but  no  real  labor  pains. 

September  25,  1928,  normal  delivery  with  no  com- 
plications accompanying  or  following  labor.  She 
remained  in  the  hospital  until  10/6/28  when  she 
signed  out  against  advice. 

Organic  heart  disease,  especially  mitral  steno- 
sis, is  a serious  complication  in  pregnancy.  It 
is  possible  by  careful  ante-natal  care  to  recog- 
nize untoward  symptoms  early,  and  to  treat  the 
patient  properly.  These  patients  should  be 
grouped  according  to  the  amount  of  work  they 
can  do  without  sustaining  a break  in  compensa- 
tion. Pregnancy  is  generally  well  tolerated,  and 
therapeutic  abortion  is  rarely  indicated.  De- 
compensation and  collapse  often  occur  following 
the  second  stage  of  labor. 

Cardiac  failure  during  pregnancy  usually  de- 
velops slowly.  It  may  appear  suddenly,  how- 
ever, following  exercise.  Early  signs  are  in- 
creased pulse  rate,  lowered  vital  capacity  read- 


ings, lowered  exercise  tolerance  tests,  appearance 
of  moist  rales  at  the  bases  of  the  lungs  poste- 
riorly. Late  symptoms  are  edema  of  extremities, 
enlarged  liver,  bloody  sputum,  and  cyanosis.  It 
is  a very  difficult  and  serious  problem  to  carry 
a patient  to  full  term  if  congestive  failure  oc- 
curs prior  to  the  sixth  month  of  gestation.  Man- 
agement depends  largely  uponi  the  cardiac  re- 
serve. If  there  is  a tendency  to  failure  as  re- 
vealed by  the  early  symptoms  mentioned  above, 
absolute  rest  in  bed  is  indicated,  with  or  with- 
out administration  of  digitalis.  If  the  cardiac 
reserve  can  be  improved,  it  might  be  well  to  con- 
sider the  induction  of  premature  labor  prefer- 
ably at  eight  months  gestation.  Each  case  must 
be  decided  on  its  own  merits.  As  for  instance, 
multiparity. 

A period  of  rest  treatment  from  four  to  six 
weeks  prior  to  labor  is  advisable.  Likewise,  long 
rest  treatment  is  indicated  after  delivery.  No 
doubt  rest  treatment  has  averted  congestive  heart 
failure.  Should  congestive  failure  occur  during 
labor,  use  strophanthin  or  digitalin  intravenously. 
The  second  stage  of  labor  might  be  shortened 
by  the  judicious  use  of  the  forceps,  thus  relieving 
the  patient  of  the  respiratory  and  cardiac  strain 
incident  to  this  stage  of  labor.  Cesarean  section 
might  have  a limited  field  of  usefulness. 


By  J.  H.  Simons,  M.D. 

2.  Incarcerated  pregnant  uterus : A case  of 
four  months  pregnancy  with  incarceration  of 
uterus.  Differential  diagnosis  between  this  con- 
dition and  extra-uterine  pelvic  tumor. 

The  case  is  that  of  M.  E.  aged  24,  admitted  August 
28.  1928. 

P.  C. — Weakness,  vaginal  bleeding,  pain  in  lower 
abdomen,  backache. 

P.  I.— Last  menstrual  period,  June  7,  which  was 
not  normal  in  character.  Patient  believed  she  was 
pregnant  and  attempted  to  induce  an  abortion  two 
weeks  ago  by  injecting  turpentine  and  water  into 
the  cervix.  Marked  hemorrhage  occurred  before 
entrance  to  hospital,  but  she  was  temperature  free 
and  complained  of  feeling  very  weak. 

P.  H. — Negative.  Two  normal  pregnancies,  1924 
and  1926. 

Physical  examination:  Negative  except  pelvis. 

External  genitals  negative;  no  bleeding  at  present, 
cervix  soft,  large,  marked  passive  congestion,  points 
downward  and  slightly  backward;  pelvis  filled  with 
soft  mass  and  palpable  above  symphysis  to  one-third 
distance  to  umbilicus.  This  mass  is  immobile,  tender 
and  fluctuant. 

Laboratory— 8/29,  Hgb.,  86;  R.  B.  C.,  4.200,000; 
W.  B.  C.,  9,750;  sedimentation  time,  8 hours;  9/7, 
Hgb.,  67;  R.  B.  C„  3,400,000;  W.  B.  C.,  11,700. 

This  history  points  to  a pregnancy  with  an  at- 
tempted abortion;  the  abortion  did  not  develop,  but 
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she  (lid  have  sufficient  severity  of  pelvic  symptoms 
to  require  hospitalization.  A provisional  diagnosis 
was  then  made  of  incarcerated  retroflexed  pregnant 
uterus.  There  was  an  impression  that  cervix  could 
well  be  the  uterus  as  its  supravaginal  portion  corre- 
sponded to  the  size  of  a small  corpus  and  that  the 
I incarcerated  mass  might  be  ovarian  cysts  involving 
enough  ovarian  tissue  to  produce  the  amenorrhea. 

; To  clear  up  the  situation  the  following  diagnostic 
procedures  were  performed:  8/31,  plate  of  pelvis — 
' dense  mass  filling  lesser  pelvis.  Suggests  uterus, 
i No  fetal  parts  seen. 

September  6,  Cystogram — injection  of  sodium 
| iodide  solution.  “Semilunar  depression  of  superior 
surface  of  bladder,  such  as  is  seen  in  generalized  en- 
largement of  uterus.  No  evidence  of  pressure  from 
adnexal  regions.” 

September  13,  Lipiodol  injection  of  cervix — 
“Lipiodol  enters  only  the  cervix  and  spreads  later- 
ally forming  a semilunar  disc-like  shadow.  The 
, linear  lateral  shadows  suggest  fetal  membranes  sep- 
arated by  the  injected  material.”  Diagnosis:  Preg- 
nancy. 

This  injection  was  made  under  low  pressure  with 
| the  rubber  cone  attached  to  catheter  near  the  tip, 
in  order  to  prevent  injury  to  the  membranes. 

This  patient  left  the  hospital  against  advice  and 
was  operated  on  at  another  hospital  and  died  sub- 
sequently. 

Incarcerated  uterus  is  a rare  complication  of 
pregnancy  in  spite  of  the  fact  that  many  pregnant 
uteri  are  retroverted  or  retroflexed  during  a por- 
tion of  the  first  trimester.  As  a rule  a retro- 
verted pregnant  uterus  undergoes  spontaneous 
rectification  or  occasionally  requires  manual 
manipulation  to  restore  it  to  a normal  position. 
Operative  procedure  is  limited  to  a few  which 
have  existed  for  more  than  three  months. 
Spontaneous  rectification  early  in  the  first  tri- 
mester comes  about  in  changes  in  bodily  posi- 
tion tending  to  throw  the  fundus  forward ; in- 
creased urinary  frequency  favors  a relatively 
empty  bladder  and  consequently  removes  it  as 
an  obstacle;  if  the  uterus  at  this  early  stage 
does  become  anteriorly  placed  intra-abdominal 
pressure  tends  to  maintain  this  position. 

Approaching  the  third  month  of  pregnancy 
spontaneous  rectification  is  less  frequent,  due 
to  the  marked  increase  in  weight  of  the  organ 
and  consequently  its  resistance  to  change  in  po- 
sition. When  the  pelvis  becomes  quite  full  of 
pregnant  uterus,  that  is,  at  three  and  one-half 
to  four  months,  sacculation  may  occur,  growth 
extending  from  the  anterior  portion  of  uterus 
finally  lifting  itself  out  of  the  pelvis. 

Incarceration  is  favored  by  a large  sacral 
promontory,  marked  sacral  curve  of  old  or  re- 
cent adhesions  to  posterior  surface  and  fundus 
of  uterus.  Characteristic  symptoms  develop 
such  as  pain  in  pelvis,  and  disturbance  of  blad- 
der and  rectal  function.  Complete  bladder  ob- 


struction, dribbling  cystitis  or  necrosis  may  oc- 
cur in  neglected  cases. 

Differential  diagnosis  includes  incarceration  of 
an  ovarian  cyst  or  fibroids  behind  a gravid  or 
non-gravid  uterus  and  extra-uterine  gestation 
with  hematocele.  Ovarian  cysts  if  bilateral  will 
cause  amenorrhea  but  cervix  is  displaced  for- 
ward, not  tilted.  Usually  fibroids  give  a history 
of  menorrhagia. 

In  extra-uterine  pregnancy  the  history  of  ab- 
dominal pain  at  time  of  rupture  and  the  differ- 
entiation of  a uterus  and  possibly  an  enlarged 
tube  in  the  fluctuant  hematocele  should  be  easy. 

Prevention  of  incarceration  can  be  obtained 
by  early  examination,  suspicion  of  bladder  and 
rectal  disfunction,  restoration  of  normal  position 
before  three  and  one-half  months  of  pregnancy. 
Bimanual  manipulation,  with  pessary  if  neces- 
sary, usually  suffices.  Advanced  cases  require 
anesthesia,  tenaculum  on  cervix  with  downward 
traction  combined  with  cul-de-sac  or  rectal  fin- 
ger pressure.  An  adherent  incarcerated  uterus, 
when  traction  and  pressure  fail,  demands  opera- 
tive interference,  usually  abdominal,  and  in  the 
event  that  replacement  cannot  be  effected,  hys- 
terotomy is  indicated. 


By  A.  E.  Benjamin,  M.D. 

3.  Case  of  membranous  pericolitis  with  ad- 
hesions: Discussion  of  a case  presenting  symp- 
toms of  partial  obstruction. 

The  case  is  that  of  M.  W.,  aged  22,  admitted  to 
the  medical  service  9/10/28. 

P.  C.— Pain  in  right  side  from  pelvis  to  costal 
margins.  Pain  in  left  lower  quadrant  four  months. 
Pain  after  eating.  Dysuria  and  frequency.  Consti- 
pation. 

P.  I. — Pain  in  right  side  present  last  3-4  years, 
extends  well  up  to  rib  margin,  most  marked  15-20 
minutes  after  meals.  Dysuria  and  frequency  oc- 
casionally since  birth  of  baby  one  year  ago.  Mark- 
edly constipated.  Had  no  bowel  movement  for  4-5 
days.  Cramps  during  that  time  and  occasional 
vomiting — relief  only  with  cathartics.  Generalized 
pain  in  pelvis. 

P.  H. — Appendectomy  3jd  years  ago.  One  normal 
pregnancy  one  year  ago. 

Physical  examination:  McBurney  scar,  tenderness 
right  of  umbilicus,  pelvis  to  costal  margin.  Pelvic 
examination  3°  retroversion;  probably  adhesions. 
Exploratory  laparotomy  advised. 

Laboratory:  9/11/28.  Blood — Hgb.,  86;  R.B.C., 
4,500,000;  W.B.C.,  6,850.  Urine  negative. 

Clinical  course:  Temperature  never  over  98.6.° 

Pulse,  70-80. 

Operation,  9/14/28:  1.  Adhesions  of  omentum  to 
parietal  peritoneum  from  pelvic  brim  to  costal  mar- 
gin right  side.  2.  Adhesions,  dense,  between  cecum, 
ascending  colon  and  right  half  of  transverse  colon 
binding  cecum  high  to  ascending  colon  and  lying 
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close  to  transverse.  Two  definite  kinks  in  ascend- 
ing colon  caused  by  adhesive  bands.  3.  Retrover- 
sion  3. 

Operation:  1.  Liberation  of  adhesions.  2.  Modi- 
fied Gilliam  suspension. 

Post-operative  course,  excellent.  Feeling  better. 
Temperature  up  to  100°  for  3 days.  Normal  there- 
after. 

Post-operative  management  consisted  of  de- 
creased intra-abdominal  tension  as  much  as  pos- 
sible by  diet,  excercise,  mineral  oil,  enemas,  and 
a change  of  position  occasionally.  It  is  also 
advisable  in  these  cases  to  seek  out  any  focal 
infections,  such  as  diseased  teeth  or  tonsils,  as 
I have  found  in  other  cases  that  gastro-intestinal 
symptoms  would  not  all  disappear,  and  the  re- 
turn of  adhesions  was  promoted  when  the  pa- 
tient retained  infected  teeth  or  diseased  tonsils. 
A system  of  exercises  should  be  kept  up  to  pro- 
mote the  healthy  functioning  of  the  intestines  so 
that  proper  elimination  will  be  obtained. 

Occasionally  we  find  some  of  these  cases 
with  adhesions  which  twist  the  ascending  colon 
outward  to  an  angle  of  45  degrees,  and  in  some 
portion  of  the  ascending  colon  favoring  obstruc- 
tion, which  has  been  the  result  in  pronounced 
cases. 

It  is  quite  evident  that  these  disabling  bands 
and  adhesions  and  narrowing  of  the  colon  with 
a bunching  together  of  the  ascending  colon 
would  result  in  pronounced  constipation.  No 
form  of  medication  or  treatment  brings  about 
the  desired  result  without  resorting  to  surgery, 
but  having  once  removed  these  disabling  bands, 
the  reason  for  pronounced  constipation,  the 
usual  rules  for  constipation  should  be  followed 
out  with  the  proper  attention  given  to  diet  and 
other  methods  herein  contained. 

The  pronounced  retrodisplacement  of  the 
uterus  may  mechanically  hinder  the  action  of 
the  lower  bowel  and  is  instrumental  in  the  im- 
proper distribution  of  the  intra-abdominal  pres- 
sure and  thereby  interferes  with  the  normal  ac- 
tion of  the  gastro-intestinal  tract.  The  dysuria 
is  often  an  accompanying  symptom  because  of 
the  pulling  on  the  bladder  of  the  displaced  uterus. 
Cramps  and  generalized  pain  would  be  the  nat- 
ural result  when  no  relief  is  obtained  from 
the  normal  peristaltic  action  of  the  intestine. 
Good  results  are  brought  about  in  nearly  all  of 
these  cases  providing  the  patient  follows  out  the 
instructions. 


By  F.  L.  Adair,  M.D. 

4.  Case  of  incomplete  septic  abortion  with 
streptococcic  septicemia:  Discussion  of  manage- 
ment and  prognosis. 


The  case  is  that  of  P.  C.,  aged  21,  married. 
Grav.,  II.  Para,  1.  Admitted  August  13,  1928. 

P.  C. — 1.  Vaginal  bleeding,  10  days.  2.  Pelvic 
pain,  one  day. 

P.  I. — Last  menstrual  period,  June  (latter  part) — 
missed  July.  Lifted  heavy  tub  full  of  clothes, 
August  3.  Fainted  and  that  night  began  to  bleed. 

In  bed  for  eight  days  with  vaginal  bleeding.  Pain 
in  left  lower  quadrant  began  August  12.  Did  not 
know  she  was  pregnant.  Took  an  auto  ride  on 
August  11,  after  which  she  began  to  pass  clots  and 
blood  from  the  vagina.  1.  j 

P.  H. — No  sickness  of  note.  Normal  pregnancy, 
1924. i 

Physical  examination:  Anemic,  hyposthenic  girl. 
General  physical  examination  negative  except  tem- 
perature 104°;  pulse,  110  on  admission.  Pelvic: 
uterus  enlarged  somewhat,  boggy,  and  tender.  Soft 
fluctuant  masses  in  both  adnexal  regions  with  bi- 
lateral tenderness. 

Laboratory:  Blood,  8/14/28 — Hgb.,  37  per  cent; 

R.  B.  C.,  1,940,000;  W.  B.  C.,  25,000;  P.  M.  N.,  90  per 
cent;  Sed.  time,  9 minutes,  8/16/28 — Hgb.  41  per 
cent;  R.  B.  C.,  2,100,000;  W.  B.  C.,  11,400;  P.  M.  N., 

93  per  cent.  8/17/28— W.  B.  C.,  25,300.  8/22/28—  i 

Hgb.,  55  per  cent;  R.  B.  C.,  2,800,000;  W.  B.  C., 
22,700;  P.  M.  N.,  82  per  cent;  Sed.  time,  17  minutes. 
8/28/28— W.  B.  C.,  30,000;  P.  M.  N.,  85  per  cent; 
Sed.  time,  16  minutes.  9/4/28 — W.  B.  C.,  19,300; 

P.  M.  N.,  63  per  cent.  9/5/28 — Hgb.,  60  per  cent; 

R.  B.  C.,  3,090,000. 

Urine — repeatedly  negative. 

Blood  culture — 8/22,  non-hemolytic  strep.  8/31, 
negative.  9/19,  negative.  10/15,  non-hemolytic 
strep. 

Clinical  course:  Became  more  and  more  septic.  , 
8/13-9/23,  temperature  ranged  104°-102°.  From  9/4- 
9/16,  patient  was  moribund  and  not  expected  to 
live.  Stuporous  and  could  not  be  aroused. 

Therapy:  1.  Transfusions — two  (8/17/28 — 400  c.c. 
citrated  blood  followed  by  300  c.c.  normal  saline 
intravenously)  (9/17/28 — 300  c.c.  blood).  2.  In- 
travenous saline  and  glucose  repeatedly.  3.  Hy- 
podermoclysis  repeatedly.  4.  Subcutaneous  citrated  i 
blood  30  c.c.  q.  two  days  for  two  weeks.  5.  Sup- 
portive measures  p.r.n.  Caff.  Sod.  Benzoate.  6.  Mor-  | 
phine,  chloral  hydrate,  etc.,  during  extremely  rest- 
less periods  preceding  stupor. 

Operative  procedure:  8/17/28,  diagnostic  cul-de- 
sac  puncture.  Posterior  colpotomy.  A large  amount 
of  very  foul  smelling  pus  was  evacuated.  10/9/28,  { 
abdominal  incision  made  and  abscess  opened  and  : 
drained  through  the  abdominal  wall.  The  abscessed  I 
cavity  was  also  opened  from  below  and  a large 
amount  of  very  foul  smelling  pus  was  liberated. 

The  patient  continued  to  have  some  drainage  from 
the  vaginal  and  abdominal  incision.  Her  tempera-  i 
ture  gradually  became  lower.  The  wounds  healed 
slowly,  and  she  was  discharged  in  good  physical  j 
condition  November  12,  1928. 

Abortion  is  both  a social  and  medical  prob- 
lem. So  far  as  the*  medical  aspects  are  con-  i 
cerned,  it  is  largely  an  obstetrical  problem.  We  ] 
have  two  main  classes  of  abortion  to  consider,  j 
first,  those  which  are  induced,  and,  second,  those 
which  come  about  without  interference.  Social 
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problems  are  responsible  for  many  of  the  in- 
duced abortions.  These  may  be  brought  about 
by  drug  therapy  or  by  mechanical  means.  The 
mechanically  induced  abortions  may  be  self  in- 
duced or  brought  about  by  some  second  indi- 
vidual. 

Of  the  abortions  admitted  to  our  wards  about 
one-third  seem  to  be  induced.  Most  of  the  pa- 
tients entering  this  institution  seek  hospital  care 
mainly  for  hemorrhage  or  for  infection.  These 
conditions  constitute  the  greatest  hazards  in  con- 
nection with  abortion.  Hemorrhage  is  not  often 
the  direct  cause  of  death  but  indirectly  may  play 
a considerable  part  in  causing  fatality.  A case 
suffering  from  marked  anemia  is  usually  in  a 
poor  condition  to  withstand  infection.  Most  fa- 
talities are  the  result  of  infection. 

Our  cases  are  managed  mostly  from  the  two 
points  of  view : cases  with  hemorrhage  are  treated 
in  such  a manner  as  to  control  the  bleeding. 
This  rarely  requires  any  intra-uterine  manipu- 
lation but  it  may  be  necessary  to  remove  loose 
tissue  from  the  cervix  uteri.  In  some  cases  it 
seems  necessary  to  use  vaginal  packing.  Any 
case  entering  the  Hospital  with  active  bleeding 
is  prepared  asepticallv,  the  cervix  exposed  with 
a speculum  and  any  loose  blood  clots  or  tissues 
lying  in  the  cervix  are  removed  with  a sponge 
forceps.  The  uterine  cavity  is  not  entered.  If 
this  does  not  control  bleeding,  a vaginal  pack 
is  used.  In  cases  without  active  hemorrhage, 
vaginal  manipulation  of  any  kind  is  avoided. 
The  second  group  of  cases  is  made  up  of  those 
which  are  actually  or  potentially  infected.  All 
cases  giving  a history  of  interference  are  placed 
in  one  of  these  two  groups.  LTnless  these  cases 
have  hemorrhage,  they  are  treated  expectantly. 
No  intra-uterine  manipulation  is  carried  out  un- 
til these  cases  have  had  a normal  temperature  in 


the  hospital  for  from  three  to  five  days.  If  at 
the  end  of  this  time  there  is  evidence  of  incom- 
plete abortion,  the  cases  are  carefully  curetted, 
removing  any  loose  fragments  from  the  uterine 
cavity,  following  which  a weak  intra-uterine 
douche  of  iodine  solution  in  water  is  used.  We 
believe  that  entering  the  uterine  cavity  in  cases 
which  are  either  active  or  potentially  infected 
carries  with  it  a very  serious  menace  to  the  fu- 
ture health  and  even  life  of  the  patient.  We 
are  convinced  that  conservative  management, 
especially  of  infected  cases,  yields  much  better 
results  than  active  manipulations.  We  find  cases 
with  history  of  repeated  intra-uterine  manipu- 
lation. A patient  once  curetted  should  not  again 
have  the  uterus  entered  for  manipulation  as  this 
procedure  is  especially  dangerous  when  repeated, 
particularly  in  febrile  cases  and  in  those  giving 
other  evidence  of  infection  or  history  of  ex- 
posure to  possible  infection.  Some  practitioners 
seem  to  feel  that  if  a case  continues  to  be  febrile 
after  a curettage,  it  is  evidence  that  all  infected 
tissue  is  not  removed,  therefore  it  is  deemed  wise 
to  resort  to  a subsequent  curettage.  This  is  ex- 
tremely dangerous  inasmuch  as  it  breaks  down 
the  natural  barriers  to  infection  and  opens  up 
new  places  for  the  extension  of  serious  inflam- 
matory processes. 

Following  these  abortions,  it  not  infrequently 
happens  that  salpingitis  develops,  a cellulitis  may 
result  and  tremendous  exudates  may  appear  in 
the  pelvis.  Peritonitis  not  infrequently  follows 
and  may  become  localized  or  diffuse.  We  do 
not  feel  that  incision  and  drainage  is  indicated 
in  these  cases  until  the  process  is  definitely  lo- 
calized and  fluctuation  can  be  made  out.  Many 
of  these  exudates  and  inflammatory  processes 
clear  up  almost  completely  without  any  operative 
interference. 


A TRIBUTE  TO  DR.  CHARLES  E.  McCAULEY* 

By  W.  R.  Brock,  M.D. 

SHELDON.  IOWA 


I believe  we  are  all  aware  that  the  joys  and 
pleasantries  of  such  occasions  as  this  should  not 
be  marred  by  too  much  seriousness  nor  neutral- 
ized by  any  phase  of  sorrow,  yet  it  might  be  well 
for  us  to  pause  for  a moment  to  consider  for 
ourselves  the  great  loss  that  has  come  to  the 

•Presented  at  the  banquet  of  the  Sioux  Valley  Medical 
Association,  January  22,  192£f. 


profession  of  the  Northwest  and  especially  to 
this  Society  through  the  recent  death  of  one  of 
our  loyal  and  prominent  members.  Dr.  Charles 
E.  McCauley  was  born  in  Indiana  53  years  ago 
and  died  in  Aberdeen,  South  Dakota,  November 
5,  1928.  He  had  a brilliant  and  scientific  mind 
and  a disposition  charitable  towards  all  men. 
He  rose  to  the  very  top  of  his  profession  during 
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his  twenty-five  years  practice  in  Aberdeen. 

Afflicted  with  a muscular  dystrophy  for  many 
years  his  accomplishments  seemed  all  the  more 
remarkable.  Three  years  ago  he  was  elected  to 
the  presidency  of  this  great  Medical  Society  and 
in  the  president’s  annual  address  upon  the  topic 
of  “Medical  Ethics  and  Organized  Medicine” 
he  delivered  one  of  the  most  valuable  contri- 
butions on  this  subject  during  that  year.  A 
short  time  ago  he  advanced  the  issue  of  raising 
the  yearly  dues  from  $3.00  to  $5.00  and  because 
of  his  efforts  this  Society  has  $1,000.00  in  the 
treasury  drawing  interest. 

Dr.  McCauley  loved  this  Society  and  while  he 
had  to  travel  250  or  300  miles  to  its  usual  meet- 
ing places,  he  was  always  in  attendance.  We 
have  greatly  missed  Dr.  McCauley  to-day,  missed 
his  pleasant  greeting  and  fraternal  hand-shake. 
It  is  hard  to  think  he  will  no  longer  appear  in 
this  medical  circle.  It  is  hard  to  think  that  he 
was  cut  down  just  in  the  sunniest  hour  of  his 
voyage.  It  is  hard  to  think  how  soon  we  are 
forgotten,  how  the  world  moves  on  just  about 
as  before,  and  how  little  the  individual  amounts 
to  after  all.  And  yet,  if  along  the  pathway  of 
life  some  cheer  has  been  instilled  into  the  hu- 
man hearts,  some  hope  has  been  revived,  some 
thorn  has  been  removed  and  in  its  place  some 
flower  planted— if  after  we  are  gone  some  one 
is  really  sorry,  then  life  has  not  been  a failure 


but  a success  and  a benediction.  And  if  the 
quiet  hands  or  silent  lips  of  our  good  friend  Dr. 
McCauley  could  have  sent  us  a message  as  we 
opened  our  meeting  this  morning  it  would  have 
been  a message  of  good  cheer,  expressing  wishes 
that  we  might  have  a good  time  and  a profitable 
meeting.  And  I am  sure  he  would  have  closed 
his  message  to  us  with  something  like  the  words 
of  Tennyson: 

“Sunset  and  evening  star 
And  one  clear  call  for  me, 

And  may  there  be  no  moaning  of  the  bar 
When  I set  out  to  sea. 

Twilight  and  evening  bell 
And  after  that  the  dark, 

And  may  there  be  no  sadness  of  farewell 
When  I embark.” 

In  closing  my  remarks  on  the  passing  of  Dr. 
McCauley  I wish  to  make  one  statement,  not 
in  a spirit  of  antagonizing  any  creed  or  dogma, 
but,  better  still,  in  a spirit  surmounted  by  the 
highest  and  broadest  conception  of  God’s  pur- 
poses and  man’s  destiny  and  that  is  this : I am 
one  of  those  who  hope  that  some  time  we  shall 
all  gather  upon  the  majestic  shore  of  the  mighty 
sea  of  which  Tennyson  speaks  so  beautifully, 
while  we  sit  in  the  quiet  evenings  listening  to 
the  angels  sing,  undisturbed  by  any  tears  of  sad- 
ness and  untouched  by  any  memory  of  death. 


LOCAL  ANESTHESIA  IN  FRACTURES* 

By  Carl  O.  Rice,  M.D.** 

MINNEAPOLIS,  MINNESOTA 


Our  knowledge  of  local  anesthesia  in  frac- 
tures dates  from  1885  when  Conway1  used  co- 
caine in  three  cases  of  Colies’  fracture.  During 
the  past  twenty-five  years  it  has  been  used  more 
frequently  by  various  men,  most  of  whom  have 
used  the  principle  of  local  infiltration  about  the 
fracture,  into  the  fracture  gap  and  into  the  sur- 
rounding muscles.  They  all  reported  very  fa- 
vorable results  with  the  method,  and  they  rec- 
ommended its  use  more  extensively.  Boehler2  of 
Germany  has  used  it  very  extensively  and  re- 
ports having  used  local  anesthesia  in  the  reduc- 
tion of  2,000  cases  with  satisfactory  results. 

The  procedure,  however,  has  not  been  used 
in  this  country  as  extensively  as  its  simplicity 

•Presented  before  the  Hennepin  County  Medical  Society, 
October  1,  1928. 

•♦Through  the  courtesy  of  the  Journal  of  the  A.  M.  A. 
excerpts  from  my  original  article  have  been  incorporated  in 
this  presentation. — The  author. 


warrants,  perhaps  because  the  principle  of  local 
anesthesia  has  not  until  recently  been  taught, 
and  the  majority  of  us  are  a bit  timid  about 
venturing  the  unusual. 

INDICATIONS 

Local  anesthesia  is  definitely  indicated  in  all 
cases  where  a general  anesthetic  is  contra-indi- 
cated such  as  senility,  respiratory  infections, 
cardiacs,  etc.  Perhaps  the  patient  has  recently 
eaten.  In  this  case  it  would  be  much  more  de- 
sirable to  have  a local  anesthetic,  for  to  attempt 
any  manipulative  procedure  to  the  accompani- 
ment of  gagging  and  vomiting  is  by  no  means 
a pleasure.  The  most  desirable  indication  in  my 
opinion  is  the  fact  that  too  often  after  the  re- 
duction and  .r-ray  I find  that  the  fracture  has 
not  been  reduced  as  satisfactorily  as  might  have 
been.  In  these  cases  it  is  a simple  procedure  to 
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remanipulate  the  fracture  until  the  desirable  re- 
sult is  obtained.  Under  a general  anesthetic  it 
is  too  easy  to  say  that  “it  is  good  enough,”  and 
then  regret  it  later.  The  only  contra-indication 
is  the  presence  of  an  infection  or  in  a compound 
fracture. 

ANATOMY 

A detailed  knowledge  of  anatomy  is  not  nec- 
essary in  order  to  carry  out  this  procedure. 


Fig-.  1 — Cross  section  of  the  forearm  at  the  level  of  Colles’ 
fracture. 

1.  Radius.  2.  Radial  artery.  3.  Median  nerve. 
4.  Tend.  ext.  digit,  communis.  5.  Interosseous  mem- 
brane. 6.  Tend.  ext.  carpi  radialis  brevis.  7.  Tend, 
ext.  carpi  radialis  longus.  8.  Tend,  brachioradialis. 

A cross  section  through  the  lower  part  of  the 
forearm  at  approximately  the  level  of  a Colles’ 
fracture  reveals  that  the  radius  is  prismatic  in 
shape,  with  the  dorsal  border  or  apex  of  the 
prism  located  most  superficially.  This  dorsal 
border  can  be  easily  palpated  above  the  wrist 
joint.  From  this  ridge  slope  the  medial  and 
lateral  surfaces  and  extending  across  the  base 
of  the  prism  is  the  flat  ventral  surface.  Thus 
from  two  points  a needle  can  be  directed  so  as 
to  completely  circumscribe  the  radius.  From  the 
dorsal  border  there  are  no  structures  which  can 
be  injured  by  a needle  prick  and  from  the  lateral 
border  it  is  evident  that)  the  radial  artery  and 
median  nerve  lie  too  far  ventrallv  to  interfere 
with  a needle  directed  in  one  straight  line  across 
the  ventral  surface. 

PROCEDURE3 

This  procedure  can  be  carried  out  in  any  doc- 
tor’s office  for  no  additional  equipment  is  neces- 
sary to  conduct  this  anesthesia.  The  equipment 
consists  of  iodine,  alcohol,  three  sterile  towels,  a 
small  5 c.c.  syringe  with  hypodermic  needle  and 
one  long  \ ]/2  inch  22  gauge  needle  and  one  ounce 
1 per  cent  novocaine  with  1 drop  adrenaline  per 
drachm.  The  arm  is  sterilized  with  iodine  and 
alcohol.  The  hand  and  forearm  are  covered  with 
sterile  towels,  and  an  area  of  about  two  inches 
is  left  exposed  at  the  site  of  the  fracture.  The 
initial  subcutaneous  wheal  is  made  over  the  dorsal 
border  about  one-half  inch  proximally  to  the  site 
of  the  fracture.  For  this  I use  the  small  hypo- 


dermic needle  so  as  to  alleviate  as  much  pain  as 
possible.  The  small  needle  is  then  exchanged  for 
the  large  one.  The  subcutaneous  tissue  is  then 
infiltrated  from  this  point  to  a point  opposite  the 
lateral  border,  where  the  second  intradermal 
wheal  is  made  by  projecting  the  needle  up  through 
the  skin.  The  needle  is  then  re-routed  and  di- 
rected to  the  dorsal  border,  infiltrating  as  it  pro- 
gresses until  the  dorsal  border  has  been  reached. 
It  is  then  directed  along  the  medial  surface  in- 
filtrating as  close  to  the  periosteum  as  possible 
and  progressing  until  the  needle  is  felt  to  go 
through  the  resistant  interosseous  membrane. 
This  gives  a definite  sensation  as  if  piercing  the 
needle  through  a cardboard.  The  needle  is  then 
re-routed  without  being  withdrawn,  and  the  lat- 
eral surface  is  similarly  infiltrated  until  the 
needle  is  felt  to  slip  past  the  lateral  border  of 
the  radius.  Thus  two  sides  of  the  prism-shaped 
radius  have  been  infiltrated  from  one  puncture. 
The  needle  is  then  withdrawn,  and  the  second 
puncture  is  made  opposite  the  lateral  border, 
the  skin  over  which  has  already  been  anesthe- 
tized. The  needle  is  then  directed  to  the  lateral 
border,  and  when  this  has'  been  reached  it  is 
hedged  off  the  border  and  directed  across  the  flat 
ventral  surface  in  one  straight  line,  thus  infiltrat- 
ing the  third  surface  of  the  radius.  During  the 
infiltration  of  the  twro  dorsal  surfaces  blood  may 
well  up  into  the  syringe.  This  is  the  extravasated 
blood  from  the  fracture  gap  and  can  be  readily 
differentiated  from  venous  or  arterial  blood  by 
its  dull,  faded  out  appearance.  If  this  blood  is 
not  encountered  during  the  infiltration  the  needle 
is  directed  forward  toward  the  fracture  gap 
until  blood  wells  into  the  syringe.  Five  c.c.  are 
injected  into  this  point  in  order  that  the  novo- 
caine may  reach  the  fragmented  ends  of  the 
bone  and  the  endosteum.  The  optimum  amount 
of  novocaine  used  is  about  20  c.c.  Twenty  min- 
utes are  allowed  for  anesthesia  to  take  effect.  In 
a fracture  of  both  bones  of  the  forearm  the 
ulna  can  be  infiltrated  similarly.  A similar  pro- 
cedure has  been  used  in  the  bones  of  the  leg. 

The  ease  of  reduction  is  almost  miraculous, 
and  it  is  entirely  unnecessary  to  use  excessive 
force  to  reduce  the  fracture.  By  grasping  the 
injured  hand  with  one  hand  and  the  forearm 
with  the  other,  the  fracture  can  be  manipulated 
into  place  accurately  and  with  no  difficulty. 
This  method  has  been  used  for  the  past  two 
years  and  has  been  used  in  all  my  cases,  regard- 
less of  age,  sex,  or  neurosis,  and  has  given  satis- 
factory results  in  every  case.  I have  personally 
used  it  in  over  75  cases  of  fracture  of  the  fore- 
arm, and  it  is  now  being  used  routinely  in  the 
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receiving  ward  at  the  Minneapolis  General  Hos- 
pital, where  it  has  been  used  to  the  extent  of 
about  200  cases.  It  has  been  used  in  a few  am- 
bulatory fractures  of  the  leg,  in  several  fractures 
of  the  clavicle,  and  in  a few  phalangeal  fractures 
with  satisfactory  results.  Boehler  of  Germany 
has  worked  out  a procedure  by  which  every  am- 
bulatory fracture  and  every  fracture  requiring 
immediate  reduction  can  be  anesthetized  with 
perfect  satisfaction. 

There  has  been  no  case  of  infection  develop 
following  this  anesthesia,  and  I believe  that  with 
sterile  technic  there  should  be  no  danger.  I have 
seen  no  case  of  delayed  healing  attributable  to 
this  method  of  anesthesia. 

I believe  that  the  tenseness  of  the  muscles 
which  make  it  impossible  to  reduce  fractures 
without  anesthesia  is  at  first  due  to  the  pain  at 
the  site  of  fracture  and  that,  if  this  area  is  an- 
esthetized, the  muscles  will  relax  and  reduction 
can  be  done  with  no  difficulty. 

I have  had  one  case  in  which  anesthesia  and 
reduction  was  satisfactorily  performed  on  the 
previous  evening.  The  next  morning  the  x-ray 
showed  the  fracture  to  have  slipped  back  out  of 
position.  Local  anesthesia  was  again  induced, 
but  the  fracture  could  not  be  reduced.  I was 
then  required  to  use  general  anesthesia.  This 
failure  of  relaxation  of  the  muscles  was  attrib- 
uted to  the  soreness  consequent  to  the  edema- 
tous condition  of  the  forearm,  which  was  par- 
tially due  to  the  infiltrated  novocaine  of  the  previ- 
ous evening  and  partly  to  the  soreness  of  the 
entire  forearm  as  the  result  of  trauma  to  the 
muscles. 

I advocate  that  this  method  be  used  more  gen- 
erally both  for  the  relief  of  pain  and  for  the 
greater  accuracy  attainable  in  reduction. 
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MISCELLLANY 


THE  PRESS  AND  THE  CODE  OF  ETHICS 

Whenever  the  code  of  medical  ethics  is  dis- 
cussed in  a medical  society  or  “amended”  the 
press  finds  an  opportunity,  generally  in  the  form 
of  sarcasm,  to  ridicule  the  men  who  are  seeking 
to  protect  the  people  from  charlatans.  We  fear 
the  opportunity  is  generally  welcomed,  and  too 
often  it  makes  the  medical  men  appear  ridicu- 
lous, if  they  really  are  not  so.  The  following 


from  the  columns  of  the  Daily  Herald  of 
Austin,  Minn.,  will  illuminate  our  point  or 
points : 

KEEP  NAMES  OUT  OF  PAPER  IS  MEDIC 
ASSOCIATION  EDICT 
Austin  Daily  Herald 
Gentlemen : 

At  the  regular  meeting  of  the  Mower  County 
Medical  Society,  September  27,  1928,  the  following 
amendment  was  passed:  “No  member  or  organiza- 
tion shall  in  any  way  whatsoever  permit  his  name 
to  appear  in  print  in  connection  with  any  patient, 
or  in  any  other  way,  except  sanctioned  by  the 
Mower  County  Medical  Society. 

The  society  would  appreciate  your  co-operation 
in  this  respect. 

Sincerely  yours, 

Signed: 

Mower  County  Medical  Society 

To  show  our  willingness  to  co-operate  to  some 
little  extent  in  this  laudable  effort  of  the  Mower 
County  Medical  Society  to  improve  its  ethics,  we 
have  deleted  the  name  of  the  Secretary  of  the 
Mower  County  Medical  Society  from  the  above 
notice,  as  we  did  not  have  time  to  have  the  Society 
called  into  extraordinary  session  to  pass  upon  our 
rights  to  publish  the  Secretary’s  name. 

We  congratulate  the  Mower  County  Medical  As- 
sociation for  the  manly  manner  in  which  they  ap- 
proached this  matter  of  keeping  the  names  of  its 
members  out  of  print.  We  are  accustomed  to  having 
the  women  folks  of  offenders  before  court  come 
to  the  Herald  office  with  this  kind  of  petition,  epito- 
mized to  one  sentence:  “Please  keep  name  out.” 
The  Mower  County  Medical  Society  is  not  hiding 
behind  women’s  skirts,  probably  on  account  of  the 
brevity  of  the  skirts,  so  it  takes  shelter  behind  that 
lately  overplayed  term,  “Ethics,”  which  are  more 
voluminous  than  women’s  skirts. 

We  shall  now  expect  to  get  resolutions'  passed  by 
other  bodies.  The  Society  for  Yeggmen  will  prob- 
ably pass  a resolution  announcing  that  it  has  adopted 
a1  code  of  ethics  which  forbids  any  members  of  the 
Society  having  his  name  in  print  without  the  con- 
sent of  the  Society.  The  Bootleggers  Society  will 
want  us  to  refrain  from  publishing  the  names  of 
its  members  on  account  of  the  “Ethics”  of  that  So- 
ciety. 

Referring  again  to  the  notice  that  was  served  on 
us  by  the  Mower  County  Medical  Society,  we  see 
that  it  was  an  amendment  that  was  passed.  We  wish 
that  the  Secretary,  who  perforce  must  remain  name- 
less in  compliance  with  the  request  of  the  Mower 
County  Medical  Society,  had  not  failed  to  explain 
what  the  amendment  amended.  We  wonder  what 
the  Code  of  Ethics  of  the  Society  had  provided 
should  be  the  ethical  conduct  in  this  respect  before 
the  amendment  was  passed.  We  hope  it  had  noth- 
ing to  do  in  the  way  of  abrogation  of  the  18th 
amendment  of  which  we  hear  Governor  Smith 
speak  so  often. 

We  wonder  what  the  members  of  the  Mower 
County  Medical  Association  are  anticipating  doing 
that  they  are  forestalling  any  publication  of  their 
names,  or  has  some  member  done  something  which 
might  land  him  in  the  district  court,  and  he  has  been 
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able  to  put  over  this  “amendment”  to  keep  his  name 
from  appearing  in  print  under  the  caption,  “Dis- 
trict Court.” 

The  only  names  of  doctors  we  are  still  left  with 
permission  to  publish  are  the  “irregulars,”  the 
osteopaths,  chiropractors,  nature  healers,  etc.  It 
would  be  an  awful  blow  to  us  if  they,  too,  adopt 
a code  of  ethics  that  are  subject  at  any  time  to 
amendment. 

Under  this  amendment  when  Dr.  Leek  runs  for 
a position  on  the  school  board  he  would  have  to 
have  the  Mower  County  Medical  Association  called 
together  in  solemn  assembly  to  grant  him  permis- 
sion to  have  his  name  “appear  in  print  on  the  bal- 
lot.” Would  he  get  it?  We  would  say  not.  The 
proverbial  church  choir  has  nothing  on  the  Mower 
County  Medical  Society  when  it  comes  to  harmony. 
There  is  not  one  doctor  in  the  bunch  who  could  get 
his  fellow  members  to  vote  for  him  for  dog  catcher. 
They  are  a fine  bunch  of  men  individually,  but  col- 
lectively as  the  Mower  County  Medical  Society  they 
can  stage  as  merry  a Kilkenny  cat  fight  as  any  body 
of  men  ever  assembled  under  a code  of  ethics.  It 
has  been  one  of  our  outdoor  sports  to  visit  the 
various  doctors  and  have  each  tell  about  the  latest 
meeting  of  the  society.  We  are  informed  that  the 
above  “amendment”  was  put  over  by  the  “little 
fellows,”  and  the  big  boys  voted  for  it  to  see  how 
far  the  youngsters  could  get.  This  was  once  at  least 
when  an  amendment  was  carried  unanimously. 

Bless  the  dear  boys.  They  are  enthusiastic  over 
their  membership  in  the  Mower  County  Medical 
Association.  They  roll  the  name  of  their  society 
under  and  over  their  tongues  and  it  breaks  on  the 
ambient  air  with  sonorous  tones  and  with  the  dig- 
nity of  a boy  graduate.  They  will  grow  up  and  all 
have  a good  business  in  time.  There  is  an  old  say- 
ing, but,  not  having  read  the  ethics  of  the  Mower 
County  Medical  Society,  we  do  not  know  whether 
it  is  part  of  the  code,  which  is  to  the  effect  that  the 
devil  finds  something  for  idle  hands  to  do.  We 
have  an  idea  that  the  “amendment”  is  the  result 
of  too  much  leisure. 

No,  boys,  the  Herald  is  not  an  organ  of  the 
Mower  County  Medical  Society,  and  when  Dr,  C.  F. 
Lewis  makes  a hole  in  one  at  the  golf  links  we 
will  publish  the  fact  without  his  having  to  get  per- 
mission from  the  Mower  County  Medical  Society. 
If  Dr.  C.  A.  Hegge,  out  of  the  goodness  of  his  heart, 
should  send  us  another  box  of  the  luscious  grape 
fruit  he  raises  on  his  Texas  ranch,  we  will  thank 
the  giver  and  praise  the  fruit  in  spite  of  the  “amend- 
ment.” If  Dr.  James  Morrow  ever  builds  that  new 
house  on  Kenwood  Avenue,  we  will  be  very  apt  to 
mention  the  fact  without  the  Mower  County  Medi- 
cal Society  having  to  hold  a special  meeting  to 
grant  permission.  If  Dr.  E.  C.  Rebman  should  take 
another  trip  to  the  sunny  isles  of  the  West  Indies, 
we  must,  admit  that  we  will  print  his  name  and  his 
picture,  too,  if  he  gives  us  a good  one.  We  do  not 
know  if  Dr.  A.  W.  Allen  is  a member  of  the  Mower 
County  Medical  Society  or  not.  We  have  never 
heard  his  name  associated  with  any  of  the  “doings” 
of  the  Society.  The  worst  we  can  say  for  the  Doc 
is  that  he  was  a golddigger  back  in  the  days  of  the 
discovery  of  that  valuable  mineral  along  the  Cedar 
River.  Then  there  is  Dr.  C.  C.  Allen,  who  goes 
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along  the  tenor  of  his  way  as  though  there  were  no 
Mower  County  Medical  Society,  and  Dr.  O.  H. 
Hegge,  who  has  been  known  by  his  coming  and 
outgoing  these  many  years  among  the  people  of 
this  community. 

Just  think  how  it  would  hurt  us  not  to  speak  of 
those  beautiful  dahlias  that  Dr.  T.  G.  W.  Havens 
raises.  He  had  rather  at  any  time  get  a big  sun- 
burst in  his  garden  than  forty  amendments  to  the 
Code  of  Ethics  of  the  Mower  County  Medical  So- 
ciety. Dr.  C.  L.  Sheedy,  who  is  now  one  of  the 
inspectors  of  the  school  children,  is  doing  good 
work.  Dr.  Paul  Robertson  came  here  from  the 
belligerent  south,  and  says:  “If  you  think  the  doc- 
tors fight  among  themselves  here,  you  should  see 
them  in  Richmond,  Virginia.”  We  came  near  over- 
looking good  old  W.  H.  McKenna.  He  is  a patri- 
arch among  doctors.  How  he  must  smile  at  the 
suggestion  of  keeping  names  out  of  the  papers.  He 
was  city  physician  for  a number  of  years,  yes,  back 
in  the  days  of  smallpox.  We’ll  say  his  name  was 
in  the  papers.  Ask  him  about  it. 

Well,  we  certainly  have  plenty  of  doctors  right 
here  in  Austin.  The  directory  has  them  all,  and 
perhaps  we  dare  publish  these  names,  which,  of 
course,  appear  in  the,  directory  for  the  last  time  in 
print.  When  the  next  directory  appears,  unless 
the  amendment  is  amended,  the  physicians  cannot 
consistently  permit  their  names  to  appear  in  print 
in  connection  with  any  patient.  The  only  alternative 
is  for  them  to  agree  not  to  take  for  a patient  any 
person  whose  name  appears  in  the  directory. 

We  don’t  know  what  the  awful  penalty  is  going 
to  be  for  publishing  the  names  of  the  doctors.  When 
a tragedy  occurs  we  will  publish  the  names  of  the 
attending  physicians,  because  the  people  will  want  to 
know  who  gets  these  jobs.  The  fact  that  certain 
names  of  the  older  boys  appear  most  frequently  in 
connection  with  these  cases  is  perhaps  what  stirred 
up  the  “little  fellows.”  As  we  have  not  had  oc- 
casion to  publish  their  names  before  we  are  going 
to  take  a chance  and  publish  the  entire  list  of  healers 
of  men,  whether  by  epecac  or  rubbing.  They  all 
look  alike  to  us. 

We  like  them  all.  It  is  a hard  life  they  lead.  We 
are  sympathetic.  We  know  that  it  is  the  doctors 
bill  that  is  paid  last.  There  are  so  many  install- 
ments to  pay  on  radios,  autos,  golf  sticks  and  wash- 
ing machines,  there  is  but  little  left  for  the  man 
who  saves  us  from  slipping  over  the  brink  to  the 
land  where  we  get  all  that:  is  coming  to  us  at  once, 
and  not  on  the  installment  plan. 

Here  is  the  list  of  physicians  and  surgeons  and 
other  healers.  Some  are  members  of  the  Mower 
County  Medical  Society.  Others  are  without  the 
fold:  A.  W.  Allen,  C.  C.  Allen,  F.  B.  Coleman,  B.  J. 
Cronwell,  F.  E.  Daigneau,  F.  K.  Fiester,  H.  M. 
Fisch,  W.  B.  Grise,  J.  G.  W.  Havens,  C.  A.  and 
O.  H.  Hegge,  G.  E.  Hertel,  C.  C.  Leek,  James 
Morrow,  C.  F.  Lewis,  P.  A.  Lommen,  W.  H.  Mc- 
Kenna, H.  F.  Peirson,  E.  C.  Rebman,  Paul  Robert- 
son, C.  L.  Sheedy,  William  and  Oscar  Albertson, 
M.  R.  Anderson,  E.  J.  Stoike,  William  A.  Chapman, 
G.  F.  Storing,  J.  K.  McKenna,  and  Bertinius 
Jacobson,  E.  B.  Carter  and  H.  B.  Hanson.  We  re- 
gret that  we  have  not  the  names  of  the  doctors  who 
inspect  the  carcasses  of  hogs  at  the  packing  plant. 
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as  we  have  no  wish  to  slight  anyone. 

We  hope  that  we  have  not  overlooked  any  names, 
for  in  spite  of  the  “amendment”  we  would  be  “in 
dutch”  with  the  fellow  whose  name  was  left  out. 

This  amendment  is  all  embracing,  and  says  we 
must  not  publish  the  names  of  any  organization, 
as  well  as  the  doctors’  names.  That  is  taking  in  a 
large  territory.  Under  that  “amendment”  we  could 
not  even  mention  the  names  of  the  Herald  Publish- 
ing Company. 

Now  that  the  Mower  County  Medical  Association 
has  got  its  washing  out  on  the  line,  it  may  find 
something  for  the  children  to  do. 

PHYSICIANS  AND  PATENTED  FOODS 

The  Hennepin  County  (Minneapolis)  Medical 
Society  recently  discussed  the  extravagant  claims 
made  for  patented  foods  offered  the  public  as 
substitutes,  for  the  products  of  the  farm  and 
home  garden.  The  resolution,  which  the  So- 
ciety passed  in  the  public  interest,  was  introduced 
by  Dr.  N.  O.  Pearce,  President,  and  Dr.  E.  W. 
Hansen,  Secretary,  respectively,  of  the  Society. 
The  resolution  read  as  follows : 

We,  the  members  of  the  Hennepin  County  Medi- 
cal Society,  go  on  record  decrying  the  fads  which 
prevail  in  our  land  today  and  especially  the  food 
fads  which  tend  to  foist  on' the  public  high  priced 
patented  foods  which  are  often  misrepresented  by 
their  elaborate  methods  of  advertising.  The  substi- 
tution of  these  highly  priced  patented  foods  not 
only  very  often  has  become  a detriment  to  the 
health  of  the  consumer  but  also  has  become  the 
source  for  an  alarming  economic  condition  due  to 
the  great  decrease  in  the  consumption  of  wheat, 
meat  and  other  products  of  the  farm. 

MAKES  POOR  SUBSTITUTES 

Very  few  of  these  fad  foods  can  take  the  place  of 
the  older  staple  foods:  namely,  good  meat,  dairy 
products,  green  vegetables,  fruits,  and  the  better 
grades  of  bread  prepared  from  white  flour.  The 
present  day  indiscriminate  substitution  of  an  excess 
of  rough  foods,  such  as  flours  containing  bran  and 
the  irritating  vegetables,  is  producing  a great  deal 
of  unnecessary  discomfort  and  chronic  dyspepsia 
and  has  reached  proportions  of  a distinct  health 
menace.  The  similar  tendency  to  eliminate  animal 
proteins  from  the  diet  may  also  become  a menace 
to  the  public  health. 

Any  balanced  diet  should  contain  some  animal 
protein,  fruits,  vegetables,  especially  the  leafy  vege- 
tables, for  their  vitamine  and  mineral  salt  content, 
digestible  fat,  such  as  butter-fat,  and  sufficient  easily 
digestible  carbohydrates  to  afford  readily  available 
energy. 

Carbohydrates,  including  sugars  and  starches,  but 
especially  starches,  furnish  the  American  public  their 
main  fuel  for  energy,  the  quantity  varying  with  the 
amount  of  physical  activities  which  the  individual 
expends.  Much  of  the  starch  should  be  supplied  by 
the  most  available  and  easily  digestible  foodstuffs, 
of  which  white  flour  is  the  best  example,  as  bread, 
if  baked  sufficiently  to  break  up  the  raw  starch 
granules. 


Starch  furnished  by  too  rough  a diet  may  not  only 
have  a cathartic  action,  due  to  irritation,  but  also 
the  starch  granules  are  so  covered  by  a cellulose  en- 
velope as  to  prevent  their  availability  to  the  action 
of  the  digestive  juices. 

The  allegation  that  white  bread,  meat  or  any 
other  staple  food,  when  employed  in  mixed  diet  is 
responsible  for  certain  grave  illnesses  is  not  sup- 
ported by  scientific  facts. 

The  leafy  vegetables  contain  considerable  amounts 
of  refuse,  non-irritating  to  the  digestive  tract,  and 
are  therefore  very  valuable  to  promote  good  elimin- 
ation. 

We  desire,  in  the  public  interest,  to  place  on  rec- 
ord that  in  our  opinion: 

The  exaggerated  claims  for  various  fad  foods  are 
entirely  unwarranted  by  scientific  evidence  or  prac- 
tical experience;  and  the  advertising  and  other 
propaganda  furthering  their  substitution  for  the 
older  articles  of  diet  should  be  condemned. 

DANGERS  EXAGGERATED 

The  danger  of  nutritional  deficiencies  has  been 
grossly  exaggerated.  No  one  food  is  a perfect  food; 
but  a diet  consisting  of  dairy  products  (especially 
milk),  leafy  vegetables,  fruits,  meats,  and  easily  di- 
gested starches  for  heat  and  energy,  furnishes  an  ex- 
cess of  all  food  factors  necessary  for  proper  growth 
and  nutrition,  and  resistance  to  disease. 

Any  variation  from  a normal  common  sense  diet 
should  be  prescribed  by  a properly  trained  adviser 
only  after  a careful  study  of  the  dietary  requirement 
of  the  individual  seeking  advice. 

A LONG  FORWARD  STEP 

The  Minnesota  State  Medical  Association  makes 
the  following  important  and  “extraordinary”  an- 
nouncement : 

It  is  with  the  greatest  pleasure  that  your  Commit- 
tee on  Education  of  the  State  Medical  Association 
announces  the  inauguration  of  The  Consultation 
Bureau  for  the  members  of  this  Association. 

Pursuing  the  policy  that  the  State  Association 
should  do  all  in  its  power  to  promote  the  highest 
standards  of  medical  practice  among  its  members, 
we  have  organized  and  placed  at  your  disposal  the 
facilities  and  resources  of  a consultation  service, 
with  headquarters  in  the  St.  Paul  office  of  the  State 
Association. 

For  the  time  being  the  Bureau  will  be  conducted 
under  the  general  supervision  of  a sub-committee 
of  the  Committee  on  Medical  Education  composed 
of  N.  O.  Pearce,  Minneapolis,  E.  M.  Hammes,  St. 
Paul,  F.  J.  Hirschboeck,  Duluth,  and  G.  E.  Brown, 
Rochester,  with  Wm.  A.  O’Brien,  Assistant  Profes- 
sor in  Pathology,  well-known  medical  authority,  as 
director  in  charge. 

The  function  of  this  Bureau  is  to  furnish  the 
members  of  this  Association  with  prompt  and  con- 
fidential information  on  any  subject  relating  to  the 
practice  of  medicine.  The  resources  of  a staff  of 
the  most  competent  consultants  in  every  line  of 
medical  endeavor  will  assist  Dr.  O’Brien  in  obtain- 
ing for  you  the  information  desired.  No  question 
is  to  be  too  trivial  and  no  problem  too  large  for 
you  to  submit  to  this  Bureau  for  an  opinion. 

This  enterprise  of  the  State  Association  will  fur- 
nish its  members  an  unexcelled  opportunity  for  a 
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private  and  confidential  informal  consultation  on 
problem  cases.  The  director  and  his  secretary  will 
be  the  only  persons  to  know  the  identity  of  the  phy- 
I sician  making  consultation  request.  Prompt  reply 
will  be  the  keynote  of  this  service,  and  there  will 
be  no  charge. 

Telephone  or  telegram  consultations,  while  or- 
dinarily unsatisfactory,  will  be  accepted  in  emer- 
gency cases,  all  such  expense  to  be  borne  by  the  re- 
questing physician. 

A Question  and  Answer  Column  in  Minnesota 
Medicine  will  be  conducted  by  this  Bureau. 

N.  O.  Pearce,  Chairman, 
Committee  on  Medical  Education. 

Address  all  communications  to: 

Consultation  Bureau, 

Minnesota  State  Medical  Association, 

11  West  Summit  Avenue,  St.  Paul,  Minn. 

A PATIENT  WRITES  HIS  DOCTOR 

The  following  letter  tells  a story  of  the 
weather  in  the  cold  winter  of  the  Northwest, 
where  many  people  think  it  is  winter  about 
eleven  months  in  the  year. 

It  is  passed  on  to  our  readers  to  enjoy  the 
humor  of  the  situation. 

The  Editor. 


Grand  Forks,  N.  D„ 

January  26,  1929. 

Dr.  O.  H.  Rystad,  City. 

Dear  Friend  Rystad: 

With  the  thermometer  at  90°  in  the  shade,  the 
sun  shining  brightly,  the  sidewalks  decorated  with 
a moving  motley  of  bare-necks  and  bare-knees,  who 
says  it’s  cold? 

Automobiles  and  Fords  chasing  each  other  up  and 
down  streets  and  telephone  poles,  boot-leggers  wear- 
ing plug  hats,  extended  hip-pockets,  the  while  bask- 
ing in  the  sweet  smiles  of  the  W.C.T.U.,  who  un- 
knowingly accept  their  liberal  donations  in  uphold- 
ing the  18th  amendment;  and  Robin  Redbreast  on 
his  way  North,  who,  I say  wouldn’t  want  to  live 
in  this  land  of  perpetual  sunshine,  gophers  and 
Fords,  where  mosquitoes  are  almost  unknown  from 
September  until  July  of  the  following  year? 

Who,  I say  again,  wouldn’t  want  to  cast  his  lot 
with  us  in  this  Northern  clime,  where  the  slimy 
serpent  no  more  glides  noiselessly  across  our  door- 
steps; where  for  eleven  months  of  the  year  the  frogs 
cease  their  croaking;  the  crickets  never  chirp,  and 
the  hum  of  the  bumble  bee  is  heard  only  on  the  4th 
day  of  July? 

Especially  more  enticing  is  the  life  in  this  great 
land  of  wind-chilled  legs  and  slimsy  step-ins,  because 
of  the  fact  that  our  state  legislature  is  at  present 
contemplating  a new  state  amusement,  of  inflicting 
the  death  penalty  on  every  man  who,  in  a moment 
of  thoughtlessness,  shoots  his  next-door  neighbor, 
and  hasn’t  enough  of  the  filthy  lucre  to  convince 
his  attorneys  of  his  winning  ways. 

And  to-day,  while  fond  hopes  tempt  me  to  wend 
my  way  so  that  I may  gaze  longingly  out  of  my 
window,  I find  that  nature  has  so  arranged  that  my 


eyes  shall  not  be  injured  by  long-distance  views, 
the  glass  being  beautifully  decorated  with  a sub- 
stance resembling  ice-cream,  which  bids  fair  to 
relegate  the  “Old  Mooley  Cow’’  to  the  packing 
house,  from  which  she  will  later  be  delivered  to  our 
homes  in  the  shape  of  tender  Veal  Cutlets. 

And  through  it  all,  the  coal  man  wears  an  exultant 
leer,  while  the  bright  shining  sun  of  North  Dakota 
has  so  darkened  his  countenance  that  we  have  to 
look  several  times  before  we  learn  that  he  is  the 
same  guy  who  last  July  delivered  to  us  a 50  lb.  cake 
of  ice  weighing  27  lb. 

But  soon  a change  will  come  over  our  fair  land, 
and  nature  will  assert  herself  in  a more  pleasing 
way;  the  prairies  will  change  their  hoary  coat  for 
one  of  green,  the  grasshopper  will  hop  and  the 
pedestrian  will  make  a bold  and  reckless  attempt 
to  cross  the  street  without  bringing  too  much  joy 
to  the  heart  of  the  undertaker. 

In  only  a few  months  Henry  Ford’s  Jokes  will 
be  hauling  two  sweet  lovers  to  the  country  places, 
and  only  one  will  ride  back,  while  the  thrifty  house- 
wife will  leave  her  few  remaining  dishes  and  kitchen 
utensils  in  the  washtub,  and  secure  a new  supply 
of  paper-plates,  can-openers,  and  cigarettes  and  hie 
away  to  the  park  to  forget  social  styles  and  allow 
her  hair  to  grow  (seedy). 

And  so  that  nothing  shall  be  missing  from  the 
regular  season’s  display,  that  relic  of  old  decency, 
the  hobo,  will  make  his  annual  pilgrimage  to  the 
north,  where  he  will  wear  out  his  knuckles  tapping 
on  back-doors,  to  inquire  if  he  may  be  of  assistance 
in  disposing  of  the  biscuits  which  hubby  thought 
were  cobble  stones. 

As  for  me,  I am  still  sojourning  in  my  home, 
having  experienced  quite  a shock  when  I recently 
read  in  the  Ojata  Daily  Bunk-Shooter,  the  follow- 
ing item: 

Births: 

Mr.  and  Mrs.  Fred  Cass,  a son. 

The  new  arrival  will  be  named  Jack. 

With  kind  regards, 

Your  Patient. 


BOOK  NOTICES 


The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month).  Vol- 
ume XII,  Number  II.  (Nebraska  University 
Number,  September,  1928).  Octavo  of  254  pages 
with  40  illustrations.  Per  Clinic  year,  July,  1928, 
to  May,  1929.  Paper,  $12.00;  Cloth,  $16.00  net. 
Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1928. 

This  volume  contains  a great  many  instructive 
papers.  The  first  one,  by  Dr.  E.  L.  Bridges,  on 
“Hyperthyroidism”  is  very  clear  and  good  reading. 
A paper  by  Dr.  Sanford  R.  Gifford  on  the  “Ocular 
Complications  of  Diabetes”  is  quite  instructive. 
Arthritis  is  discussed  in  two  separate  papers. 

Most  of  these  papers  are  in  the  form  of  clinics 
which  were  presentations  made  at  the  weekly  staff 
clinics  of  the  University  Hospital.  The  whole  makes 
a volume  of  diverse  subjects,  and  one  which  might 
occupy  the  attention  of  any  medical  man. 

— A.  E.  Cardle,  M.D. 
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“EARLY  DISCOVERY— EARLY 
RECOVERY” 

With  the  slogan  “Early  Discovery — Early  Re- 
covery” and  emphasis  on  the  discovery  of  lung- 
gland  tuberculosis  in  children,  the  1,400  affiliated 
state,  county,  and  city  tuberculosis  associations 
throughout  the  United  States  will  conduct  a sec- 
ond nation-wide  campaign  during  April  for  the 
*early  diagnosis  of  tuberculosis. 

The  campaign  will  be  purely  educational  and 
will  be  conducted  by  each  tuberculosis  association 
as  a local  project,  under  the  leadership  of  the 
National  Tuberculosis  Association. 

Attention  is  being  directed  to  children  because, 
although  lung-gland  infection  at  an  early  age  is 
not  necessarily  a disease,  physicians’  records  show 
that  such  children  are  the  ones  who  are  ex- 
tremely likely  to  develop  lung  tuberculosis  in 
later  life,  particularly  between  the  ages  of  15 
and  45,  which  are  the  most  productive  years 
from  a social  and  economic  standpoint. 

Although  education  will  be  carried  on  mainly 
through  newspapers,  magazines,  and  motion 
pictures,  to  reach  the  public  during  the  “Early 
Diagnosis”  campaign,  effort  will  be  made  to  ar- 
range meetings  at  which  speakers  will  give  short 


talks  on  symptoms  of  tuberculosis,  and  methods 
of  diagnosis  and  cure.  A special  film  has  been 
prepared,  and  billboards  throughout  the  country 
will  carry  the  message  of  the  campaign. 

THE  DOCTOR  IN  THE  COUNTRY 

We  have  very  profound  respect  for  the  many 
medical  men  who  practice  medicine  in  the  coun- 
try, for,  as  a rule,  they  have  to  work  out  their 
own  salvation  by  accepting  things  as  they  are 
and  meeting  emergencies  as  they  arise,  as  they 
must  in  looking  after  the  welfare  of  their  people 
in  the  country.  We  fear  they  are  not  appreci- 
ated as  they  should  be,  and  they  rarely  get  the 
credit  they  merit  for  the  work  they  are  doing. 

Very  few  realize  the  enormous  amount  of 
work  that  the  man  practicing  in  the  country  is 
at  times  obliged  to  do,  not  only  in  order  to  make 
his  living,  but  to  meet  the  practice  as  it  comes 
to  him  and  look  after  it  carefully,  properly,  and 
scientifically,  and  incidentally  keep  in  touch  with 
much  medical  literature  which  apparently  the 
men  in  the  cities  have  less  time  to  read  than  the 
busy  country  practitioners.  Yet  it  is  apparent 
that  very  frequently  the  man  practicing  in  the 
country  has  had  larger  experience  than  we  dare 
dream  of.  He  has  to  resort  to  measures  that 
would  seem  almost  impossible  in  his  efforts  to 
save  life.  We  recall  an  instance,  some  years 
ago,  where  a doctor  was  attending  a patient,  at 
a point  rather  distant  from  his  office,  who  was 
about  to  be  delivered  and  he  found  that  he  had 
no  means  at  hand  in  the  way  of  forceps,  and  he 
knew  the  situation  was  a desperate  one ; he  was 
in  such  a desperate  position  that  he  resorted  to 
tying  a halter  strap  around  the  child’s  neck  and 
delivering  the  woman  under  those  circumstances. 
Who  would  have  attempted  such  a thing  in  the 
city? 

The  man  in  the  country  will  recall  many  cases 
he  has  pulled  through  under  trying  circum- 
stances, yet  he  makes  but  little  of  it — thinks  it 
is  all  in  the  day’s  work  and  that  there  is  nothing 
remarkable  about  the  thing  he  has  accomplished. 
Hence,  it  is  a very  good  thing  for  the  men  in 
the  country  to  join  their  local  medical  societies 
and  get  all  the  information  they  can  from  their 
own  country  people  and  then  make  excursions 
elsewhere  for  the  purpose  of  furthering  their  own 
information  to  a greater  degree.  Yet,  behind 
it  all,  these  men  are  men  of  wide  information 
and  capabilities  who  have  done  things  that  others 
have  not  done,  yet  their  feeling  of  inferiority 
often  prevents  them  from  giving  these  to  the 
world.  They  think,  as  they  pass  it  by  with  the 
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case  in  front  of  them,  that  they  may  have  dealt 
with  a peculiar  case,  but  they  do  not  appreciate 
how  much  it  means  toward  the  salvation  of 
others.  Therefore,  we  are  always  willing  to  give 
due  credit,  to  the  men  who  practice  in  the  coun- 
try and  who  suffer  the  inconvenience  and  hor- 
rors of  night  and  day  to  keep  their  people  well, 
and  usually  with  great  success.  This  you  must 
know  applies  to  the  man  who  is  really  practic- 
ing medicine,  not  to  the  man  who  is  splurging 
and  putting  on  a lot  of  airs  and  making  believe 
that  he  understands  the  whole  situation.  None 
of  us  know  it  all,  and  every  one  of  us  has  some- 
thing to  learn,  whether  one  is  an  old  practitioner 
in  the  country  or  a fledgling  making  one’s  way 
in  a new  town.  You  older  men  in  practice  will 
remember  your  early  experiences  in  the  prac- 
tice of  medicine,  and  you  will  wonder  how  you 
did  it — but  you  did  it  because  you  had  it  in 
you ; it  was  something  that  was  born  in  you  and 
when  the  necessity  arose  this  something  came  to 
the  surface. 

INSURANCE 

Someone  has  very  properly  said  that  no  one 
should  let  insurance  lapse  under  any  circum- 
stances and  particularly  insurance  covering 
health  and  accident.  Consequently,  when  you 
have  a disability,  do  not  cancel  your  life  insur- 
ance. For  instance,  according  to  H.  Sheridan 
Baketel,  Jr.,  he  assumes  that  you  may  have  in- 
surance contracts  for  twenty-five  thousand  dol- 
lars and  you  expect,  of  course,  to  keep  them  up. 
But  there  may  come  a time  when  you  may  have 
to  make  different  arrangements  about  insurance. 
It  may  be  supposed  that  your  professional  duties 
have  become  so  arduous  that  you  have  allowed 
yourself  to  become  seriously  rundown  and  con- 
tract tuberculosis.  You  think  you  will  find  it 
necessary  to  give  up  or  turn  over  to  your  asso- 
ciate your  practice,  which  it  may  have  taken 
years  to  build  up.  Unless  you  have  been  es- 
pecially fortunate  you  will  find  there  is  not  a 
great  deal  of  surplus  with  which  to  pay  your 
living  expenses.  That  seems  to  be  the  common 
condition  among  medical  men.  With  compara- 
tively nothing  coming  in  and  everything  going 
out  you  will,  of  course,  endeavor  to  pay  expenses 
wherever  possible.  Then  you  think  of  the  fifty 
dollars  per  month  that  you  have  been  depositing 
with  that  life  insurance  company.  With  that 
in  mind  you  dig  the  contracts  out  of  your  safe 
or  deposit  vault  and  find  they  can  be  cashed  in 
for  quite  a considerable  sum  of  money,  with  no 
more  premiums  to  pay.  What  is  more  natura}? 


The  money  received  probably  goes  toward  cur- 
rent living  expenses  and  your  life  insurance 
estate  is  nil.  At  your  death  your  family  gets 
the  ragged  edges  of  what  has  been  your  savings. 
Assume,  on  the  other  hand,  that  there  has  been 
a disability  clause  written  into  the  contracts. 
The  premium  deposits  would  have  been  some- 
thing in  excess  of  the  given  six  hundred  dollars, 
but  what  a difference  that  would  make  in  the 
conduct  of  your  affairs.  After  the  ninetieth  day 
of  your  disability  the  company  would  not  only 
start  paying  you  two  hundred  fifty  dollars  a 
month,  but  would  also  pay  your  future  premi- 
ums for  you.  This  would  be  a procedure  for 
the  duration  of  the  disability,  and  at  your  death 
the  twenty-five  thousand  dollars  would  still  be 
payable  to  your  family  in  the  fulfillment  of  the 
company’s  obligation. 

In  this  connection  it  might  be  interesting  to 
note  that  there  is  a new  type  of  disability  in- 
surance offered  to  doctors  by  a few  of  the  com- 
panies. The  wording  of  the  old  disability  clause 
was  substantially  as  follows : “In  case  of  total 
and  permanent  disability  which  wholly  and  con- 
tinuously prevents  the  insured  from  engaging 
in  any  occupation  for  wage  or  profit  the  com- 
pany will  pay,  etc.,  etc.”  That,  of  course,  is 
very  stringent  wording.  The  objection  offered 
by  any  number  of  men — and  quite  rightly — was 
that  one  would  have  to  be  nearly  dead  in  order 
to  qualify.  Needless  to  say,  the  companies  have 
always  been  very  fair  and  liberal  in  their  inter- 
pretations, that  is,  running  a corner  store  for 
a profit  of  twenty-five  dollars  a week  would  not 
be  considered  an  occupation  in  lieu  of  what  has 
been  a ten-thousand-dollar  annual  practice. 
However,  where  the  words  “any  occupation” 
and  “total  and  permanent  disability”  are  used 
one  naturally  thinks  of  the  limitations  involved. 
For  that  reason  it  is  now  possible  to  obtain  a 
professional  man’s  disability  clause,  so  called, 
under  which  a physician  can  obtain  protection 
for  a disability  which  interferes  with  the  carry- 
ing on  of  his  occupation,  the  practice  of  medi- 
cine, which  is  presumed  to  be  “permanent,” 
rather  than  “total  and  permanent.”  Therefore, 
at  no  extra  cost  above  the  usual  charge  for  the 
disability  insurance  the  physician  can  get  twenty- 
five  thousand  dollars  of  life  insurance  and  have 
an  income  of  two  hundred  fifty  dollars  per 
month  after  ninety  days  of  disability  which  is 
presumed  to  be  permanent.  Consequently, 
every  medical  man  should  take  advantage  of  so 
insuring  his  life. 

Of  course,  the  average  insurance  company  is 
out  to  make  money,  and  their  records  of  accumu- 
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lated  moneys  are  at  times  almost  unbelieveable. 
One  man  who  represents  a large  company  told 
us  that  his  company  had  $900,000,000  surplus. 
We  do  not  know  what  they  do  with  it  all  or 
how  it  is  disposed  of,  but  they  have  that  amount 
of  money;  and  doubtless  some  of  the  larger  in- 
surance companies  have  an  additional  accumu- 
lation. The  companies  carrying  sickness  and 
accident  insurance  refuse  to  carry  any  insured 
after  he  or  she  has  reached  a certain  age  period, 
either  sixty-five  or  seventy  years,  and  they  do  not 
hesitate  at  any  time  to  suspend  your  policy,  even 
though  you  have  paid  them  an  annual  premium 
for  years.  They  do  it  without  any  explanation 
except  that  the  majority  of  insurance  companies 
have  adopted  this  provision.  Fortunately,  there 
is  another  way  out  of  this  situation,  that  is,  the 
annuity  plan.  Supposing-  you  are  insured  for 
twenty-five  thousand  dollars,  or  more,  or  that 
you  have  that  amount  on  hand  or  available. 
You  can  invest  that  with  an  insurance  company 
which  will  guarantee  you  a certain  amount  of 
money  for  life  to  you  and  to  your  dependents 
after  your  death.  That  seems  to  us  a very  desir- 
able proposition,  but  how  many  will  take  advan- 
tage of  it  ? The  idea  of  taking  out  insurance,  with 
most  people,  is  to  provide  for  their  families,  and 
they  will  go  to  almost  any  extreme  to  keep  up 
their  premiums,  having  in  mind  the  idea  that 
their  families  are  going  to  be  protected.  But 
it  also  means  that  you  must  insure  yourselves 
in  a reliable  insurance  company.  Look  over 
your  policies  frequently  and  find  out  whether 
they  contain  objectionable  clauses.  Study  them 
over  carefully  and  consult  with  your  insurance 
manager  as  to  the  meaning  and  worth  of  their 
promises.  Otherwise  you  may  find  yourself 
suddenly  cut  off  from  any  payment  whatsoever, 
and  your  wife  and  children  will  suffer  through 
your  neglect. 

It  has  always  been  the  writer’s  idea  that 
fathers  should  take  out  insurance  for  their  sons 
at  the  youngest  possible  age  and  have  a paid-up 
policy,  like  an  endowment  policy,  which  will 
come  due  at  a certain  age.  This  is  a very  definite 
proposition  and  pays  well.  It  is  a very  com- 
fortable feeling  when  one  has  an  endowment 
policy  for  ten,  twenty,  or  thirty  years  to  feel 
that  at  the  end  of  that  time  you  are  going  to 
get  a lump  sum,  and  that  if  your  dividends 
have  been  allowed  to  accumulate  they  will  be 
included  in  the  sum.  Then,  fortunately,  you 
may  be  able  to  pay  off  some  indebtedness  at  the 
end  of  a definite  period ; and  the  company  in- 
sures you  and  performs  the  payment  of  an  ob- 
bligation  that  you  may  use  for  investment  pur- 


poses or  otherwise.  How  well  you  would  feel 
if  your  boy  at  fifteen  or  twenty  were  to  receive 
an  endowment  of  five  thousand  dollars,  the 
father  having  paid  the  premiums ; by  that  time 
the  boy  would  be  ready  to  enter  business  of 
some  kind  and  he  would  have  a definite  amount 
to  go  on.  He  would  not  have  to  dig  around 
and  hunt  up  some  obscure  proposition,  but  would 
have  something  definite  in  his  mind  that  he 
wanted  to  engage  in.  At  all  events,  keep  up  your 
insurance  and  do  not  allow  any  disability  to  be 
cancelled  unless  it  is  absolutely  necessary.  Of 
course,  there  are  some  companies  which  do  not 
care ; they  have  so  much  money  they  do  not 
know  what  to  do  with  it,  but  it  is  just  as  well 
for  one  to  be  prepared.  A better  investment 
than  insurance  can  hardly  be  imagined,  unless 
you  are  buying  a business  block  in  a large  city. 
But  to  own  a farm  which  is  not  doing  very  well 
and  which  it  is  impossible  to  sell  would  be  a 
much  less  desirable  investment  than  five  to  ten 
or  twenty  thousand  dollars  worth  of  insurance. 


DR.  CHARLES  F.  NOOTNAGEL,  JUNIOR 

We  are  sorry  to  have  to  chronicle  the  passing 
of  Dr.  Charles  F.  Nootnagel,  of  Minneapolis. 

Doctor  Nootnagel  cannot  be  given  too  high  a 
place  in  medicine,  although  he  was  a quiet 
rather  than  a “spot-light”  man.  He  was  sixty- 
six  years  old  at  the  time  of  his  death.  He  came 
to  Minnesota  with  his  family  in  his  early  youth 
and  practiced  in  Evansville,  Minnesota,  for  about 
two  years.  He  was  married  in  1888  and  moved 
to  Minneapolis,  beginning  his  practice  in  North- 
east Minneapolis.  In  1896  he  went  to  Germany, 
where  he  worked  under  von  Leube,  in  Wuerz- 
burg, where  he  was  trained  and  where  he  en- 
joyed the  associate  practice  with  von  Leube  as 
an  internist  for  two  years.  He  was  present  in 
the  laboratory  when  Roentgen  made  his  first  dis- 
coveries. He  was  known  here  as  an  internist, 
also,  but  his  activity  and  popularity  were  so  great 
that  his  practice  became,  in  a way,  general.  At 
one  time  he  had  the  largest  obstetrical  practice 
in  Minneapolis  and  for  some  years  was  associ- 
ated with  Dr.  John  W.  Bell.  He  was  a man  of 
great  power,  both  physically  and  intellectually. 
Later  in  his  medical  experience  he  did  a great 
deal  of  surgery,  alone  or  in  association  with 
some  other  surgical  expert,  and  was  extremely 
successful. 

Doctor  Nootnagel  wrote  a good  many  medical 
papers,  all  of  which  were  very  thoughtfully 
worked  out  and  in  all  of  which  he  had  improved 
his  technic,  both  in  surgery  or  medicine,  in  a 
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very  definite  manner ; so  he  did  not  get  all  the 
credit  he  deserved  for  his  thoughtful,  student- 
like, and  intellectual  attaintments,  but  he  was  al- 
ways respected  and  revered  by  everyone  who 
knew  him.  He  was  on  the  staffs  of  many  hos- 
pitals, including  the  Northwestern,  St.  Andrews, 
and  the  General,  at  various  times.  He  had  the 
rare  faculty  of  appreciating  a forward  move- 
ment, taking  the  advantage  of  circumstances  and 
universally  improving  upon  anything  that  he  had 
carefully  studied  or  learned.  We  shall  miss  him 
here  very  much.  His  sudden  death  gives  us  a 
striking  example  of  what  should  be  done  by  doc- 
tors, as  well  as  their  patients,  having  a physical 
examination  periodically  to  find  out  whether 
they  are  fit  or  not,  for  he  suddenly  tipped  over 
in  his  office  chair  and  died  from  a rupture  of 
the  arch  of  the  aorta. 


NEWS  ITEMS 


Dr.  H.  D.  Staples,  of  Minneapolis,  is  home 
from  a trip  to  California. 

Dr.  A.  E.  Gage  has  moved  from  Sioux  Falls, 
S.  D.,  to  Long  Beach,  Calif. 

Dr.  H.  M.  Knudtson  has  moved  from  Pipe- 
stone, Minn.,  to  Fargo,  N.  D. 

Dr.  G.  F.  Keller,  a recent  graduate  of  Loyola, 
has  located  at  Mankato,  Minn. 

Dr.  J.  H.  Rishmiller,  of  Minneapolis,  has  re- 
turned from  a vacation  in  the  South. 

Dr.  Julius  Buscher,  of  Albany,  Minn.,  has  gone 
to  Europe  for  several  months’  work  in  the  medi- 
cal centers. 

Dr.  Mabel  Ulrich,  of  Minneapolis,  will  return 
next  week  from  an  extended  trip  through  Mexi- 
co and  Cuba. 

A hospital  to  cost  $35,000  is  to  be  built  at 
Lame  Duck,  Mont.,  for  the  care  of  the  Indians 
in  that  section. 

Dr.  F.  G.  Carter,  Superintendent  of  the  Ancker 
Hospital,  St.  Paul,  has  been  re-appointed  for  a 
term  of  four  years. 

Dr.  C.  D.  Harrington,  City  Health  Commis- 
sioner, and  wife,  of  Minneapolis,  have  gone  to 
California  for  a short  vacation. 

Dr.  E.  T.  Sanderson,  of  Minneota,  Minn.,  has 
been  elected  Executive  Secretary  of  the  Minne- 
sota State  Board  of  Medical  Examiners. 

Dr.  W.  A.  F'ansler,  of  Minneapolis,  presented 
a paper,  upon  invitation,  before  the  American 


Academy  of  Medicine  at  Buffalo,  N.  Y.,  last 
month. 

The  old  hospital  building  at  Moose  Lake, 
Minn.,  was  destroyed  by  fire  last  month.  The 
new  building  of  the  Community  Hospital  was 
damaged. 

The  Montana  Child  Health  Council  was  or- 
ganized in  Miles  City,  Mont.,  last  month.  Its 
purpose  is  to  co-ordinate  all  Child  Welfare  in 
the  State. 

The  new  clinic  office  building  of  the  Worthing- 
ton (Minn.)  Clinic  was  opened  last  month.  It 
is  a handsome,  commodious,  and  well-equipped 
building  of  which  this  city  is  justly  proud.' 

More  than  100  graduate  nurses  attended  the 
quarterly  meeting  of  the  Minnesota  League  of 
Nursing  Education,  which  met  at  the  University 
of  Minnesota  in  Minneapolis  last  month. 

A sectional  meeting  of  the  American  College 
of  Surgeons  was  held  in  Minneapolis  the  fore- 
part of  this  week.  There  was  a large  attendance 
of  surgeons  from  the  Dakotas,  Montana,  and 
Minnesota. 

The  Yellowstone  Valley  Medical  Society  of 
Montana  will  hold  its  third  annual  conference  at 
Billings  on  April  4.  Dr.  Alfred  Karsted,  of 
Butte,  President  of  the  State  Association,  will 
make  the  principal  address. 

A class  of  preliminary  students,  numbering 
sixteen,  entered  the  nurses’  training  school  of 
Trinity  Hospital  of  Minot,  N.  D.,  last  month, 
and  a second  class  will  enter  in  September.  The 
number  of  enrolled  students  is  about  90. 

The  following  were  elected  officers  of  the  Min- 
neapolis Surgical  Society  at  the  Society’s  an- 
nual meeting  last  month : President,  Dr.  Stanley 
R.  Maxeiner;  vice-president,  Dr.  M.  J.  Lynch; 
secretary-treasurer,  Dr.  H.  O.  McPheeters. 

Dr.  H.  J.  Robb,  of  Plentywood,  Mont.,  was 
accidently  killed  last  week  by  a discharge  from 
an  X-ray  machine.  Dr.  Robb  was  42  years  old, 
and  had  practiced  in  Broadview,  Mont.,  up  to 
lune,  1927,  when  he  moved  to  Plentywood. 

Dr.  J.  F.  D.  Cook,  Secretary  of  the  South  Da- 
kota State  Medical  Association,  was  a guest  at 
the  Annual  Conference  of  the  Secretaries  of  the 
Component  Societies  of  the  Minnesota  ’State 
Medical  Association,  held  in  St.  Paul  last  month. 

Miss  Katherine  E.  Connolly,  a Child  Plealth 
Worker  with  the  National  Tuberculosis  Associa- 
tion, is  spending  a month  as  guest  of  the  Henne- 
pin County  (Minneapolis)  Tuberculosis  Asso- 
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ciation  and  assisting  in  a program  of  child  health 
work. 

Dr.  B.  B.  Sellacek,  formerly  of  Oberon,  N.  D., 
has  taken  over  the  practice  of  Dr.  L.  D.  Roberts, 
of  Cando,  N.  D.,  whose  appointment  to  a posi- 
tion on  the  staff;  of  the  Veterans’  Bureau  at 
Hot  Springs,  S.  D.,  was  announced  in  our  last 
issue. 

If  some  Western  States  are  criticized  for  per- 
mitting overcrowding  in  their  state  hospitals, 
it  may  be  well  to  recall  the  fact  that  the  New 
York  State  Hospital  Commission  says,  in  their 
last  report,  that  all  but  three  of  that  State’s  hos- 
pitals are  overcrowded. 

Dr.  B.  C.  Barnard  was  appointed  for  his  sixth 
term  as  Superintendent  of  the  Oakland  Park 
Tuberculosis  Sanatorium  of  Minnesota  at  the 
annual  meeting  of  the  Commission  in  January, 
and  Dr.  O.  L.  Mellby  was  re-elected  president 
of  the  Commission. 

Dr.  Owen  H.  Wangensteen,  Associate  Pro- 
fessor of  Surgery,  University  of  Minnesota,  is 
toi  succeed  Dr.  A.  C.  Strachauer  as  Head  of  the 
Department  of  Surgery.  Dr.  Strachauer  will 
devote  his  whole  time  to  the  work  of  the  Cancer 
Institute  of  the  University.  Dr.  Wagensteen 
will  spend  several  months  in  Rochester  and  in 
Europe  before  beginning  his  new  work.  He  is 
a graduate  of  the  Medical  School  of  the  Uni- 
versity, class  of  ’22. 

The  twentieth  biennial  report  of  the  State  De- 
partment of  Health  of  North  Dakota,  just  re- 
ceived, is  a compilation  of  great  value  to  the 
medical  profession  of  that  state.  It  forcibly 
shows  that  the  Department  is  working  with  a 
clear  knowledge  of  the  needs  of  the  people  of  a 
new  state.  In  its  compilation  of  facts  it  ampli- 
fies a knowledge  easily  concealed  in  bare  figures ; 
and  we  now  begin  to  see  the  comparative  values 
of  figures  almost  of  no  value  up  to  the  present. 
The  physician  who  fails  to  co-operate  with  the 
Department  and  give  all  reports  called  for  is,  to 
say  the  least,  thoughtless. 

Locum  Tenens  Wanted 

In  a good  Minnesota  town  for  a month  or  six 
weeks.  Address  at  once  580,  care  of  this  office. 

Good  Location  in  Minnesota  for  Office 

Desirable  location  on  active  corner  in  North  Min- 
neapolis at  disposal.  Address  573,  care  of  this 
office. 

Position  Sought 

Young  surgeon  wishes  to  join  an  active  practi- 
tioner or  a busy  internist.  Address  575,  care  of  this 
office. 


Position  Wanted 

Young  surgical  assistant  wishes  to  assist  an  active 
surgeon  part  time  or  full  time.  Address  574,  care  of 
this  office. 

Apparatus  for  Sale 

Fischer  Diathermy  “Lo”  Senior,  and  Finsin  Heat 
Lamp  for  sale  cheap.  Phone  Cherry  0303  or  address 
572,  care  of  this  office. 

Position  Wanted 

As  business  manager  for  clinic  or  group  of  phy- 
sicians. Experienced  as  accountant,  collector,  and 
executive.  Address  585,  care  of  this  office. 

Wanted  Man  for  Locum  Tenens  Work 

I want  a good  man  to  take  charge  of  my  general 
practice  in  South  Dakota  as  soon  after  March  first 
as  possible.  Address  579,  care  of  this  office. 

Locum  Tenens  Wanted 

During  my  absence  in  Europe  from  May  24,  1929, 
to  September  1,  1929.  Office  free  (office  girl  $30  a 
month.)  Make  wrhat  you  can.  Address  J.  Louis 
Waldner,  Parkston,  So.  Dak. 

Institutional  Property  for  Sale  in  Minneapolis 

A Minneapolis  institution  moving  to  California  in 
the  fall  offers  its  property  for  sale.  Suitable  for 
rest  home  or  sanatorium.  Good  grounds  facing  a 
park.  Twenty  rooms.  Address  583,  care  of  this 
office. 

Associate  or  Partner  Wanted 

I desire  to  correspond  with  a dependable  man, 
with  view  to  associate  or  partnership,  in  eye,  ear, 
nose,  and  throat  practice;  well  established  in  small 
city  in  Northwest.  Can  have  three  months  for 
preparation.  Address  571,  care  of  this  office. 

Physician  Wanted 

To  take  over  my  large  and  well-established  gen- 
eral practice;  fully  equipped  office;  appointments  of 
25  years  practice;  health  officer,  etc.  County-seat 
town;  small,  well-maintained  hospital.  Am  leaving 
to  take  up  work  elsewhere.  Address  Dr.  F.  J. 
Roberts,  Cando,  N.  D. 

Practice  for  Sale  in  Minnesota 

Minnesota  practice  established  twelve  years,  town 
of  seven  hundred;  rich  mixed  farming;  creamery 
pays  over  half  million  annually;  other  products 
in  proportion;  one  young  light  competitor,  practice 
pays  nine  thousand  cash;  modern  combination  office 
and  residence  with  or  without  equipment;  easy 
terms.  Health  compels  change.  Address  569,  care 
of  this  office. 

Splendid  Opening  for  a Good  Man 

A well-known  physician  and  surgeon  in  one  of  the 
“20,000  prairie”  cities  has  reached  the  age  of  seventy, 
and  wants  some  one  to  inherit  his  practice.  A phy- 
sician with  one  or  two  years  of  private,  practice  pre- 
ferred. No  cash  premium  will  be  offered  to  gradu- 
ally take  over  this  inheritance.  Physicians  without 
inspiration  for  hard  work  and  above  the  average  suc- 
cess need  not  apply.  Address  577,  care  of  this  office. 
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NASAL  REFLEX  ASTHMA— Part  I 

By  H.  G.  Harris,  M.D. 

WILMOT,  SOUTH  DAKOTA 


M.  Brisgen  says,  regarding  asthma : “The  first 
definite  investigations  of  reflexes  of  the  nasal 
mucous  membrane  on  respiration  and  circulation 
were  made  by  Kratschmer  in  1870.  Kratsch- 
mer  proved  experimentally  that  irritation  of  the 
nasal  mucous  membrane  caused  changes  in  the 
breathing  and  in  the  circulation  of  the  blood. 
Later  researches  have  fully  proven  that  there 
exists  a close  relationship  between  asthma  and 
the  diseases  of'  the  nasal  mucous  membrane.” 
The  important  question  now  arises  as  to  whether 
this  is  the  sole  cause  of  asthma  and  whether  the 
cure  of  asthma  is  entirely  dependent  on  the 
cure  of  the  mucous  membrane. 

In  the  discussion  of  this  subject  several  so- 
called  varieties  of  asthma  will  be  mentioned.  By 
force  of  circumstances  they  are  all  included  in 
nasal  asthma.  While  it  is  true  that  some  have 
been  treated  for  stomach  and  intestinal  dis- 
orders, in  one  case  the  tonsils  were  removed 
when  the  nose  was  operated  on,  and  various 
systemic  treatments  have  been  used  in  connec- 
tion with  the  operative  work ; these  have  only 
strengthened  my  belief  that  the  nasal  cavity 
stands  pre-eminent  in  the  etiology  of  the  great 
majority,  if  not  all,  of  the  paroxysmal  dyspneas. 
Owing  to  the  similarity  of  history  and  treat- 
ment but  a small  number  of  cases  have  been 
reported  in  detail,  and  those  are  given  in  my 
discussion  of  “treatment.”  A definite  classifica- 
tion of  the  cases  taken  from  the  literature  is 
impossible.  The  following  arrangement  is  ac- 
cording to  classification  by  various  writers : 


Nasal  reflex  Pulmonary 

Toxic  Urogenital  Thymic 

Neurotic  Cardiac 

Dyspnea  is  mentioned  in  the  recent  books  as 
asthmaic  thymic,  peptic,  renal,  cardiac,  ureth- 
ral, etc.  That  it  is  a neurosis,  all  are  agreed  ; 
but  whether  there  is  a definite  starting  point 
for  any  or  all  of  these  cases  and  where  it  is, 
has  not  been  definitely  settled.  While  various 
factors  contributory  to  the  asthma  are  usually 
found  when  cases  first  present  themselves  for 
examination,  I believe  the  incipient  stage  would 
present  but  a small  part  of  the  symptom  com- 
plex for  I am  not  convinced  that  all  the  cases 
I have  treated  were  neurotics,  and  some  that 
were,  I believe,  became  so  after  suffering  from 
irritation  of  the  nasal  cavity  for  months  or  per- 
haps years. 

In  taking  the  histories  inquiry  was  made  of 
friends  and  relatives,  when  possible,  to  obtain 
data  as  to  the  early  environments,  habits,  and 
characteristics  of  the  patient.  Two  of  my  cases 
gave  histories  of  an  injury  to  the  nose,  later  fol- 
lowed by  paroxysms  of  dyspnea.  Examination 
showed  the  nose  had  been  broken. 

Within  the  year  I have  treated  two  children 
in  the  same  family,  one  three  years  old,  the 
other  one  year  old,  for  marked  dyspnea.  They 
had  been  treated  for  two  days  with  ipecac, 
lobelia,  etc.  Within  a half-hour  after  making 
local  applications  to  the  nose  both  were  asleep. 
The  father  has  a deformed  nose,  resulting  from 
an  injury  received  years  ago,  and  has  not 
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breathed  through  one  nostril  since,  though  he 
has  never  been  troubled  with  dyspnea.  Whether 
heredity  or  neurosis  enters  into  the  etiology  of 
these  two  cases  I will  not  say.  But  the  stub- 
born fact  remains  that  the  unpleasant  and  alarm- 
ing symptoms  quickly  recede  under  nasal  treat- 
ment. Such  asthmas  as  renal  and  cardiac  do  not 
belong  to  this  class. 

Uremia  undoubtedly  belongs  to  the  toxic  class. 
It  is  not  unreasonable  to  suppose  that  toxines 
acting  upon  the  respiratory  center  can  cause 
dyspnea ; but  to  explain  why  one  should  be 
chiefly  expiratory,  the  other  inspiratory,  or  both, 
is  quite  another  problem. 

Cardiac  asthma  should  be  classified  under 
mechanical  obstruction,  as  is  evidenced  in  pul. 
edema,  pul.  infarct,  etc. 

The  analogy  between  asthma  and  epilepsy,  I 
have  left  untouched.  The  so-called  urethral 
asthma  clearing  up  after  cutting  of  strictures, 
opening  meatuses,  etc.,  could  as  properly  be 
classed  under  epilepsy.  It  is  a well-known 
fact  that  circumcision  has  occasionally  relieved 
this  malady. 

NASAL  REFLEXES 

Tules  Lemonnyer  observes  that  asthma  in  chil- 
dren causes  many  errors  in  diagnosis,  and  since 
it  is  frequently  confounded  with  bronchopneu- 
monia, in  some  cases  it  is  entirely  overlooked. 

Rosenbach  (Berlin)  describes  what  he  calls 
conjunctival  asthma,  in  which  there  is  often 
hyperemia  of  the  nasal  mucous  membrane. 
Rosenbach  does  not  know  whether  the  condi- 
tion indicates  cerebral  hyperemia,  but  asserts  de- 
cidedly that  intestinal  disturbances,  hemor- 
rhoids, etc.,  may  be  factors. 

Sir  A.  Clark  has  often  observed  that  all  the 
nasal  symptoms  suddenly  cease,  and  there  arise 
all  the  signs  and  symptoms  of  an  ordinary  bron- 
chial asthma.  Sometimes  these  symptoms  alter- 
nate, and  there  is  a regular  see-saw  between  the 
two  troubles. 

Bayer  removed  a nasal  polypus  and  observed 
the  rapid  cure  of  asthma  in  1875.  In  later  ob- 
servations he  found  many  asthmatics  with  nasal 
disease,  but  he  was  guarded  in  his  opinion.  He 
remarked  that  the  majority  of  asthmatics  had 
gastric  troubles  which  had  in  their  train  respira- 
tory symptoms.  Often  there  was  catarrh  of  the 
digestive  organs  accompanied  with  flatulent  dys- 
pepsia, constipation,  etc.  Re-establishment  of 
the  normal  functions  of  the  intestines  caused  a 
disappearance  of  the  reflex  symptoms,  which  had 
resisted  nasal  treatment. 

W.  C.  Glasgow  calls  attention  to  the  fact  that 


it  is  not  the  nasal  polypus  alone,  but,  rather,  the 
peculiar  condition  of  the  nasal  chamber  holding 
the  polypi  which  is  the  cause  of  the  asthmatic 
attack. 

E.  J.  Kuh  quotes  Wm.  Hack  as  saying,  a 
mucous  membrane  showing  slight  affection  not 
deadened  by  thickening  and  hypertrophy,  is  pos- 
sibly better  for  exciting  reflexes  than  one  evi- 
dently diseased. 

M.  D.  Lederman  thinks  reflex  excitation  ap- 
peals to  us  as  being  the  most  plausible  explana- 
tion of  the  origin  of  asthma,  and,  Bosworth 
quoted  by  the  same  author,  has  never  seen  a case 
of  asthma  or  hay  fever  occurring  in  other  than 
an  obstructive  lesion  of  the  nasal  or  upper  air 
passages.  Brown  has  had  many  cases  where  the 
asthma  was  apparently  the  direct  result  of  the 
nasal  polypus,  but  in  which  the  neurotic  svmp- 
toms  persisted  in  spite  of  restored  health  of  the 
mucous  membrane. 

This  does  not  exactly  prove  the  non-nasal 
theory  because  the  excitation  may  have  been  so  i 
prolonged  that  any  other  irritant  could  excite 
the  paroxysm,  owing  to  the  lowered  resistance  i 
of  hypersensitiveness  of  the  neurotic  element, 
even  after  the  polypi  were  removed.  My  own  j 
experience  is  in  accordance  with  the  latter.  The 
only  case  where  dyspnea  returned  was  in  No.  8. 
The  woman  had  been  troubled  sixteen  years  j 
previous  to  operation  and  was  of  the  frail  neu-  j 
rotic  type.  After  her  resistance  was  increased 
the  attacks  ceased. 

W.  C.  Ayres  cites  ten  cases  to  prove  his  be- 
lief that  the  cause  of  spasmodic  asthma  lies  in 
some  pathological  condition  of  the  tissues  of  the 
nasal  cavity.  So  far  as  known  nine  operations  . 
for  abnormal  growths  in  the  nose  cured  the  I 
asthma.  In  the  tenth  case  no  operation  was  per-  : 
mitted  for  the  boy  had  large  adenoid  growths  i 
and  spasmodic  asthma.  The  same  author  thinks  j 
it  most  plausible  that  venous  engorgement  of  the 
nasal  mucous  membrane  and  consequent  nervous  i 
irritation  w'ould  give  a reflex  condition  of  bron- 
chial spasm  and  asthmatic  breathing. 

W.  Porter  reports  four  cases  of  asthma,  three 
having  polypi,  the  fourth  hypertrophy  of  the 
nasal  tissue. 

L.  E.  Blair  says  the  so-called  neurotic  element 
in  asthma  is  a result  and  not  a primary  cause  of 
the  disease.  Reasoning  from  effect  to  cause  is 
difficult  as  is  evident  from  the  many  views  that 
have  been  brought  forth  during  the  past  thirty 
years  bearing  on  the  etiology  of  asthma.  Ex- 
perimental work  bearing  on  the  specific  relation 
between  nasal  diseases  and  asthma  is  lacking. 

One  of  the  most  interesting  articles  on  this 
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subject  is  that  of  Willis  S.  Anderson  (J.  A.  M. 
A.,  1909,  vol.  Hi,  p.  957).  His  work  consisted 
of  experiments  on  guinea-pigs,  rabbits,  and  dogs. 
“Partial  closure  of  the  nostrils  of  dogs  is  fol- 
lowed by  symptoms  resembling  asthma  and  em- 
physema. The  resistance  of  the  younger  dogs 
was  lowered  to  such  an  extent  that  they  died 
from  infection,  and  the  lungs  were  found  to  be 
diseased  in  every  case  examined.  The  hair  be- 
came shorter,  thinner  and  lighter  in  color,  and 
a peculiar  wrinkling  of  the  skin  was  observed. 
Puppies  born  of  a mother  with  obstructed  nasal 
respiration  showed  lowered  vitality,  loss  of  hair, 
and  wrinkling  of  the  skin,  and  some  died.” 

Of  course,  the  anatomic  differences  between 
throats  of  animals  and  men  should  be  considered 
before  basing  conclusions  on  the  results  obtained 
from  these  experiments,  since,  in  the  lower  ani- 
mals, the  nasal  passages  are  more  nearly  in  a 
straight  line  with  the  larynx  and  trachea  than 
in  man.  The  larynx  is  placed  higher  in  the 
throat,  the  epiglottis  reaches  to,  or  up  in  front 
of,  the  soft  palate.  The  soft  palate  is  more 
nearly  horizontal,  and  with  the  epiglottis  it  forms 
a curtain  which  closes  the  glottis  from  the  naso- 
pharyngeal cavity.  The  anatomic  differences 
make  mouth  breathing  more  difficult  than  in  man. 

That  various  changes  take  place  in  the  lungs 
following  nasal  obstruction  is  well  known.  It 
is  only  reasonable  for  one  to  conclude  that  these 
same  changes  predispose  to  any  reflex  that  may 
take  place  in  these  morbid  areas,  providing  these 
measures  are  supplied  by  common  reflex  carriers. 
Assuming  that  the  vagus  is  the  reflex  carrier  this 
would  be  the  logical  reason  in  considering  the 
relation  between  nasal  diseases  and  bronchial 
■ asthma.  This  is  in  accordance  with  H.  Krause 
and  E.  Aronsohn. 

Two  cases  under  my  observation  always  be- 
gan with  severe  lachrymation,  with  burning  and 
t itching  eyes ; in  a few  hours,  perhaps  eight  or 
> ten,  sneezing  would  begin.  This  condition  would 
sometimes  last  two  days,  at  the  end  of  which 
time  the  eye  symptoms  would  have  disappeared, 
* and  the  patient  would  begin  to  feel  the  character- 

e istic  oppressive  sensation  in  the  chest,  and  dysp- 

nea. 

Schech  concludes  that  asthmatic  attacks,  par- 
i ticularly  in  elderly  people,  by  continual  expan- 
ds sion  of  the  alveolar  walls  may  lead  to  emphysema 
all  in  an  anatomical  sense;  but  in  youthful  indi- 
tyf  viduals  there  may  be  a complete  cure.  He 
warns  us  against  overlooking  the  nasal  condi- 
tions  which  cause  difficult  breathing  in  chronic 
bronchitis.  This  author  believes  that  such  cases 
ns  are  neurotic,  for  the  bronchial  symptoms  sud- 
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denly  disappear  after  the  nose  is  operated  on. 
To  say  which  asthmatic  is  neurotic  and  which 
one  is  not,  is  difficult,  since  the  pathology  is 
so  indefinitely  settled.  If,  as  G.  Sandmann 
thinks,  the  nasal  reflex  is  always  accompanied 
by  a corresponding  inflation  of  the  lungs,  the 
dyspnea  could  scarcely  be  termed  neurosis. 

From  this  I believe  that  the  bronchial  mucous 
membrane  is  subject  to  the  same  sudden  changes 
that  the  upper  respiratory  mucous  membrane  is, 
and  that  the  asthmatic  stimulus  begins  in  the 
upper  air  passages,  probably  always. 

W.  H.  Cooke  defines  asthma  as  a neurotic 
affection  characterized  by  hyperemia  and  tur- 
gescence  of  the  mucous  membrane  of  the  smaller 
bronchi.  He  states  that  attacks  may  he  caused 
by  direct  irritation  of  the  bronchial  mucosa,  or 
by  reflex  irritation  of  the  nasal  mucous  mem- 
brane, also  reflex  from  the  stomach  and  intes- 
tines, and  concludes  that  the  nerve  supply  to 
the  nares  is  favorable  for  these  respiratory 
troubles.  Johnson  Elliott  holds  the  same  view. 

Becker  says  there  is  no  doubt  that  nasal  polypi 
can  induce  asthma,  but  how  can  we  explain  the 
influence  of  these  polypi  on  the  asthma?  This 
author  concludes  that  the  “treatment  of  asthma 
is  the  treatment  of  the  whole  constitution.” 
This  will  be  true  of  all  chronic  cases,  for,  I be- 
lieve with  L.  E.  Blair,  the  pulmonary  and  gastro- 
intestinal neuroses  are  the  effect  and  not  the 
cause  of  asthma. 

Other  writers  supporting  the  nasal  origin  of 
asthma  are : J.  E.  Schadle,  E.  Blake,  G.  M.  Mac- 
Donald, P.  j.  H.  Farrell,  J.  B.  Ball,  H.  Drink- 
water,  B.  Fraenkel,  Mulhall,  C.  H.  Smith- 
Hozier,  E.  Y.  Stelkind,  M.  Collier. 

TOXIC 

O.  Silbermann  reports  four  cases  of  dyspep- 
tic asthma  in  children.  The  irritation  was 
caused  by  food,  worms,  foreign  bodies,  etc.  In 
1876  this  affliction  was  first  described  by 
Henoch,  who  gave  it  the  designation  of  “asthma 
dyspepticum.”  But  the  disease  was  so  infre- 
quent that  he  met  with  much  opposition,  and 
many  investigators  denied  its  existence  entirely. 
-Silbermann,  from  his  observations,  concludes 
that  the  complex  symptoms  of  dyspeptic  asthma 
are  only  important  as  they  prove  the  reflex  re- 
lations between  the  stomach  and  the  heart  vagus. 

G.  N.  Jack  considered  asthma  a symptom  in 
a viscious  circle.  While  pathognomonic  blood 
lesions  cannot  be  demonstrated  as  asthma,  analy- 
sis of  the  blood  and  close  observation  of  the 
clinical  features  of  sputum,  urine,  and  stool 
produce  a solid  wall  of  facts  that  boldly  declare 
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the  blood  origin  of  asthma.  This  writer  reports 
a case  of  asthma  due  to  leukemic  blood.  Pa- 
tients with  acute  attacks  of  asthma  coughed  up 
much  blood  and  were  thought  to  be  tuberculous, 
but  examination  of  tbe  heart,  lungs,  and  kidneys 
disproved  this  belief.  The  spleen  was  much 
enlarged,  a condition  probably  caused  by  poor 
food,  unsanitary  surroundings,  and  syphilis. 
Treatment  resulted  in  complete  cure.  No  men- 
tion is  made  here  as  to  whether  an  examination 
was  made  of  the  nose  or  upper  air  passages. 
Gumma  in  these  organs  could  reasonably  cause 
the  paroxysms  of  dyspnea  and  coughing.  Hem- 
orrhages are  not  uncommon,  but  are  confined, 
chiefly,  to  acute  cases.  Here,  as  in  other  cases, 
the  term  “asthma”  is  used  in  too  general  a sense. 
A more  limited  meaning  should  be  given  to  the 
terms  asthma  and  dyspnea. 

The  dvspneas  of  toxic  origin  are  to  be  dis- 
tinguished from  the  reflexes  of  nasal  origin,  in 
that  they  are  more  of  an  air  hunger.  The  in- 
spiratory and  expiratory  ratios  are  not  disturbed. 

Henoch  reports  four  cases  of  dyspeptic  asth- 
ma in  children,  the  oldest  nine  years  of  age,  the 
youngest  three  months.  He  does  not  mention 
treatment,  but  concludes  that  this  form  of  the 
disease  establishes  independence  of  the  complex 
symptoms  upon  irritation  of  the  stomach  or  the 
intestines. 

Georgesl  Hayes  says  that  the  reflex  of  gas- 
tropathies  upon  the  heart  and  lungs  is  very  fre- 
quent. The  phenomena  resulting  from  digestive 
troubles  are  difficult  to  explain.  Some  writers 
advance  the  theory  of  “auto-intoxication,”  others 
that  of  “reflex  action.”  The  latter  theory  gives 
an  irritation  of  the  pneumogastric  nerve  as  ori- 
gin of  attacks.  Hayes  reports  a severe  case  of 
asthma  which  was  gastric  in  origin.  The  man, 
who  was  sixty  years  old,  suffered  from  dys- 
pepsia for  many  years  and  had  been  treated  for 
the  same.  After  twelve  hours  of  milk  diet,  suf- 
focation ceased,  and  within  twenty-four  hours 
dyspnea  was  almost  gone. 

All  the  asthmatics  I have  treated  have  given 
repeated  histories  of  having  gone  through  many 
attacks  with  no  treatment.  Usually,  but  not  al- 
ways, the  diet  is  light  or  wanting  during  and 
following  an  attack.  Reflex  asthmatic  attacks 
are  self  limited,  in  which  respect  they  resemble 
epilepsy. 

M.  Einhorn  has  observed  thirty-one  cases  of 
dyspeptic  asthma,  in  which  there  was  nothing 
abnormal  in  the  chest  organs.  There  are  two 
forms,  namely,  acute  and  chronic.  The  first 
resembles  angina  pectoris ; in  the  second  form 
the  attacks  mav  come  immediatelv  after  meals 


or  several  hours  later.  The  cause  was  proved 
by  the  cessation  of  the  asthmatic  attacks  when 
the  digestive  tract  was  properly  fulfilling  its 
functions.  The  author  has  noticed  that  asthma 
occurs  in  cases  of  floating  liver. 

M.  A.  Boyd  reports  a case  of  gastric  dilatation 
having  some  attacks  of  spasmodic  asthma  re- 
lieved after  lavage.  He  thinks  the  attacks  were 
due  to  toxic  substance,  probably  fatty  acids, 
butyric  or  lactic  acid,  being  eliminated  by  the 
bronchial  mucous  membrane. 

J.  Boas  concludes, 1 from  twelve  of  his  own 
cases  of  dyspeptic  asthma,  that  auto-intoxication 
is  the  cause  of  the  attack.  In  these  cases  there 
was  often  excessive  HC1,  and  in  some  the  dia- 
phragm was  raised  above  the  normal  position. 

J.  W.  Collins  does  not  contend  that  all  cases 
are  traceable  to  pathological  or  functional 
changes.  Each  case  must  stand  on  its  own 
merits.  He  cites  a case  to  prove  the  relation  of 
asthma  to  hysteria. 

D.  N.  Kinaman  says  the  relation  of  migraine, 
epilepsy,  and  asthma  has  long  been  recognized. 
The  clue  which  joins  them  has  never  been  clearly 
indicated.  Indigestion  and  putrefying  contents 
of  the  intestines  are  acknowledged  to  have  been 
an  incidental  relation  to  them. 

James  Adam  classifies  asthma  etiologicallv 
among  those  affections  which  include  urticaria 
and  epilepsy,  probably  due  to  “endogenous 
toxines”  engendered  in  an  overfed  muscular 
system  not  relieved  by  exercise.  He  cites  a case 
to  prove  the  periodicity  of  the  attacks.  Work- 
ing men,  overfeeding  on  Sundays  and  Mondays, 
would  have  an  attack.  Eight  out  of  ten  showed 
this  week-end  periodicity.  Women  are  not  so 
apt  to  manifest  it  as  their  work  is  scarcely  peri- 
odic. 

John  Dunn  describes  cases  of  asthma  associ- 
ated with  gout,  resisting  all  other  treatment  but 
improving  when  colchicum  was  given.  He  con- 
cludes that  all  cases  can  be  referred  back  to 
uric  acid  collemia. 

G.  Schlemmer  says,  regarding  the  pathology 
of  asthma  according  to  Gad  who  investigated  the 
action  of  carbonic  acid,  that  not  only  in  the 
lungs  but  also  in  the  blood  which  irrigates  the 
respiratory  centers,  dyspnea  is  the  result  of 
an  insufficient  oxidation  of  the  centers,  com- 
mencing with  the  series  of  efforts  of  inspiration. 

It  would  seem  from  my  experience  that  CO 
in  the  blood  is  a result  of  the  asthmatic  attack 
rather  than  a cause. 

M.  Reiss  reports  many  cases  of  uremia  and 
believes  it  to  be  a symptom  of  chronic  nephritis. 
When  the  disease  is  far  advanced  the  attacks 
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are  very  similar  to  those  of  nervous  asthma. 

NEUROSIS 

G.  See  observes  that  asthma  forms  a triology, 
that  it  is,  in  fact,  nervous,  alveolar,  and  bron- 
chial. The  asthma  which  arises  from  a known 
lesion  and  which  is  dependent  on  an  original 
change  in  some  organ,  is  not  a true  asthma ; it 
is  nothing  more  than  a symptom,  a pseudo-asth- 
ma. Cardiac  asthma  is  the  type  for  this.  True 
asthma  is  such  only  when  it  forms  an  independ- 
ent disease,  and  is  known  to  have  a nervous  ori- 
gin ; it  is  a neurosis  of  the  greatest  importance, 
is  always  chronic,  always  interrupted  by  spas- 
modic attacks,  has  a defined  mechanism,  a pre- 
cise character,  and  a definite  localization.  The 
seat  of  this  neurosis  is  in  the  bulbus ; that  is,  in 
the  center  of  respiration  where  all  the  impres- 
sions of  the  pneumogastric  nerve  are  registered ; 
and  its  origin  is  in  the  congenital  or  accpiired 
reflex  irritability  of  these  organs.  The  author 
says  asthma,  like  epilepsy,  is  sometimes  heredi- 
tary and  sometimes  acquired.  Referring  to 
seven  cases  of  the  author’s,  we  may  observe  that 
true  neuroses  are  sometimes  co-incident,  but 
never  seem  to  exert  any  influence  on  each  other. 

H.  Bosse  says : “The  investigations  of  the 
last  thirty  years,  and  particularly  of  the  last 
decade,  have  proven,  beyond  doubt,  that  asthma 
is  dependent  on  a preceding  reflex  action  coming 
from  the  internal  nervous  system.  But  where 
the  original  irritation  which  causes  this  phe- 
nomena has  its  seat,  is,  as  yet,  only  a matter  for 
conjecture.” 

W.  A.  Wells  discusses  the  cause,  nature,  and 
treatment  of  asthma.  He  believes  the  disease 
has  many  points  of  resemblance  to  migraine, 
angina  pectoris,  and  epilepsy.  That  there  is  a 
general  morbid  constitutional  condition,  affect- 
ing chiefly  the  sympathetic  nervous  system,  is 
evidenced,  usually,  by  the  presence  of  uric  acid 
and  urates.  He  thinks  asthma  is  a reflex  neu- 
rosis, due  to  disease  of  various  organs,  but  par- 
ticularly those  supplied  by  the  vagus  nerve.  A 
frequent  cause  is  nasal  disease,  but  this  may  be 
very  slight  and  very  difficult  to  locate. 

A.  T.  Wilkinson  regards  asthma  as  an  ex- 
aggerated protecting  reflex.  It  causes  bronchial 
spasms  induced  by  certain  things  which  are  nox- 
ious to  the  asthmatic,  but  not  to  the  ordinary 
person.  Nature  has  devised  three  reflex  methods 
to  prevent  noxious  substances  from  entering  the 
respiratory  tract ; viz.,  sneezing,  secretion,  spasm. 
This  pathological  peculiarity  is  often  inherited. 
The  cause  may  be  in  the  brain  or  stomach,  or, 
in  fact,  most  anywhere. 


A.  Fraenkel  concludes  that  asthma  may  be  a 
general  neurotic  condition,  or  there  may  be  a 
mere  local  anomaly  which,  by  reflex  excitability, 
acts  upon  certain  apparatus  in  the  mucous  mem- 
brane of  the  respiratory  tracts. 

G.  C.  Kingsbury  reports  a case  in  which  a 
linseed  meal  poultice  was  applied  over  an  ulcer 
in  a woman  patient  aged  thirty-two  years.  She 
objected,  saying  it  would  give  her  asthma  since 
it  had  done  so  before  in  the  last  four  years. 
The  physician  insisted  upon  the  poultice  and 
applied  it.  When  applied  it  brought  on  the 
worst  attack  of  asthma  the  author  ever  saw. 
He  thought  the  patient  was  dying.  After  the 
poultice  was  removed  the  attack  gradually  sub- 
sided. An  oatmeal  poultice  had  no  effect. 

P.  M ’Bride  does  not  wish  to  be  recorded  as 
saying  that  he  has  met  asthma  in  an  absolutely 
normal  nose,  but  he  does  believe  that  certain 
nasal  abnormalities  receive  too  much  attention 
and  that  their  part  in  asthmatic  conditions  is 
significant.  He  does  not  believe  that  in  all 
cases  the  paroxysm  is  preceded  by  nasal  symp- 
toms, even  when  nasal  treatment  affords  relief. 
The  nose  is  rarely,  if  ever,  the  only  cause  of 
asthma.  In  only  one  case  has  he  found  asthma 
cured  by  removing  adenoids,  and  in  conclusion, 
while  the  upper  air  passages  may  be  the  exciting 
causes  of  asthma,  its  occurrence  depends  upon 
some  individual  predisposition.  In  my  treatment 
of  asthma  I have  never  stopped  at  merely  re- 
moving the  pathological  areas  from  the  nose. 
If  the  case  is  one  where  the  nerve  tone  needs 
attention,  it  is  obvious  that  it  should  receive  the 
same.  If  digestion  is  below  par  it  should  receive 
careful  attention.  This  much  can  be  said  of 
cases  I have  treated : I have  been  unable  to  treat 
the  asthmatic  attack  with  any  satisfaction  with- 
out attending  to  the  upper  respiratory  tract. 

F.  H.  Potter  says : “Asthma  is  a symptom. 
All  attempts  to  give  it  a distinct  pathology  have 
failed.  It  is  dependent  upon  so  many  conditions 
that  it  is  difficult  to  find  the  cause  in  a given 
case.  It  indicates  a morbid  process,  perhaps  in 
the  respiratory  organs,  but  not  necessarily  there.” 

“Reflex  asthma  as  a subject  is  wide.  In  every 
case  it  must  be  assumed  that  there  is  ( 1 ) a gen- 
eral neurotic  condition;  (2)  a pathological  area 
somewhere  in  the  economy;  (3)  some  exciting 
cause,  possibly  in  the  air,  possibly  in  the  food, 
but  generallv  unknown.  With  this  basis  we  can 
study  the  irritation  in  a special  region  without 
adopting  the  wrong  idea  that  asthma  is  depend- 
ent upon  a disease  in  this  region.” 
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PULMONARY 

E.  Ungar  says,  regarding  the  Leyden  crystals 
and  bronchial  asthma:  “In  attacks  of  bronchial 
asthma,  as  well  as  in  bronchial  croup,  there  is  a 
characteristic  exudative  process  involving  the 
bronchial  mucous  membrane,  and  this  is  a factor 
to  be  reckoned  with.  It  is  probable  that  the 
whole  complex  symptoms  can  be  explained  by 
the  constant  waste  in  the  small  bronchi.” 

Kinnear  thinks  the  evidence  of  authoritative 
writings  is  all  in  favor  of  asthma  as  being  a dis- 
ease of  nervous  origin  affecting  the  circular 
bronchial  muscles.  And  enough  testimony  has 
been  adduced  to  prove  the  principal  factor  giv- 
ing rise  to  asthmatic  paroxysms  results  in  the 
narrowing  of  the  small  bronchial  tubes,  so  that 
oxygen  cannot  enter  the  air  cells.  The  closure 
is  due  to  obstruction  of  the  muscular  fibres 
around  the  bronchi.  W.  H.  Katzenbach  holds 
the  same  view,  adding  that  nervous  indigestion 
is  another  cause.  The  irritation  of  the  gastric 
nerves  sends  a nervous  reflex  along  the  pulmo- 
nary filaments  of  the  same  nerves.  Constipa- 
tion is  also  a cause. 

Joal  calls  attention  to  the  intimate  relation- 
ship between  asthma  and  the  pathology  of  the 
bronchial  tract.  In  young  patients  asthmatic 
symptoms  develop  under  the  influence  of  a con- 
gestive or  inflammatory  lesion  of  the  bronchial 
glands.  We  are  convinced  that  in  certain  cases 
we  can  trace  cause  and  effect  between  the  two. 
The  physical  and  functional  symptoms  are  some- 
times hardly  discernible,  and  at  others  strongly 
marked,  and  even  then  it  may  not  be  possible 
to(  establish  the  exact  relationship  between  the 
glandular  symptoms  and  the  ones  observed. 

J.  M.  DaCosta  reports  a case  of  asthma  as 
a result  of  a foreign  body  that  had  passed  be- 
yond the  trachea.  A boy  sixteen  years  of  age 
had  a piece  of  apple  ^xj4xj^  lodge  in  his 
throat.  He  labored  under  great  respiratory  dis- 
tress, was  very  asthmatic  on  the  left  side,  and 
had  an  attack  of  dyspnea  and  coughing  when 
the  apple  came  up. 

In  his  private  practice  L.  D.  Bulkley,  out  of 
a total  of  4,300  patients  having  skin  disease, 
could  record  only  thirty-seven  instances  where 
the  existence  of  true  asthma  was  set  down  in 
his  notes.  There  were  fifty  or  more  cases  in 
which  there  were  symptoms  of  respiratorv  dif- 
ficulty, which  might  be  classed  as  asthmatic,  but 
more  properly  as  bronchial.  Bulklev’s  cases  of 
psoriasis  yielded  a small  per  cent  of  asthma, 
whereas  Mr.  Gaskin  asserts  that  the  combination 
is  very  frequent. 


W.  Blair  Bell  holds  that  asthma  is  caused  by 
acute  vasodilatation;  that  pulmonary  termina- 
tions of  the  vagus  nerve  produce  when  irritated, 
directly  or  indirectly,  vasodilatation.  Vasodila- 
tation is  not  mere  relaxation  of  the  vasoconstric- 
tors, but  an  acute  overcoming  of  the  constrictors 
by  the  dilators  which  are  supplied  by  the  vagus. 
This  causes  obstruction  of  the  bronchi  and  at- 
tacks of  asthma  result. 

CARDIAC 

Max  Salomon  reports  a case  of  “pneumobul- 
bar  asthma.”  A man  forty-nine  years  old  had 
suffered  several  years  with  bronchial  catarrh 
and  in  the  last  one  and  one-half  years  had  great 
difficulty  in  breathing.  When  the  author  saw 
him  he  was  in  a very  bad  state,  dyspnea  was 
agonizing,  sleep  broken,  and  appetite  gone,  and 
he  was  almost  unable  to  mount  stairs  or  move 
quickly.  Treatment  and  diet  were  given,  re- 
sulting in  some  improvement,  but  soon  the  asth- 
matic attacks  became  worse  and  more  frequent. 
The  patient  could  not  recline ; death  seemed  near. 
Digitalis  treatment  was  given  with  great  im- 
provement. The  patient  was  sent  to  Nordency, 
and  the  asthma  and  catarrhal  symptoms  ceased 
entirely.  The  case  is  an  example  of  the  non- 
nasotherapy  and  a proof  of  the  efficiency  of  ac- 
tive treatment  for  internal  disease  in  bronchial 
asthma. 

E.  O.  Jellinek  and  C.  M.  Cooper  have  investi- 
gated post-mortem  material  to  corroborate  their 
opinion  that  cardiac  asthma  is  a right-sided 
angina,  and  that  common  postmortem  lesion 
will  be  found  to  be  sclerosis  of  the  right  coronary 
artery  or  an  equivalent  to  it.  They  report  two 
cases  of  Mackenzie’s,  one  was  cardiac  asthma 
with  angina  pectoris,  the  other  cardiac  asthma 
without  angina  pectoris.  Postmortems  of  both 
gave  marked  sclerosis  of  the  right  coronary  ar- 
tery; the  left  one  remained  normal. 

Lauterbach,  M.,  says : ’’Dyspeptic  asthma 
seems  to  be  a reflex  action  of  disturbances  in 
the  working  of  the  heart,  and  especially  of  tem- 
porary loss  of  functional  power  of  the  left  ven- 
tricle. This  is  also  present  in  cardiac  asthma, 
but  in  dyspeptic  asthma  it  is  manifested  as  the 
consequence  of  an  important  organic  disease.” 

Block,  E.,  regarding  asthma,  says : “since  Vol- 
toline  asserted  that  the  polypi  caused  asthma  by 
reflex  action,  or  by  a change  in  the  breathing 
apparatus,  and  Fraenkel  denied  it  and  insisted 
that  the  mechanical  theory  also  was  wrong,  since 
he  himself  favored  the  theory  of  pathological  re- 
flex paroxysms  requiring  abnormal  irritations  of 
sensorv  nerves,  there  has  not  been  much  added 
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to  literature  on  nasal  asthma.  Many  cases  of 
I asthma  supposed  to  be  nasal  are  in  reality  cardi- 
ac. To-day  no  one  denies  that  asthma  is  a neu- 
rosis which  exhibits  itself  in  paroxysms  alter- 
nating with  periods  of  normal  condition  of 
voice.” 

Sihle,  M.,  asks : “What  is  asthma  ?”  Then 
he  says  that  he  has  observed  asthmatic  patients 
ever}-  day  for  seven  years  and  has  had  a great 
amount  of  material  for  study.  In  some  asth- 
matics there  is  a lessening  of  the  power  of  the 
| muscular  heart  apparatus,  but  with  the  majority 
the  reverse  is  the  case.  There  are  no  symptoms 
of  dilatative  hearlj  weakness  except,  naturally, 
the  asthmatic  attack  itself,  and  no  diastolic  rup- 
ture is  detected,  although  the  tonometric  value 
is  relatively  less.  These  cases  can  be  ascribed 
only  to  vasomotor  influences  diminishing  the 
blood  pressure.  Most  asthmatics  also  have  a 
tendency  to  a weakened  muscular  circulation. 

Loomis,  A.  L.  says  if  asthma  arises  from  ar- 
rest in  the  passage  of  blood  through  the  heart 
to  the  lungs,  it  may  be  designated  as  cardiac 
asthma.  In  many  valvular  diseases  of  the 
heart,  dyspnea  is  a prominent  symptom,  but  in 
those  cases  it  is  of  gradual  development.  In 
the  form  I am  considering  there  are  no  organic 
changes  in  the  lungs,  bronchial  tubes,  or  larynx 
to  obstruct  the  entrance  of  air  to  the  alveolar 
surface.  The  loss  of  breath  is  due  entirely  to 
a cardiac  condition,  which  allows  temporary  sew- 
ing up,  or  permanent  arrest  of  the  blood  current 
in  the  heart.  Usually  the  arrest  is  in  the  heart 
and  the  blood  is  shut  off  from  the  pulmonary 
artery.  The  primary  cause  is  probably  a gradual 
failure  in  the  contractile  power  of  the  heart, 

NASAL  ASTHMA 

A definition  of  nasal  asthma  is  given  as  fol- 
lows : A sudden  paroxysmal  dyspnea  probably 
always  expiratory,  characterized  by  slowing  of 
respiration,  acute  emphysema,  lowering  of  the 
diaphragm,  and  marked  general  congestion  and 
vasosecretory  disturbances  of  the  mucous  mem- 
brane of  the  respiratory  tract,  and  conjunctiva 
and  lachrymal  duct.  The  bronchial  secretions 
which  are  at  first  viscous  become  thinner  as  the 
paroxysm  subsides. 

ETIOLOGY 

I. — Predisposing  causes  : 

1.  Personal  predisposition. 

One  attack  predisposes  to  another.  In  my 
cases  the  attacks  increased  in  severity  and  dura- 
tion. It  is  probable  that  the  neurotic  element 
plays  an  important  role  here,  for  the  constant 


dread  of  an  attack,  no  doubt,  lessens  the  indi- 
vidual resistance. 

II. — Heredity : 

1.  According  to  G.  See  asthma  is  a neurosis 
and  may  be  congenital  or  acquired. 

2.  If  we  assume  that  injury  to  the  nose,  even- 
tually leading  to  exostoses,  etc.,  is  the  forerunner 
of  reflex  asthma,  and  that  posterity  inherits  nasal 
deformities,  both  of  the  above  types  can  be  ac- 
cepted. In  two  of  my  cases,  the  parents  had 
broken  noses,  early  in  life,  which  resulted  in  per- 
manent deformity. 

3.  W.  S.  Jones  believes  that  asthma  is  de- 
cidedly hereditary  and  that  it  may  be  designated 
as  a neurotic  diathesis. 

III.  — Age : 

No  age  is  exempt.  W.  S.  Jones  reports  twenty- 
three  cases  ranging  from  eighteen  to  fifty  years, 
with  a duration  from  two  to  seventeen  years. 
Two  of  my  cases  were  under  three  years  of  age 
(cases  Nos.  14-15)  and  two  under  one  year 
(cases  Nos.  13-21).  Schmiegelow’s  514  cases 
range  between  twelve  and  fifty-three  years. 

C.  A.  L.  Reed  observes  that  at  the  period  of 
life  in  which  the  lungs  are  least  likely 
to  be  organically  affected,  but  at  which  the  ner- 
vous system  is  more  excitable,  females  exceed 
the  males  in  this  disease,  in  the  proportion  of 
three  to  two.  But  at  the  time  of  life  when  or- 
ganic diseases  of  the  lungs  are  more  likely  to 
exist,  males  greatly  exceed  females  in  the  pro- 
portion of  five  to  one.  In  my  cases  the  propor- 
tion was  two  to  one. 

IV.  — Race : 

In  my  statistics  there  is  no  mention  of  race. 
I have  not  seen  a case  of  asthma  among  the  Da- 
kota Indians,  where  syphilis  and  tuberculosis  of 
the  upper  passages  are  prevalent. 

V.  — Occupation : 

C.  Verstraeten  reports  cases  of  asthma  in  a 
family  whose  occupation  was  that  of  making 
rye  bread  and  biscuits.  Father,  mother,  and 
three  daughters  were  all  engaged  in  the  manu- 
facture of  these  breads,  and  all,  excepting  one 
of  the  daughters,  had  attacks  of  asthma.  There 
was  much  expectoration.  In  the  sputum  ex- 
amined, which  was  of  a peculiar  character, 
micro-organisms,  bacteria,  and  leptothrix  were 
all  present  in  great  number.  The  writer  con- 
cluded that  this  is  a special  form  of  the  disease, 
since  it  is  distinct  from  the  asthma  of  bakers  in 
general.  It  is  the  asthma  of  rye-bakers  in  par- 
ticular. A catarrhal  predisposition  is  a power- 
ful factor  in  such  rare  cases. 

Reed’s  statistics  would  seem  to  prove  that  ex- 
posure bears  a close  relation  to  asthma. 
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VI.  — Climate : 

Climate  has  a pronounced  effect  on  the  asth- 
matic individual.  All  climates  having  sudden 
cold  and  wet  changes  are  especially  conducive 
to  tumescent  changes  in  the  nasal  air  passages, 
which  seem  a potent  factor  in  precipitating  the 
attack.  Dry  sandy  soils,  particularly  in  the  pine 
regions,  are  perhaps  the  most  favorable.  As 
different  writers  have  observed,  patients  affected 
in  one  suburb  may  find  relief  by  moving  to  an- 
other, or  perhaps,  by  moving  a few  blocks  away. 

VII.  — Seasons ; 

The  cold  damp  changeable  weather  is  the  most 
feared  by  some,  while  for  those  afflicted  with 
autumnal  fever,  the  late  summer  and  fall  months 
are  most  dreaded ; most  of  my  cases  were 
troubled  in  the  late  winter  and  spring  months. 
The  nature  of  the  excitant  precipitating  the  at- 
tack will  have  much  to  do  with  the  season. 

VIII.  — Foods : 

I have  been  unable  to  determine  whether  foods 
have  an}-  bearing  upon  asthma  or  not.  One  pa- 
tient told  me  that  he  felt  better  after  eating  a 
large  meal  of  variety ; another  said  it  made  the 
dyspnea  worse.  I believe  this  will  depend  on 
the  neurotic  element  of  the  individual. 

IX.  — Exciting  causes: 

That  there  is  a morbid  condition  of  the  nasal 
passages  in  the  greater  number  of  asthmatics  I 
feel  firmly  convinced.  In  all  my  cases  this  was 
true.  While  writing  this  paper  the  cases  of 
sisters,  both  past  thirty  years  of  age,  came  to 
mv  notice.  They  complained  of  periodic  spells 
of  difficult  breathing.  One  was  pregnant  and 
said  she  was  more  likely  to  have  these  spells 
during  her  periods  of  gestation,  and  when  wet 
and  cold  seasons  were  prevalent.  Examination 
of  the  nose  showed  that  the  right  middle  turbi- 


nate was  nearly  filling  the  cavity,  was  markedly 
congested  and  tender,  and  bled  freely  when  a 
cotton  plug  saturated  with,  cocaine  and  adrenalin 
was  inserted.  This  treatment,  followed  by  an 
oil  spray,  gave  perfect  relief  for  three  days, 
when  the  old  sensation  of  pressure  in  the  chest 
and  epigastrium  began  to  return.  I believe  if 
every  case  complaining  of  dyspnea  caused  by 
vapors,  emanations  from  animals,  pollen,  etc., 
had  a thorough  examination  made  of  the  nose, 
the  primary  treatment  could  be  begun  then  and 
there.  One  would  be  reasonably  safe  in  con- 
sidering the  chronic  bronchial  troubles,  asthmatic 
chests,  and  the  majority  of  troubles  often  given 
as  etiologic  in  asthma,  as  being  secondary  to 
this.  Case  ten  of  my  series  had  a stomach  hold- 
ing nearly  two  gallons,  and  from  the  time  I knew 
him  he  had  been  a glutton  at  eating.  After  his 
nose  was  operated  on  he  did  not  have  a single 
attack  of  asthma.  While  it  is  true  that  I gave 
him  gastric  electrization  it  is  not  reasonable  to 
suppose  that  results  could  have  been  so  quickly 
secured  by  treating  the  stomach  alone.  Again 
it  is  not  reasonable  that  w-e  should  look  upon  the 
lungs  as  bearing  much  relation  to  asthma,  for 
during  acute  infection  of  these  organs  the  asth- 
ma is  relieved.  The  dyspneas  of  pulmonary  dis- 
eases, acute  cardiac  failure,  etc.,  have  a number 
of  mechanical  causes  to  depend  upon.  Dyspnea 
of  kidney  origin  is  also  due  to  uremic  or  circu- 
latory derangements.  The  dyspnea  seen  in  gouty 
individuals,  we  can  attribute  to  circulatory  dis- 
turbances, due  to  a toxic  condition.  There  are 
many  cases  for  which  we  are  practically  unable 
to  assign  a cause,  and  probably  the  greatest  ob- 
stacles to  all  reasoning  are  the  psychic  impres- 
sions ; a striking  example  is  that  cited  by  G.  C. 
Kingsbury. 


PREGNANCY  WITH  COMPLICATIONS 

Case  Reports:  Appendicitis 


By  Daniel  H. 

MINNEAPOLIS, 

Case  1. — Mrs.  C.  T.,  aged  35,  married;  had 
had  two  boys  living  and  well ; had  had  all  ex- 
anthemata except  scarlatina ; had  had  tonsillec- 
tomy. Presented  herself  at  the  clinic  complain- 
ing of  pain  in  the  right  lower  quadrant,  with 
nausea  and  vomiting;  temperature  100.6°;  mus- 
cle rigidity  and  leukocytosis  of  16,000. 

The  diagnosis  of  appendicitis  was  substantiated 


Bessesen,  M.D. 

MINNESOTA 

at  operation  on  October  4.  On  November  30  it 
was  recognized  that  she  had  been  pregnant  dating 
from  September  10. 

Case  2. — Miss  M.  H.,  aged  32,  single.  Came 
in  with  severe  pain  in  the  right  lower  quadrant ; 
no  fever;  slight  leukocytosis  (11,000),  but  ex- 
treme spasm,  nausea,  vomiting.  There  was  no 
history  of  previous  trouble,  no  history  of  pos- 
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sible  pregnancy  aside  from  amenorrhea  of  ten 
days  duration.  A tentative  diagnosis  was  made 
with  the  possibility  in  mind  of  ectopic  gestation. 
Operation  showed  a largely  swollen  appendix 
with  apparently  normal  pelvic  organs.  The  con- 
tinuance of  amenorrhea  with  uterine  enlarge- 
ment, breast  changes,  and  other  evidences  of 
pregnancy  dated  gestation)  to  the  time  of  last 
menstruation,  forty  days  prior  to  operation. 

These  two  cases  developed  appendicitis  within 
two  months  of  the  onset  of  pregnancy. 

Case  3. — Mrs.  C.  G.,  aged  25,  married.  She 
gave  no  history  of  trouble  in  the  family,  marital, 
social,  or  occupational  amneses.  She  had  men- 
struated irregularly  for  the  past  two  periods,  the 
first  one  lasting  only  one  day,  the  second  being 
four  days  late.  The  physical  findings  were  chronic 
tonsillitis,  chronic  appendicitis,  two  and  a half 
months  pregnancy  in  the  right  horn  of  a bicor- 
nate  uterus,  which  was  retroverted  in  the  second 
degree,  and  hemorrhoids.  Two  weeks  later  the 
patient  developed  typical  symptoms  of  acute  ap- 
pendicitis with  albumin  in  the  urine.  At  opera- 
tion an  appendix  about  to  rupture  was  removed, 
and  the  patient  convalesced  without  difficulty. 

Case  4. — Mrs.  G.  B.,  aged  37,  married.  She 
entered  the  clinic  at  about  the  onset  of  pregnancy 
with  intestinal  distress  and  constipation.  The 
history  and  physical  examination  gave  additional 
diagnoses  of  chronic  tonsillitis,  constipation, 
chronic  appendicitis,  hemorrhoids,  cystitis,  and 
retroversion  of  the  uterus  second  degree.  When 
seen  again,  five  months  later,  the  patient  had  had 
several  similar  attacks  of  distress  in  the  lower 
right  quadrant.  Because  of  the  previous  history 
of  appendicitis  and  in  the  face  of  the  more  recent 
trouble,  the  patient  submitted  to  operation  at 
five  months  gestation  for  the  removal  of  a slightly 
inflamed  appendix.  She  had  a good  postopera- 
tive result. 

Appendicitis  is  incompatible  with  pregnancy. 
With  very  few  exceptions,  patients  who  have 
previously  had  appendicitis  without  appendec- 
tomy, develop  acute  appendicitis  again  some  time 
during  pregnancy.  There  is  equal  frequency  in 
all  ages  during  the  child-bearing  period.  These 
four  cases  are  drawn  from  a series  of  one  hun- 
dred eight  consecutive  records  of  appendicitis, 
a slightly  higher  figure  than  that  usually  given — 
2 per  cent. 

The  changing  anatomy  of  the  abdomen  during 
pregnancy  allows  the  uterus  to  play  an  active 
part  in  appendiceal  infection.  It  lifts  all  the  in- 
testines and  exaggerates  kinks,  distortions,  and 
indigestion. 

The  diagnosis  must  be  differentiated  from  vom- 
iting of  pregnancy,  ectopic!  gestation,  pyelitis 


(with  which  it  is  most  often  confused),  cholecy- 
stitis, renal  colic,  ovarian  cyst,  with  twisted  ped- 
icle, degenerative  fibroids,  intestinal  obstruction, 
diverticulitis,  mesenteric  thrombosis,  ileus,  and 
premature  separation  of  placenta.  The  history 
of  previous  infection,  suddenness  of  onset,  care- 
ful urinalysis,  the  presence  of  vaginal  bleeding, 
bowel  action,  and  a detailed  physical  examina- 
tion, each  tends  to  indicate  certain  of  these  dif- 
ferentiations and  establish  the  diagnosis.  It  must 
be  remembered  that  a leukocytosis  of  12,000  is 
normal  in  pregnancy.  Though  the  diagnosis  of 
appendicitis  by  Murphy’s  four  cardinal  symp- 
toms is  being  somewhat  questioned  in  general 
practice  because  of  the  need  for  earlier  recogni- 
tion, still  in  the  field  of  obstetrics  it  is  likely  we 
can  do  no  better  than  abide  by  these  established 
clinical  findings  in  view  of  the  other  conditions 
present.  These  evidences  are  nausea  or  vomiting 
fever,  leukocytosis,  and  muscle  rigidity,  or  spasm. 

The  outcome  of  these  cases  is  a question  of 
early  diagnosis.  The  farther  advanced  the  stage 
of  pregnancy,  the  more  grave  is  the  prognosis. 
In  the  absence  of  perforation,  a simple  surgical 
removal  gives  very  prompt  healing  without  fur- 
ther trouble.  With  a perforation  the  mortality 
may  run  between  25  per  cent  and  40  per  cent 
during  the  first  six  months  with  an  abortion  or 
miscarriage  in  40  per  cent  of  the  cases.  Very 
few  data  have  been  reported  during  the  last 
trimester,  but  from  the  reports  made,  the  con- 
clusions have  been  drawn  that  60  per  cent  of  the 
mothers  die  from  perforation,  and  90  per  cent 
deliver  prematurely. 

Among  the  complications  which  can  occur  are 
abscess  in  the  cul-de-sac  (which  may  be  drained 
through  the  posterior  fornix  or  better  through 
the  rectum  if  labor  is  anticipated),  thrombo- 
phlebitis, pulmonary  embolism,  abscess  formation, 
and  general  sepsis. 

The  treatment  is  to  remove  the  appendix  as 
soon  as  infection  is  recognized.  With  perfora- 
tion and  abscess  formation,  a very  serious  sit- 
uation presents.  The  uterus  starting  its  contrac- 
tions, to  empty  itself,  spreads  pus  all  over  the 
abdomen.  In  some  of  these  cases,  it  is  well  to 
treat  the  patient  with  labor  in  view.  Later  in 
the  disease,  with  labor  actually  in  progress,  it 
may  be  best  to  wait  till  delivery  is  complete  be- 
fore operating,  or  a Porro  operation  may  be 
demanded  to  save  the  woman’s  life. 

In  view  of  the  harrassing  experiences  of  some 
obstetric  surgeons,  it  has  come  to  be  generally 
agreed  that  patients  who  give  a history  of  ap- 
pendicitis prior  to  consulting  for  pregnancy, 
should  have  an  appendectomy  even  in  the  absence 
of  clinical  distress  in  this  region. 
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IDIOPATHIC  PURPURA  HEMORRHAGICA 

Report  of  Case 

By  John  H.  Moore,  M.D.,  F.A.C.S. 

GRAND  FORKS,  NORTH  DAKOTA 


Mmot4  describes  purpura  hemorrhagica  as  “a 
condition  in  which  we  have  bleeding  from  one 
or  more  mucous  membranes,  often  with  pur- 
puric skin  lesions,  associated  with  a diminution  of 
blood  platelets,  a delayed  bleeding  time  and  a 
non-retractile,  soft  blood  clot.  The  coagulation 
time  is  normal  or  slightly  delayed,  rarely  much 
delayed.” 

REPORT  OF  CASE 

Baby  O.  M.,  the  eighth  child  in  the  family, 
was  born  on  March  31,  1928,  after  a labor  of 
three  hours,  which  was  terminated  by  a low  for- 
ceps operation.  She  was  a full-term,  well  de- 
veloped and  well  nourished  infant  weighing  8 
pounds,  1 and  Ya  ounces.  There  was  a transient 
asphyxia  livida  which  was  relieved  without  diffi- 
culty. 

The  obstetric  history  of  the  mother  was  of 
importance : She  had  seven  other  children  liv- 

ing and  well  and  had  had  no  difficulty  with  any 
previous  pregnancy  or  labor.  Her  health  during 
this  pregnancy  had  been  poor.  Frequent  attacks 
of  dyspnea  and  cyanosis  were  common,  especially 
m t hi’  iaier  months,  but  a physician  had  not  seen 
her  until  shortly  before  her  admission  to  the 
hospital. 

On  admission  she  was  found  to  have  a pre- 
eclamptic toxemia  complicating  a mitral  stenosis 
with  decompensation  and  a severe  secondary 
anemia.  She  was  semicomatose.  Catheterized 
urine  boiled  solid  with  albumin.  Microscopic 
examination  showed  large  numbers  of  brown 
granular  casts,  red  blood  cells  and  pus  cells.  Her 
hemoglobin  was  35  per  cent  (Dare).  The  red 
blood  count  was  1,520,000.  The  white  blood 
cells  were  6,000,  with  polymorphonuclears  72.8 ; 
small  lymphocytes  26 ; large  mononuclears  1 ; 
and  endothelial  leucocytes  0.5.  There  were  3 
normoblasts  per  200  cells. 

As  labor  was  beginning,  and  the  head  was  well 
engaged  dilatation  was  aided  by  a pack  in  the 
cervix.  Pantopon  and  scopolamine  analgesia 
were  used  during  the  first  stage.  Ethylene- 
oxygen  anesthesia  was  used  during  the  actual 
delivery.  A post-partum  transfusion  of  citrated 
blood  produced  but  temporary  improvement, 
and  the  mother  died  on  her  third  post-partum 
day  of  heart  failure  complicated  by  the  severe 
anemia. 


The  baby  did  well  until  fifteen  hours  after 
birth  when,  on  April  1,  1928,  chocolate-colored 
vomitus  was  noted.  During  the  day  she  took  her 
formula  well  and  appeared  normal  except  for 
occasional  vomiting.  At  11  p.  M.  the  vomiting 
had  become  excessive.  Microscopic  and  chemical 
tests  of  the  vomitus  for  blood  were  positive.  By 
means  of  the  nasal  catheter  a gastric  lavage  was 
done  with  the  return  of  coffee-ground  material 
and  dark  red  blood.  Ecchymosis  was  noted  about 
the  face.  15  c.  cm.  of  whole  blood  was  given 
into  the  left  thigh  followed  by  7.5  c.  cm.  of 
Thromboplastin  by  hypodermic.  Bleeding  from 
the  needle  punctures  was  troublesome.  The 
bleeding  time  was  1 hour  and  15  minutes. 

April  2,  1928:  The  baby  was  still  vomiting 

but  not  as  frequently  as  on  the  preceding  day. 
Ecchymotic  areas  were  present  on  the  back  and 
thighs.  Slight  iaundice  was  present.  The  hem- 
oglobin was  93  per  cent  (Dare)  with  red  blood 
cell  count  of  5,310,000.  The  white  blood  count 
was  17,000.  The  coagulation  time  was  8 minutes 
with  a large  drop.  There  was  no  retraction  of 
the  clot.  The  bleeding  time  was  8 minutes. 
Blood  platelets  were  22,200.  The  Wassermann 
test  was  negative.  Treatment  consisted  of  60 
c.  cm.  of  normal  saline  by  hypodermoclysis.  5 c. 
cm.  of  thromboplastin  was  given  by  hypodermic 
and  7.5  c.  cm.  as  local  application  to  the  stomach 
by  means  of  a nasal  catheter.  At  5 p.  m.  the 
baby’s  condition  was  much  improved.  She  had 
vomited  but  once  during  the  afternoon. 

April  3,  1928:  For  a few  hours  during  the 

morning  the  temperature  was  103°  F.,  but  it 
promptly  subsided  and  never  rose  above  99.5°  F. 
thereafter.  Epistaxis  appeared.  This  was  treated 
by  thromboplastin,  locally  and  by  hypodermic. 
The  anterior  fontanel  was  under  some  increased 
tension  and!  there  was  slight  twitching  of  the 
muscles  of  the  left  side  of  the  face. 

April  4,  1928:  The  vomiting  had  not  recurred 
and  the  epistaxis  ceased.  Jaundice  was  severe. 
The  tension  of  the  anterior  fontanel  was  normal 
and  there  was  no  more  twitching. 

April  7,  1928:  Blood  platelets,  50,000.  Jaun- 
dice was  clearing  rapidly.  The  baby  had  gained 
in  weight. 

April  18,  1928:  Blood  platelets,  130,000.  The 
ecchymotic  areas  on  the  body  were  gone. 
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May,  21,  1928:  The  baby  was  discharged 

from  the  hospital  on  her  fifty-first  day  of  life. 
Her  weight  was  10  pounds,  4 and  34  ounces. 

June  25,  1928:  The  baby  weighed  13  pounds, 
4 and  34  ounces  and  appeared  normal  in  every 
way. 

COMMENT 

In  the  section  on  the  anemias,  volume  4 of 
Abt’s  “Pediatrics,”  page  540,  Lucas  and  Fleisch- 
ner  quote  Minot  further  when  he  suggests  three 
possibilities  for  the  occurrence  of  the  idiopathic 
type  of  purpura  hemorrhagica : 

1.  There  may  be  a destruction  of  platelets 
in  the  plasma. 

2.  There  may  be  a specific  toxic  action  to 
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destroy  megacaryocytes  or  bone  marrow  in  gen- 
eral. 

3.  That  the  megacaryocytes  are  unable  to  al- 
low platelets  to  be  cut  off  from  them  in  the  nor- 
mal fashion. 

Whatever  conditions  were  active  in  this  case 
in  producing  the  spontaneous  hemorrhages  it  is 
noteworthy  that  bleeding  did  not  occur  when  the 
blood  platelet  count  rose  to  50,000  or  more.  It 
seems  reasonable  to  believe  that  the  toxic  con- 
dition of  the  mother,  together  with  her  severe 
anemia,  may  have  been  etiologic  factors  in  pro- 
ducing this  case  of  idiopathic  purpura  in  the 
infant. 

REFERENCE 

1.  Abt’s  Pediatrics,  volume  iv. 


ENCEPHALITIS  FOLLOWING  SMALL-POX  VACCINATION* 

By  Robert  A.  Buchanan,  M.D. 

HURON,  SOUTH  DAKOTA 


The  condition  of  encephalitis  following  small- 
pox vaccination  was  a new  experience  to  me  until 
I had  such  a case  in  December,  1925.  Very  little 
material  on  the  subject  was  to  be  found  in  avail- 
able books,  but  of  late  several  articles  from  for- 
eign sources  have  been  extracted  in  the  Journal 
of  the  A.  M.  A. 

The  patient  was  a single  girl  nineteen  years  of 
age  whose  previous  health  had  always  been  good. 
There  was  nothing  of  importance  in  the  family 
history  except  that  the  father  had  died  at  the  age 
of  49  of  a cerebral  hemorrhage.  Her  mother,  a 
sister,  and  a brother  were  alive  and  well. 

On  December  7,  1925,  the  patient  was  vacci- 
nated for  small-pox  by  the  scarification  method. 
The  vaccine  used  was  received  fresh  from  a well- 
known  laboratory.  She  had  a rather  severe  “take”, 
but  there  was  no  evidence  of  any  complication 
or  secondary  infection  until  I was  called  on  De- 
cember 21.  At  that  time  the  vaccination  wound 
was  normal ; and  the  scab  was  intact  with  no  red- 
ness or  induration  around  it. 

Fourteen  days  after  vaccination  her  tempera- 
ture rose  to  102.5°  and  pulse  100.  She  was  com- 
plaining of  inability  to  pass  her  urine,  and  there 
were  shooting  pains  in  the  shoulders,  hands,  hips, 
and  feet.  She  also  had  a severe  headache.  The 
urine  was  withdrawn  with  a catheter,  and  a 
large  amount  of  urine  was  secured.  The  urine 
contained  no  pus,  casts,  sugar,  or  albumin. 

•Read  before  the  Huron  (S.  D.)  District  Medical  Society. 


Twelve  hours  after  the  onset  of  the  paralysis 
the  entire  lower  half  of  the  patient’s  body  was 
completely  paralyzed.  There  was  no  muscle  move- 
ment and  she  could  not  detect  pain,  pressure, 
heat,  or  cold  from  the  level  of  the  fourth  thoracic 
vertebra  down. 

The  movements  of  both  hands  were  very  slug- 
gish, the  eyelids  were  partly  closed,  one  side  of 
the  mouth  was  slightly  drawn  down,  and  she  had 
difficulty  in  swallowing.  Her  blood  Wassermann 
was  negative. 

Eighteen  hours  after  the  onset  of  the  illness 
she  sank  into  a stupor  from  which  she  partially 
aroused  on  the  fourth  day,  when  the  temperature 
fell  to  normal. 

On  the  fifth  day  some  pain  was  present  in  the 
abdomen,  and  there  was  some  evidence  of  con- 
traction of  the  bladder  and  anus.  A fair  bowel 
movement  was  obtained  on  this  day  for  the  first 
time. 

From  this  time  on  the  patient  gradually  gained, 
but  the  gain  was  so  slow'  that  she  was  not  able 
to  use  any  of  the  muscles  of  the  legs  until  the 
following  March,  and  in  June  she  took  her  first 
steps.  In  July  she  regained  control  of  the  blad- 
der. 

The  sensoryr  nerves  of  the  skin  were  the  last 
to  resume  their  function  and  that  has  only  parti- 
ally returned  at  the  present  time.  The  sense  of 
pressure  and  cold  has  returned  as  far  down  as 
the  knees. 
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As  in  most  cases  of  encephalitis,  she  has  per- 
iods during  which  she  does  not  seem  to  be  as 
well.  For  instance,  she  is  not  able  to  walk  as 
well  now  as  six  months  ago,  but,  at  the  same 
time,  her  leg  muscles  are  increasing  in  size,  and 
her  bowels  move  with  the  use  of  less  catharsis 
then  formerly. 

The  attack  of  encephalitis  has  left  her  with  a 
tendency  to  have  headaches  and  to  be  nervous 
at  times.  She  has  no  evidence  of  Parkinson’s 
disease.  The  only  deformity  left  by  the  disease 
is  one  hammer  toe. 

A review  of  the  literature  shows  that  about 
45  cases  of  vaccinia  encephalitis  have  been  report- 
ed in  England,  and  over  100  cases  in  Europe. 
These  have  all  been  ascribed  as  due  to  the  vac- 
cination and  have  all  had  an  onset  at  a rather 
regular  interval  following  the  vaccination.  All 
cases  developed  in  from  9 to  15  days  after  vac- 


cination, and  the  mortality  in  one  series  of  35 
cases  was  43  per  cent. 

The  histological  changes  in  the  central  nervous 
system  were  much  like  those  in  epidemic  enceph- 
alitis and  poliomyelitis. 

About  half  the  writers  ascribe  the  enceph- 
alitis as  definitely  due  to  the  vaccination,  while 
the  other  half  feel  that  it  is  a flaring  up  of  a 
latent  virus  already  present  in  the  central  nervous 
system,  possibly  the  virus  of  encephalitis  or 
poliomyelitis. 
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PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  February  13,  1929 


The  regular  monthly  meeting  of  the  Minne- 
sota Academy  of  Medicine  was  held  at  the  Town 
and  Country  Club  on  Wednesday  evening,  Feb- 
ruary 13,  1929.  Dinner  was  served  at  7 p.  m. 
There  were  43  members  present. 

Owing  to  the  very  lengthy  program  and  con- 
siderable business  to  come  before  the  Academy, 
the  President,  Dr.  C.  N.  McCloud,  called  the 
meeting  to  order  at  7 r.  m.  and  presented  each 
member  with  a ballot  for  preliminary  voting. 

After  dinner  the  members  re-assembled,  and 
the  minutes  of  the  January  meeting  were  read 
and  approved. 

The  scientific  program  of  the  evening  con- 
sisted of  the  following  papers  and  case  reports : 

Dr.  W.  A.  Coventry  (Duluth)  gave  a paper 
entitled  “Spinal  Anesthesia : report  of  personal 
experiences.” 

DISCUSSION 

Dr.  Franklin  R.  Wright  (Minneapolis):  I spent 
the  summer  of  1902  in  the  clinic  of  Professor  Zucker- 
kandl  in  Vienna.  Between  that  time  and  1911  I 
used  spinal  anesthesia  about  100  times.  Since  learn- 
ing to  use  H.  M.  C.  tablets  I no  longer  use  it. 

Technic:  You  should  have  a needle  which  is  sharp 
on  the  edge,  but  fairly  blunt.  It  should  be  inserted 
so  that  the  bevel  of  the  needle  is  lengthwise  with 
the  body  of  tbe  patient.  The  fibers  of  the  dura 
lining  the  spinal  canal  run  lengthwise  of  the  body. 
The  needle  should  be  inserted  so  that  the  bevel  of 
the  needle  will  separate  the  fibers  of  the  dura,  in- 
stead of  cutting  them.  This  will  require  less  pres- 
sure and  produce  less  shock.  The  needle  should 


not  be  inserted  too  deeply,  just  enough  to  pierce 
the  dura.  The  bulk  of  the  spinal  fluid  lies  between 
the  dura  and  the  pia.  If  the  needle  is  inserted 
deeply  enough  to  pierce  the  pia  only  a small  amount 
of  fluid  can  be  obtained  and  on  re-injection  only 
a very  limited  area  is  anesthetized. 

In  the  early  use  of  spinal  anesthesia  we  were  both- 
ered with  secondary  hemorrhage;  that  is,  oozing 
from  the  wound.  We  learned  whenever  muscular 
tissue  appears  blanched  to  give  the  patient  promptly 
a full  dose  of  strychnine.  After  adopting  that  we 
had  no  further  trouble  of  this  kind. 

In  our  hundred  cases  we  had  trouble  with  two. 
In  one  case  the  patient  was  placed  in  a high  Trendel- 
enbcrg  position.  We  had  interference  with  the  res- 
piration and  had  to  use  artificial  respiration  for  about 
thirty  minutes.  In  another  case,  at  the  suggestion 
of  my  friend  Dr.  Farr,  I used  novocaine  as  an  an- 
esthetic. One  grain  was  given.  The  patient  died 
of  novocaine  poisoning.  I always  used  tropicaine, 
except  in  this  one  case. 

Dr.  E.  S.  Judd  (Rochester):  Dr.  Coventry’s  paper 
is  very  timely.  Spinal  anesthesia  has  come  into 
more  common  use  in  the  past  year  or  two,  and  we 
feel  safer  in  employing  it  since  we  began  giving 
ephedrin.  Heretofore  we  had  drugs  that  would  raise 
the  lowered  blood  pressure  following  the  use  of 
novocaine  in  spinal  anesthesia,  but  not  until  ephedrin 
was  employed  did  we  have  a drug  that  would  not 
only  raise  the  blood  pressure  but  would  keep  it 
elevated  for  some  time. 

In  the  past  fourteen  months  we  have  used  spinal 
anesthesia  over  500  times,  and  we  have  not  had  a 
death  result  from  the  anesthetic.  There  have  been 
some  rather  alarming  and  sudden  changes  and  in 
one  or  two  instances  the  reaction  from  the  spinal 
anesthetic  was  so  severe  that  it  may  have  been  a 
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factor  in  the  ultimate  death  of  the  patient.  In  not 
a single  instance  did  death  immediately  follow  the 
anesthetic,  nor  could  we  say  that  it  was  responsible 
for  the  outcome.  However,  after  spinal  anesthesia 
the  blood  pressure  should  be  estimated  frequently, 
and  ephedrin  should  be  used  to  overcome  the  effect 
of  the  novocain.  Spinal  anesthesia  is  now  being 
used  so  generally  by  surgeons  formerly  much  op- 
posed to  it  that  there  can  be  no  question  but  that 
in  time  it  is  to  be  one  of  the  most  satisfactory  ones 
employed. 

There  are  two  great  advantages  in  the  use  of  a 
spinal  anesthetic:  (1)  It  minimizes  the  chances  for 
pulmonary  complications;  and  (2)  it  produces  the 
most  complete  relaxation  of  the  muscles  and  does 
away  with  oozing  and  bleeding  thus  making  an  ideal 
operative  field. 

Dr.  Coventry  (closing):  Dr.  Wright  spoke  of  the 
kind  of  needle.  Sise,  of  the  Tobey  Clinic,  has  in- 
vented a needle  beveled  on  four  sides.  We  have 
found  sometimes  that  our  fluid  did  not  come  out 
freely  and  have  twisted  the  needle  around.  I think 
Dr.  Wright's  suggestion  of  having  the  bevel  of  the 
needle  up  and  down,  lengthwise  of  the  body,  is 
a suggestion  well  worth  following.  So  far  as  oozing 
from  the  wound  is  concerned,  we  have  not  had  any 
trouble  from  post-operative  hemorrhage.  There  is 
a decrease  in  the  flow  of  blood  due  to  lower  blood 
pressure.  Our  impression  from  the  use  of  ephedrin 
was  that  giving  the  second  dose  does  not  have  the 
same  effect  as  the  first  dose;  and  giving  it  just 
before  the  anesthetic  would  tend  to  keep  the  blood 
pressure  sustained.  We  had  one  case  with  a blood 
pressure  of  210  which  came  down  to  140  and  the 
patient  never  “batted  an  eye.”  We  did,  but  the  pa- 
tient was  all  right. 

Dr.  A.  N.  Collins  (Duluth)  read  a paper  on 
“Fractures  of  the  Knee  Joint.”  This  was  illus- 
trated with  numerous  lantern  slides. 

DISCUSSION 

Dr.  M.  S.  Henderson  (Rochester):  This  group  of 
cases  is  very  interesting  and  I think  Dr.  Collins  has 
shown  us  something  worth  while.  When  we  stop 
to  consider  the  kind  of  tissue  through  which  the 
fracture  extends,  we  can  readily  understand  why 
in  many  cases  operative  interference  does  not  effect 
the  good  result  we  might  expect.  This  is  because 
if  the  direct  force  is  severe  enough  to  actually 
crush,  to  any.  great  extent,  the  spongy  bone,  it  can- 
not be  restored.  All  these  cases  shown  by  Dr. 
Collins  involved  only  one  bone,  the  tibia,  and  that 
is  the  reason  why  conservative  treatment  gives  such 
good  results,  for  there  is  left  one  normal  articular 
weight-bearing  surface.  When  both  bones  are  in- 
volved, surgical  interference  is  more  often  necessary. 
In  these  cases  with  the  fracture  only  in  the  head 
of  the  tibia,  good  function  is  not  incompatible  with 
poor  anatomical  restitution,  as  Dr.  Collins  has 
shown.  Early  institution  of  motion  is  essential,  and 
delay  means  adhesions  that  will  be  the  cause  of 
permanent  disability  beyond  what  there  should  be. 

Dr.  Emil  S.  Geist  (Minneapolis):  I also  appreci- 
ate Dr.  Collins’  able  presentation.  In  some  of  these 
fractures  I do  not  feel  as  optimistic  as  Dr.  Hender- 


son docs.  I believe  some  of  these  cases  need  open 
operation.  The  orthopedic  surgeon,  of  course,  sees 
most  of  this  type  of  knee  injury  a year  or  two  after 
the  accident  has  occurred. 

When  there  is  bad  displacement  of  one  of  the 
tuberosities  of  the  tibia,  one  must  think  of  replacing 
it,  as  accurately  as  possible,  to  its  normal  position. 
If  this  is  not  done,  disability  and  deformity  will 
ensue.  Dr.  Collins’  case  of  the  dancing-master  pre- 
sents excellent  functional  results  in  spite  of  much 
bony  displacement  and  deformity,  but  it  is  an  ex- 
ceptional case.  Not  all  similar  cases  get  an  equally 
fortunate  result.  In  about  half  a dozen  fresh  cases, 
I had  the  temerity  to  operate  and  to  replace  the 
fragments  so  that  the  articular  joint  line  of  the 
upper  end  of  the  tibia  was  brought  to  normal.  In 
these  cases  I am  sure  that  I achieved  better  results 
for  the  patient  than  if  I had  adopted  a simple  laissez- 
faire  policy.  In  other  words,  I believe  that  when 
there  exists  a great  amount  of  downward  displace- 
ment and  impaction  of  a tibial  tuberosity,  we  are 
justified  in  opening,  reducing  the  impaction  and 
bringing  the  broken-off  fragment  to  its  normal 
joint  alignment. 

Dr.  A.  R.  Colvin  (St.  Paul):  A fracture  into  a 
joint  such  as  those  described  by  Dr.  Collins  is  usu- 
ally accompanied  by  a good  deal  of  hemorrhage 
into  the  joint  and  we  have  been  accustomed  to  as- 
pirate under  these  conditions. 

In  periarticular  fractures  the  reaction  of  the  tis- 
sues in  around  the  joint  is  a very  variable  one;  a 
very  slight  injury  may  result  in  a great  deal  of  stiff- 
ness which  lasts  a long  time  and  any  attempt  at 
mobilization  seems  to  make  it  worse.  This  indi- 
vidual reaction  of  tissues  is  nearly  as  variable  after 
trauma  as  it  is  after  infection.  One  person  with  a 
non-suppurating  infection  may  have  a very  stiff 
joint  and  another  with  a suppurating  joint  may  have 
very  little  stiffness. 

In  fractures  at  the  knee  joint  without  much  dis- 
placement and  no  tendency  to  displacement,  I am 
inclined  to  do  very  little  immobilization  but  con- 
fine the  patients  to  bed  and  let  them  move  their 
joints  as  soon  as  possible.  Non-operative  reduction 
of  these  fractures  is  not  very  successful.  Operative 
correction  is  not  often  necessary. 

Dr.  W.  A.  Coventry  (Duluth):  I just  want  to  say 
that  the  first  case  Dr.  Collins  showed  was  reduced 
under  spinal  anesthesia  and  one  could  not  ask  any 
more  relaxation  than  we  had  in  that  case.  It  was 
a great  help  to  the  surgeon. 

Dr.  A.  T.  Mann  (Minneapolis):  I think  about  ten 
years  ago  we  used  to  operate  on  more  of  these  frac- 
ture cases  of  the  knee  than  we  do  now,  but  I still 
think  there  are  some  well-selected  ones  in  which 
we  may  do  some  remarkable  work.  I recall  a 
rather  unusual  case  I had  of  a girl  about  thirteen 
years  old  whoj  was  run  over  by  a motor  cycle.  She 
had  a fracture  of  the  ankle,  a crushing  of  the  leg, 
a compound  fracture  of  the  pelvis,  and  a T-fracture 
into  the  knee  joint  of  the  lower  end  of  the  femur 
with  both  condyles  loose  and  split  apart.  In  that 
case  I did  an  open  operation  to  fasten  one  of  the 
condyles  to  the  shaft.  The  external  condyle  I 
fastened  with  a Lane’s  plate.  While  I was  working 
on  the  inside  the  internal  condyle  came  out  in  my 
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hand.  I thought  if  I was  going  to  do  anything  I 
would  like  to  insert  a bone-graft;  and  then  I thought 
I could  have  no  better  bone-graft  than  the  piece  I 
had  in  my  hand  because  it  belonged  to  her,  and  it 
would  fit  into  place  perfectly.  It  had  been  squeezed 
out  like  an  orange  out  of  its  skin  so  that  the  car- 
tilage was  still  in  the  joint.  I put  that  condyle  back 
into  place  and  sewed  the  soft  parts  around  it  so 
that  it  was  fairly  snug.  She  had  been  bruised  so 
much  that  she  got  a necrosis  of  some  of  the  toes, 
the  crushed  leg  below  tbe  knee  was  infected  and 
became  a bag  of  pus,  and  we  had  a great  deal  of 
pus  oozing  from  my  incision  over  the  internal  con- 
dyle. I thought  I had  lost  everything,  but  my 
Lane’s  plate  was  still  in  place.  To  make  it  short, 
the  thing  all  cleared  up.  That  was  fourteen  years 
ago,  and  the  young  woman  was  in  my  office  just  a 
few  days  ago.  The  Lane’s  plate  was  healed  into 
place,  the  autograft  of  the  internal  condyle  was 
firm,  and  the  external  condyle  was  firm.  She  has 
a good  knee  joint.  She  has  within  five  degrees  or 
so  of  complete  flexion,  and  she  has  normal  exten- 
sion. Which  shows  that  sometimes  we  get  results 
we  do  not  expect. 

Dr.  A.  W.  Ide  (St.  Paul):  The  important  point 
in  this  matter  is  to  make  sure  that  the  articular  sur- 
face of  the  tibia  is  level.  This  recalls  to  my  mind 
a case  that  Dr.  Geist  saw  with  us.  He  may  recall 
the  patient.  This  case  had  been  operated  on  else- 
where. The  result  was  excellent  except  in  this  one 
fundamental  respect,  the  articular  surface  was  not 
level.  The  weight  was  thrown  out  of  alignment, 
and  the  result  was  not  good. 

I feel  that  there  are  two  important  things  to  be 
borne  in  mind  in  treating  these  cases:  (1)  to  secure 
a level  articular  surface,  and  (2)  to  mobilize  them 
early. 

Dr.  Collins  (closing):  These  cases  were  purposely 
chosen  because  they  were  fractures  into  the  joint. 
They  were  restricted  to  fractures  of  the  tibia.  The 
treatment  of  effusion  and  hemorrhage  around  the 
joint  is  quite  important.  Surgical  interference  or 
needling  should  be  avoided  if  possible.  I mentioned 
a sharp  angle  of  elevation.  One  of  these  patients 
came  in  with  the  upper  end  of  the  bone  very  much 
comminuted  and  with  much  swelling  around  the 
joint.  I elevated  the  foot  and  leg  on  a Thomas 
splint  to  an  angle  of  45  degrees.  Within  three  days 
almost  all  the  ecchymosis  was  down  in  the  thigh, 
almost  to  the  hip,  and  with  great  reduction  of  swell- 
ing in  the  knee  joint  itself,  as  a result.  These  com- 
minuted fractures  in  this  cancellous  type  of  bone 
heal  rather  faster  than  simple  straight  fractures; 
therefore,  I think  within  two  weeks  we  should  be- 
gin a little  movement.  I have  had  good  results,  a 
little  later  in  the  course  of  treatment,  with  breaking 
up  of  the  adhesions  gently  under  anesthesia. 

I believe  the  Thomas  splint  is  excellent  from  the 
first,  because  one  may  take  both  splint  and  patient 
right  down  to  the  fluoroscopic  room  and  mold  the 
fragments  into  place  as  he  wishes  right  under  fluoro- 
scopic vision. 

Dr.  E.  L.  Tuohv  (Duluth)  gave  in  detail  two 
case  reports,  as  follows : 

(a)  An  Instance  of  Body  Dehydration,  Diar- 


rhea, Acidosis,1  Anuria,  and  Calcium  Fixation. 

A female,  aged  38.  Sudden  overwhelming  bloody 
diarrhea  following  three  hours  after  eating  certain 
“canned  tomatoes.” 

Four  striking  trends  developed: 

1.  Profuse,  bloody,  loose,  bowel  evacuation. 
(Loss  of  bloody  alkaline  bases). 

2.  Dehydration  and  drop  in  blood  volume.  (Poly- 
cythemia-hypotension). 

3.  Acidosis  and  anuria.  (Disruption  of  normal 
osmosis). 

4.  Uremia — Calcium  imbalance.  (Cheyne-Stokes’ 
respiration — near  tetany). 

This  report  is  presented  to  illustrate  the  devastat- 
ing influence  on  the  body  produced  by  decided 
breaks  in  important  physiologic  body  constants. 
While  post-mortem  confirmation  of  tissue  changes 
is  not  available  and  the  data  accordingly  incomplete, 
I ask  you,  nevertheless,  to  consider  the  rapid  cul- 
mination of  events  leading  to  this  woman’s  death. 
When  an  overwhelming  diarrhea  dehydrated  her 
and  at  the  same  time  took  out  of  the  body  the  vi- 
tally essential  alkaline  bases,  an  acidosis  of  high 
grade  developed.  This  led  to  further  anhydremia, 
because  as  the  tissue  cells  became  more  acid  the 
fluids  of  the  blood  (and  all  that  was  injected  by 
vein)  left  the  blood  vessels.  The  changes  in  blood 
pressure  and  influence  upon  osmotic  pressure  were 
promptly  evidenced  in  a total  anuria.  Then  followed 
a piling  up  in  the  blood  of  the  acid  phosphates  and 
nitrogenous  metabolites.  On  the  one  hand  there 
developed  the  shift  toward  a more  marked  acidosis, 
begun  by  the  diarrhea  with  its  drainage  out  of  the 
body  of  its  sodium  potassium  and  calcium  salts. 
On  the  other  hand,  the  ammonia-compound  reten- 
tion and  the  well-known  trend  toward  an  alkaline 
shift  in  uremia  dominated  the  picture  as  far  as  the 
respiration  was  concerned.  Despite  an  acidosis  the 
patient  had  periods  of  apnea  and  fairly  characteristic 
Cheyne-Stokes’  respiration  (well  known  to  occur  in 
uremia).  Finally  the  binding  of  the  calcium  in  the 
relatively  insoluble  form  (tricalcium  phosphate),  by 
retention  of  the  acid  sodium  phosphates  normally 
voided  via  the  kidney,  tied  up  the  normal  loosely 
held  calcium  from  which  arise  the  most  essential 
ions  (when  dissociated)  in  solution.  Hence,  our  pa- 
tient had  carpopedal  spasm — a sort  of  “ante-mortem 
rigidity,”  particularly  of  the  muscles,  thirty-six  hours 
before  she  died.  Many  other  suggestive  breaks 
come  to  mind  when  one  considers  the  mental 
hebetude,  alternating  with  delirium,  shown  by  this 
patient  and  the  profuse  bleeding  from  the  gastro- 
intestinal tract.  Was  the  latter  increased  by  cal- 
cium ion  loss  in  terms  of  blood  clotting  and  bleed- 
ing properties? 

All  fever  is  apt  to  suggest  to  us  infection,  and  we 
rarely  push  the  matter  further.  When  we  look  at 
this  temperature  curve,  however,  in  terms  of  the 
obvious  dehydration  here  evidenced,  and  when  we 
recall  the  body’s  compensating  efforts  to  restore 
balance,  the  aim  to  speed  up  certain  indipensable 
chemical  reactions  by  increasing  available  body  heat, 
when  we  likewise  consider  the  vicious  brain  influ- 

1.  The  etiology  here  is  unknown.  It  had  the  early  ap- 
pearance of  HgCl-2  poisoning,  but  death  was  rather  more 
rapid  than  usual  (three  days). 
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encc  of  anoxemia,  the  mounting  pulse  becomes  less 
a matter  of  “heart  failure”  and  more  one  of  a 
wasting  heroic  effort  to  provide  the  body  cells  with 
their  needs.  Slides  are  shown  to  give  a cross  sec- 
tion of  a few  of  these  physiological  episodes.  It 
must  be  recalled  that  these  are  not  static;  the 
kaleidoscopic  shifts  are  those  of  capillary  permeabil- 
ity; of  water  balance;  of  Donnan  equilibria  and  min- 
eral base  sufficiency;  of  oxygenation  and  a comple- 
tion of  metabolic  breakdowns  of  fats  and  proteins; 
the  liver  dethroned  as  the  great  water  and  glycogen 
reservoir. 

Some  well-advised  critic  may  say,  “Why  all  this 
analysis — what  therapeutic  good  comes  from  it?” 
Well,  it  is  by  a study  of  the  extreme  that  we  come 
to  sense  the  presence  of  the  less  extreme.  Should 
we  seek  for  these  body  shifts  earlier  we  might  be 
in  a position  to  do  something  when  body  balance 
may  be  restored.  Too  often  we  use  intravenous 
saline  or  glucose  as  a panacea.  It  is  not  easy  to 
look  at  a patient  and  say  whether  an  acidosis  or  al- 
kalosis exists.  We  know  that  patients  vomiting 
severely  (post-operatively  and  with  pregnancy)  usu- 
ally have  an  alkalosis  and  are  easily  rehabilitated 
by  glucose  and  saline.  The  patient  here  reported 
had  Cheyne-Stokes’  breathing  and  yet  had  a CO  2 
plasma-combining  power  of  39. 

If  we  are  to  maintain  water  balance  we  must  not 
wait  until  the  Ph.  shift  is  far  toward  an  acidosis.2 
In  like  manner,  if  we  do  use  sodium  bicarbonate  in- 
travenously we  must  know  that  the  amount  needed 
is  heroically  large  and  is  not  readily  and  evenly  dis- 
tributed where  it  is  needed.  Access  to  the  cells  is 
broken  and  if  the  shift  to  alkaline  is  made  too  rapid- 
ly. the  rush  of  water  to  the  capillary  channels  is  so 
much  of  a gush  that  pulmonary  edema  supervenes. 
This  has  been  seen  clinically,  and  laboratory  animals 
show  it  clearly.  Calcium  balance  and  a safeguard- 
ing of  its  ionization  deserves  our  clinical  scrutiny. 

A recovery  may  well  take  place  after  much  lower 
readings  of  CO  2 plasma-combining  power  in  dia- 
betic acidosis.  The  reason  for  this  lies  in  the  fact 
that  the  alkaline  bases  are  conserved;  that  we  have 
insulin,  which  completes  the  breakup  of  the  fatty 
acids,  and  that  we  have  all  this  occurring  close  to 
the  body  cells  themselves.  We  need  rarely  resort 
to  the  direct  use  of  alkali,  unless  the  plasma  bicar- 
bonate is  too  slowly  replenished.  Ordinarily  the 
oxidation  of  the  ketone  bodies  releases  the  base 
tied  to  the  ketone  acids.  In  the  acidosis  of  diarrheal 
dehydration  they  are  lost,  and  the  maintenance  of 
equilibrium  becomes  very  difficult.  We  may  thus 
state  with  Mariott3  that  the  “underlying  factors” 
are  all  important  and  that  we  must  be  alert  to  the 
treatment  of  “symptoms”  as  they  arise,  with  less 
attention  to  the  disease  entity  creating  them.  Thus 
will  better  emergency  therapeutics  arise. 

(b)  Primary  Carcinoma  Arising  in  the  Tapper 
Bronchus  of  the  Right  Lung;  Metastases  to  the 
Other  Lung,  the  Spleen,  Liver,  Kidneys,  and 
Adrenals. 

2.  Normal  saline  intravenous  may  actually  increase  the 
acidosis  by  displacing  base  carbonate,  some  . of  which  is 
voided  in  the  urine. 

3.  Marriott,  McKim  and  Hartman,  Alexis  F. : “Newer  As- 
pects of  Acidosis,”  Jour.  A.  M.  A.,  vol.  19,  No.  22,  December 
1,  1928,  pages  1675  to  1679. 


Mrs.  P.  S.,  aged  51,  married,  was  the  mother  of 
four  children.  Three  arc  living  and  well;  the  fourth 
died  at  23  of  a long  drawnout  pulmonary  tubercu- 
losis. The  mother  was  closely  in  touch,  nursing  and 
caring  for  this  daughter,  over  a period  of  two  and 
one-half  years.  (This  is  important,  due  to  the 
doubtful  diagnostic  pulmonary  situation  that  arose 
with  the  mother  during  her  illness). 

Her  previous  health  had  always  been  good.  She 
was  in  the  menopause,  and  had  had  some  excessive 
flowing;  she  was  inclined  to  be  somewhat  obese. 
A thorough  examination  two  years  previous  to 
the  onset  of  this  illness  failed  to  disclose  any  ab- 
normality. 

Her  illness  developed  in  March,  1928.  It  consisted 
chiefly  of  a distress  in  the  chest,  some  cough, 
rather  scanty  sputum,  and  a very  moderate  dyspnea. 

A careful  Roentgen  examination  in  April,  1928, 
yielded  no  positive  evidence,  but  there  was  a sug- 
gestion of  increased  shadows  merging  into  the  right 
hilus.  It  was  not  definite  enough,  however,  from 
which  to  draw  any  conclusions.  She  showed  no 
systemic  evidence  of  weakness,  undernutrition  or 
toxemia. 

She  was  then  studied  by  my  associate,  Dr.  P.  G. 
Boman,  about  the  middle  of  August,  1928.  For  one 
month  she  had  had  sharp,  shooting  pains,  radiating 
upward,  in  her  right  chest,  toward  the  right  scapula; 
her  dyspnea  had  not  materially  increased;  there  was 
a slight  elevation  of  temperature  (99.4°),  and  the 
leukocyte  count  was  11,200.  There  were  no  notable 
auscultatory  lung  findings  but  there  was  definite  dull- 
ness in  the  region  of  the  base  of  the  right  lung. 
Three  sputum  specimens  showed  no  tubercle  ba- 
cilli. 

However,  on  fluoroscopy,  Dr.  P.  G.  Boman  noted 
“a  fixation  of  the  right  diaphragm,  with  paradoxical 
movement  of  the  diaphragm  in  respiration.”  Thus 
we  had  right-sided  phrenic  paralysis.  At  the  same 
time,  there  was  noted  a small  shadow  near  the  upper 
portion  of  the  right  hilus.  Quite  important,  and 
bearing  upon  the  diagnosis,  was  a shadow  of  in- 
creasing lung  density  above  the  suggestive  extra- 
hilus  shadow;  this  suggested  and  was  charted  as 
“compression  atalectasis,”  or  a shutting  off  of  air 
in  part  from  the  right  upper  lobe. 

A presumptive  diagnosis  was  made  of  a primary 
carcinoma  of  the  lung.  Studies  were  made  at  the 
Mayo  Clinic  in  September,  1928.  Correspondence 
with  the  Mayo  Clinic  brought  some  data  elicited 
from  examination  there.  They  reported  the  sug- 
gestive shadows  mentioned  above  and  stated  that 
they  had  “the  characteristics  of  either  abscess  or 
malignancy — physically  the  examination  of  the  chest 
seemed  quite  negative.”  She  was  examined  with 
the  bronchoscope  at  the  Mayo  Clinic  in  late  Sep- 
tember, 1928,  and  at  that  time  it  was  stated  that 
“there  was  a little  edema  and  congestion  of  the 
mucous  membrane  at  the  opening  of  the  right  upper 
lobe  bronchus.”  A little  biopsied  material  appar- 
ently showed  no  evidence  of  malignancy. 

Frequent  examinations  were  made  of  the  patient 
between  October  24,  1928,  and  the  date  of  her  death 
(January  12,  1929),  at  St.  Mary’s  Hospital,  Duluth. 
Suffice  it  to  state,  briefly,  that  in  the  interim  she 
had  two  instances  of  moderate  hemoptysis;  that 
she  developed  increasing  pain,  and  a rapidly  enlarg- 
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ing  shadow  of  increased  Roentgen  density  pushing 
upward  and  backward  from  the  upper  portion  of 
the  right  lung  hilus.  The  best  appreciation  of  the 
growth  was  gained  through  laterally  taken  films. 

Among  other  interesting  studies  made  were  a con- 
siderable series  of  studies  of  the  polymorphonuclear 
leukocytes,  according  to  the  technic  of  Dr.  C.  H. 
Watkins  and  Prof.  Plal  Downey,  of  the  University 
of  Minnesota.  Her  hemoglobin  went  down  to  50 
per  cent,  but  the  red  blood  cells  were  normal  in  ap- 
pearance and  slightly  less  than  4,000,000.  The  leu- 
kocyte count  never  advanced  materially.  While  the 
polymorphonuclears  showed  some  “bizarre  forms,” 
the  smears  studied  on  two  occasions  by  Dr.  Watkins 
did  not  show  the  typical  lobulation,  hooking,  hair- 
formation,  etc.,  so  carefully  reported  by  Dr.  Watkins, 
and  thought  to  be  characteristic  of  malignancy,  and 
not  uncommonly  found  in  primary  bronchus  cancer. 

The  specimens  and  the  microscopic  slides  thereof 
indicated  a gelatinous  type  of  well-marginated  car- 
cinoma, globular  in  form,  and  about  four  and  one- 
half  inches  in  diameter,  growing  upward  directly 
from  the  right  upper  lobe  bronchus.  This,  no  doubt, 
explains  the  failure  to  see  it  through  the  broncho- 
scope. Dr.  P.  P.  Vinson,  of  the  Mayo  Clinic,  in 
a personal  communication,  states:  “Of  one  hundred 
and  eighty  patients  whom  we  bronchoscoped  last 
year,  we  were  able  to  prove  microscopically  the 
presence  of  primary  carcinoma  in  eighteen,  and  there 
were  probably  as  many  others  who,  like  your  pa- 
tient, had  lesions  very  suggestive  of  carcinoma, 
where  positive  tissue  could  not  be  obtained.  The 
very  marked  increase  of  primary  bronchial  car- 
cinoma is  certainly  alarming.” 

There  were  obvious  metastases  to  the  other  lung, 
a very  notable  degree  of  metastases  to  the  adrenals; 
extremely  fine  metastases  in  the  lungs,  the  liver, 
kidneys,  and  other  organs. 

In  summary,  it  is  well  to  draw  attention  to 
the  insidious  onset ; to  the  dramatic  interference 
with  the  right  diaphragm ; to  the  position  which 
made  biopsy  through  the  bronchoscope  impos- 
sible ; to  the  early  raising  of  material,  mucoid  in 
character,  which  might,  in  a measure,  be  associ- 
ated with  the  type  of  cancer  found  at  autopsy. 
It  is  well  to  emphasize  the  relative  frequency 
of  primary  bronchus  carcinoma,  and  to  note 
the  features  of  pulmonary  tuberculosis  which  it 
copies ; to  keep  in  mind,  however,  that  a high 
degree  of  pain  is  rarely  found  in  tuberculosis 
apart  from  pleuritic  distress.  Frequently  the 
Roentgen  studies  are  of  the  greatest  aid  early 
in  the  disease ; later  they  are  often  confused 
greatly  by  complications.  In  this  instance  the 
complication  of  pressure  atalectasis  aided  us; 
often  the  appearance  of  secondary  purulent  or 
non-purulent  effusions  totally  masks  the  primary 
disease. 

Dr.  F.  J.  Hirschboeck  (Duluth)  read  a paper 


on  “Spontaneous  Pneumothorax,  with  illustra- 
tive cases.”  (Lantern  slides  were  shown.) 

DISCUSSION 

Dr.  A.  T.  Mann  (Minneapolis):  I would  make 
just  one  suggestion,  that  is,  in  cases  where  you  want 
to  make  drainage  for  a short  time  only,  that  you 
use  a1  Mozingo  tube  because  you  can  keep  sepsis 
farther  away  from  the  chest  wall. 

MEMBERS 

As  the  result  of  the  formal  ballot,  the  follow- 
ing men  were  elected  to  membership  in  the 
Academy : 

University : Dr.  J.  C.  McKinley. 

Minneapolis : Dr.  R.  T.  LaVake,  Dr.  Horace 
Newhart,  Dr.  T.  A.  Peppard,  Dr.  F.  C.  Rodda 
and  Dr.  C.  N.  Spratt. 

St.  Paul : Dr.  F.  E.  Folev,  Dr.  E.  K.  Geer, 
Dr.  E.  V.  Goltz,  Dr.  W.  H.'  Hengstler,  Dr.  A. 
G.  Schulze  and  Dr.  Alex  Stewart. 

Carl  B.  Drake,  M.D. 

Secretary 


BOOK  NOTICES 


Principles  and  Practice  of  Obstetrics.  By  Joseph 
B.  DeLee,  A.M.,  M.D.  Professor  of  Obstetrics, 
Northwestern  University  Medical  School.  Fifth 
edition,  thoroughly  revised.  Large  octavo  of  1140 
pages,  with  1128  illustrations,  201  in  colors.  Phila- 
delphia and  London:  W.  B.  Saunders  Company, 
1928.  Cloth,  $12.00  net. 

The  author  is  a master  of  technic  and  makes 
clear  the  dangers  and  pitfalls  encountered  by  slov- 
enly methods.  Especially  in  this  connection  does 
he  stress  the  prevention  of  mild  infections  as  the 
cause  of  maternal  morbidity  and  mortality. 

Many  new  illustrations  appear  in  this  revision 
which  clarify  the  text. 

Prof.  DeLee  has  spent  much  time  on  the  toxemias, 
from  mild  vomiting  of  pregnancy  to  severe  eclamp- 
sia, and  has  outlined  the  most  approved  methods  of 
treatment. 

Breech  extraction  and  forceps  delivery,  as  well  as 
operative  delivery  by  means  of  low  Cesarean  sec- 
tion, have  been  thoroughly  discussed  and  the  opera- 
tive technic  beautifully  illustrated. 

The  accidents  of  pregnancy:  post  partum  hemor- 
rhage, placenta  previa  and  ruptured  uterus  have  been 
treated  admirably  by  the  author.  His  suggestions 
give  the  practitioner  real  help  when  facing  the  seri- 
ous trouble  that  these  conditions  may  cause. 

The  book  has  been  thoroughly  revised  and  cer- 
tainly is  one  which  the  obstetrician  would  do  well 
to  have  convenient  for  ready  reference. 

— H.  Bright  Dornblaser,  M.D. 
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THE  MINNESOTA  STATE  BOARD  OF 
HEALTH 

The  Minnesota  State  Board  of  Health  has  been 
on  an  uncertain  platform  for  some  time  and  par- 
ticularly during  the  present  session  of  the  legis- 
lature. They  asked  for  a certain  amount  of 
money  to  be  appropriated  so  they  can  carry  on 
the  work  of  the  laboratory  particularly,  and  in 
case  the  legislature  fails  to  meet  this  recpiest  it 
is  barely  possible  the  State  Board  of  Health  lab- 
oratories will  be  closed  for  lack  of  funds.  This 
will  entail  a great  hardship  on  the  members  of 
the  State  Medical  Association,  for  a very  large 
number  of  the  tests  for  specific  diseases  may  be 
held  up  for  an  indefinite  period ; and  the  man 
in  the  city,  as  well  as  the  man  in  the  country, 
will  suffer  for  want  of  laboratory  facilities,  un- 
less he  patronizes  some  private  laboratory  in  a 
hospital  or  elsewhere. 

The  Governor  is  very  much  opposed  to  closing 
the  laboratories  of  the  State  Board  of  Health, 
and  very  likely  the  appropriation  will  go  through 
because  it  has  been  presented  in  a proper  scien- 
tific light  to  the  proper  authorities. 

The  Minnesota  State  Board  of  Health  has 
had  more  or  less  trouble  since  its  incipiency  in 


getting  the  money  necessary  to  maintain  it  as  it 
should  be  maintained  and  operated,  and  very  few 
people  know  of  the  difficulties  that  are  encoun- 
tered from  time  to  time.  Very  few  people  know 
how  much  detail  work  is  done  there  to  accom- 
plish a definite  purpose,  that  is,  a correct  analy- 
sis of  the  patient’s  disease  and  the  contagion 
possibilities.  No  money  is  better  spent  than  that 
spent  on  the  State  Board  of  Health,  and  if  we 
lose  our  laboratories  and  the  work  there  is  in 
any  way  crippled  it  resolves  itself  into  a very 
serious  matter,  one  of  the  utmost  importance  to 
the  public.  Most  people  have  an  idea  that  the 
State  Board  of  Health  runs  along  without  anv 
trouble  at  all,  whereas  it  requires  a tremendous 
amount  of  work,  as  a matter  of  fact,  even  to 
begin  to  cover  the  held  it  is  supposed  to  take 
care  of ; in  the  case  of  the  sick  man  in  the  dis- 
tant part  of  the  state  the  State  Board  of  Health 
is  called  upon  to  make  analyses,  as  well  as  diag- 
noses, and  present  a report  which  indicates  a line 
of  treatment.  So  if  you  have  time,  and  all  doc- 
tors should  have  time  to  attend  to  such  state 
matters,  see  that  your  senator  and  representative 
provide  amply  for  the  State  Board  of  Health. 

POLITICS  AND  MEDICINE 

The  same  beautiful  time  is  being  enjoyed  by 
all,  politicians  and  doctors,  in  the  efforts  of  the 
State  Medical  Association  to  get  rid  of  politics 
and  the  efforts  of  politicians  in  the  legislature 
to  inject  all  kinds  of  politics  into  the  medical  so- 
cieties. 

Two  years  ago  in  Minnesota  they  passed  the 
massage  bill,  and  during  the  two  years  that  have 
elapsed  the  massage  bill  has  covered  the  work  of 
many  coming  outside  of  that,  including  naturo- 
paths and  osteopaths.  And  now  for  some  reason 
or  other  the  naturopaths  have  introduced  a bill, 
which  has  been  indefinitely  postponed ; but  they 
have  promised  another  bill  to  take  its  p'ace,  al- 
though it  seems  a little  late  in  the  season  for  such 
a thing  to  be  done.  Those  who  organized  the 
massage  bill  and  have  had  it  in  charge  have 
taken  in  $7,000,  presumably  through  license  fees. 
So  if  a man  wants  to  be  a masseur  in  good  stand- 
ing, although  he  is  a chiropractor,  he  may  find 
no  other  way  out  of  his  trouble  than  to  join  the 
massage  coterie.  Consequently  he  takes  out  a 
license  to  massage  and  then  practices  as  he 
pleases.  Evidently  the  massage  bill  has  not  been 
carried  out  as  it  was  intended  to  be  carried  out. 

Now  the  men  in  control  of  legislative  medi- 
cine find  that  the  people  practicing  under  the 
massage  bill  have  spent  $5,900  out  of  their  re- 
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ceipts  of  $7, OCX)  in  their  efforts  to  bring  about 
legislation,  hence  it  was  thought  best  to  intro- 
duce a measure  putting  the  latter  under  the  con- 
trol of  the  State  Board  of  Medical  Examiners 
thus  making  it  a state-controlled  organization. 
This  would  do  away  with  many  of  the  difficul- 
ties that  are  bound  to  come  unless  something 
of  this  kind  is  done,  but  it  will  meet  with  great 
opposition  because,  as  it  is  now,  an  easy  way 
is  afforded  to  practice  medicine  and  yet  have 
only  a masseur’s  license.  It  requires  great  care 
to  watch  the  traffic  in  bills,  although  there  is  an 
effort  on  foot  now  to  repeal  many  of  the  lawTs, 
both  in  Minnesota  and  other  states,  and  one 
who  is  at  all  familiar  with  the  numbers  of  laws 
introduced  in  the  past  and  under  which  we  are 
laboring  will  readily  see  the  difficulties  to  be  en- 
countered. There  seems  to  be  no  end  of  leg- 
islation to  fight  or  correct,  and  we  cannot 
believe,  as  wre  did  at  the  beginning  of  the 
season,  that  there  will  ever  be  a time  when  it 
will  not  be  necessary  to  have  someone  right 
there  to  look  after  the  interest  of  the  medi- 
cal profession  if  we  want  the  healing  of  the 
public  and  the  healing  profession  protected. 
As  tax-paying  citizens  of  this  state,  we  are 
as  much  entitled  to  proper  protection  of  our 
profession  within  fair  and  reasonable  limits  as 
a man  is  entitled  to  protection  of  his  property 
under  the  laws  of  this  State.  And  if  we  had 
always  had  as  efficient  and  as  alert  an  organi- 
zation as  we  have  now  and  the  same  interest 
taken  in  legislative  matters,  we  would  feel  cer- 
tain there  would  have  only  been  one  board  con- 
trolling the  healing  art  in  this  state.  Our  readers 
may  be  interested  to  know  that  there  is  another 
healing  cult  bobbing  up.  They  haven’t  shown 
their  teeth  in  Minnesota  yet,  but  they  are  coming 
into  other  states.  Fortunately,  the  legislators 
have  been  admirably  fair  in  their  attitude  toward 
medicine ; there  are  very  few  complaints  from 
members  of  the  legislature,  of  the  type  who  are 
fair  and  square  and  have  good  judgment,  about 
their  letters  coming  from  the  profession  to  them ; 
they  very  much  appreciate  that  the  home  doctors 
are  taking  such  an  interest  in  protecting  not  onlv 
their  own,  but  the  public,  interest  as  well,  which 
goes  hand  in  hand.  So  it  is  possible  that  we 
may  come  out  at  the  right  end,  but  it  is  never 
possible  to  assume  or  to  persuade  ourselves  that 
the  healing  art  will  not  be  attacked,  from  one 
angle  or  another,  at  any  session  of  the  legis- 
lature. 

And  now  comes  a new  "medical  company,” 
called  the  Soule  Medical  Company,  organized  bv 
this  man  Soule  who  is  an  anti-anti-everything. 


When  connected  with  a Masonic  order  a few 
years  ago  he  was  then  an  antivaccinationist,  but 
since  he  has  organized  a company  in  the  Ply- 
mouth Building,  Minneapolis,  he  is  antismallpox, 
as  before,  antidiphtheria,  and  anti  all  other  dis- 
eases which  are  found  to  be  remedied  or  lessened 
by  vaccines.  We  wonder  how  he  gets  that  way. 
He  has  sent  a letter  from  his  place  of  business 
here  to  Florida  trying  to  get  the  State  Board  of 
Health  there  to  work  with  him'  in  his  various 
enterprises.  It  is  very  unfortunate  that  we  have 
to  be  troubled  by  such  ignorant  men  as  this  man 
proves  himself  to  be.  He  knows  nothing  about 
medicine,  he  is  not  a medical  practitioner,  and 
there  are  many  things  he  ought  to  learn  before 
he  begins  to  bombard  modern  medicine.  He 
does  not  know  that  the  medical  profession  have 
been  gradually  working  up  to  an  important  point 
in  the  healing  arts.  He  does  not  seem  to  know 
that  typhoid  is  almost  extinct  in  Minnesota.  He 
does  nof  seem  to  remember  that  diphtheria  is 
very  rarely  reported  here,  because  of  the  anti- 
diphtheria vaccine.  But  when  he  attempts  to 
butt  into  the  State  Boards  of  Health  he  is  really 
going  far  beyond  his  allotted  path.  No  one 
cares  how  much  he  advertises  except  that  he  is 
more  or  less  responsible  for  the  errors  of  the 
public  who  do  not  understand  medicine  very  well 
and  are  frequenty  taken  in  by  these  unscrupulous 
people. 

A CONSULTATION  BUREAU 

We  must  not  fail  to  mention  the  formation  of 
a consultation  bureau,  fostered  by  the  Hennepin 
County  Medical  Society,  who  have  already  ap- 
pointed a body  of  men  who  have  undertaken  this 
tremendous  responsibility  to  help  the  man  out-of- 
town  if  he  wants  any  assistance.  This  is  not  a 
personal  effort  to  get  a patient  away  from  a coun- 
try doctor  at  all ; it  must  be  thoroughly  under- 
stood that  it  is  purely  for  the  purpose  of  advising 
the  man  practicing  in  the  country,  that  is,  he 
may,  if  he  chooses,  write  to  the  consultation 
bureau  and  get  advice  by  mail  on  a difficult  case 
which  he  may  be  attending.  The  function  of 
this  bureau  is  to  furnish  the  members  of  the 
State  Medical  Association  with  prompt  and  con- 
fidential information  on  any  subject  relating  to 
the  practice  of  medicine.  The  consultation  staff 
is  composed  of  the  most  competent  men  in  every 
line  of  medical  endeavor  who  will  consider  no 
question  too  trivial  and  no  problem  too  large  to 
be  submitted  to  this  bureau  for  an  opinion.  Tele- 
phone and  telegraph  consultations,  although  rath- 
er unsatisfactory,  will  be  accepted  in  emergency 
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cases,  all  expenses  of  such  nature  to  he  borne 
by  the  requesting  physician.  This  bureau  is  lo- 
cated in  the  offices  of  the  Minnesota  State  Medi- 
cal Association,  11  West  Summit  Avenue,  St. 
Paul,  Minnesota.  We  hope  you  will  try  it  out. 

THE  A.  M.  A.  MEETING  AT  PORTLAND 

All  of  us  who  are  planning  to  attend  the  meet- 
ing at  Portland,  which  takes  place  July  8,  9,  10, 
11,  and  12,  1929,  will,  in  a way,  have  to  make 
some  arrangements  for  the  trip.  There  will 
doubtless  be  many  semi-official  trains,  as  it  were, 
running  from  Chicago  and  the  Twin  Cities  to 
Portland ; those  who  go  from  Chicago  will  prob- 
ably go  directly  through,  over  whatever  road  is 
designated. 

Fortunately,  for  those  who  may  wish  to  see 
more  of  the  West  than  can  be  viewed  by  going 
directly  through  to  Portland  and  returning  as 
directly,  there  are  many  opportunities  for  stop- 
overs and  side  trips.  By  going  out  on  the  Great 
Northern,  one  can  stop  off  at  Glacier  Park  and 
enjoy  the  views  of  mountains  and  lakes  in  that 
vicinity;  or,  one  can  go  over  the  Chicago, 
Milwaukee,  St.  Paul,  and  Pacific  road  to  Seattle, 
via  Tacoma,  and  from  there  down  to  Portland. 
Or  one  can  go  out  over  the  Northern  Pacific, 
leaving  here  at  11:45  p.  m.  on  Friday  (if  one 
takes  a certain  special  train,  as  the  editor  would 
like  to  do)  and  arrive  in  Portland  on  Mondav  at 
7 :00  a.  M.  It  seems  almost  incredible  that  one 
can  go  over  half  the  American  continent  in  that 
short  space  of  time. 

The  railroads  are  out  for  business,  and  doubt- 
less they  will  vie  with  one  another  for  the  privi- 
lege of  carrying  the  members  of  the  American 
Medical  Association  safely  and  promptly  to  the 
annual  meeting  at  Portland.  The  rates  have  not 
as  yet  been  published  by  all  the  roads ; the 
Northern  Pacific  has  announced  a rate  (includ- 
ing berth)  of  approximately  $99  on  one  train, 
and  on  another  train  a rate  of  $101  applies  for 
the  round  trip  from  St.  Paul  or  Minneapolis  to 
Portland.  As  you  know,  the  Northern  Pacific 
road  brings  you  to  Livingston,  and  Gardiner — 
the  northern  entrance  to  Yellowstone  National 
Park— from  which  point  you  may  enjoy  a side 
trip  or  stop-over  for  the  purpose  of  sightseeing 
around  Mammoth  Hot  Springs  and  the  Grand 
Canyon  of  the  Yellowstone,  and  then  continue 
on  your  way  to  Portland. 

This  brief  outline  does  not  give  you  much  of 
an  idea  as  to  what  side  trips  are  possible,  but 
more  detailed  information  can  be  secured  through 
the  railroad  offices.  Folders  are  being  mailed 
out  to  A.  M.  A.  members  by  the  roads  giving 


itineraries  and  schedules,  as  well  as  so-called 
summer  tourist  rates ; for  instance,  under  Route 
“A”  they  offer  a summer  tourist  fare,  Chicago 
to  Portland  and  return,  including  side-trip  Liv- 
ingston to  Gardiner  and  return,  for  $94.22. 
From  St.  Paul-Minneapolis,  $79.52.  Under 
Route  “B”  the  summer  tourist  fare,  Chicago  to 
Portland  and  return,  will  be  $90.30.  From  St. 
Paul-Minneapolis,  $75.60.  One  may  select  a dif- 
ferent route  for  the  return  trip  if  one  chooses, 
and  this  can  be  arranged  through  the  office  sell- 
ing the  ticket,  generally,  as  the  railroads  have 
an  arrangement  whereby  they  plan  the  itinerary 
to  suit  the  individual  needs  or  wishes  of  the  trav- 
eler and  arrange  for  accommodations  on  other 
roads  when  that  is  desired.  The  roads  have  in- 
augurated a system  whereby  you  may  secure  an 
extension  of  time  beyond  the  limit  granted  for 
the  A.  M.  A.  convention;  for  instance,  if  you 
want  to  go  to  Portland  to  attend  the  meeting  and 
from  there  on  to  Hawaii,  your  ticket  can  be  ex- 
ended  to  cover  a period  of  time  sufficient  to  al- 
low you  to  make  this  additional  trip  if  you  will 
take  it  up  with  the  ticket  office  at  the  time  of 
making  your  reservations..  Of  course,  the  road 
that  takes  you  out  would  like  to  bring  you  back, 
but  they  are  not  holding  you  to  this  arrangement. 

Portland  is  a beautiful  city  and  has  some 
wonderful  drives, — notably  the  Columbia  Drive, 
east  and  west  of  Portland.  These  highways  are 
thoroughly  modern  and  up-to-date  in  every  way. 
Many  of  us  will  be  glad  to  accept  the  offers  of 
additional  travel  which  will  be  more  definitely 
outlined  by  the  literature  sent  out  by  the  various 
railroads. 


CORRESPONDENCE 


THE  UNITED  STATES  VETERANS’ 
BUREAU  VERSUS  THE  MEDI- 
CAL PROFESSION 
An  Ltnpleasant  Experience 
Monticello,  Minnesota,  March  15,  1929. 
To  the  Editor: 

There  must  be  many  other  doctors  who  have 
experienced  very  much  the  same  as  happened 
to  me  when,  last  year,  I had  occasion  to  render 
medical  service  to  an  ex-soldier,  disabled  and 
thus  drawing  compensation  from  the  Veterans’ 
Bureau.  When  these  doctors  never  have  ut- 
tered a word  of  criticism  in  public  print  of  the 
treatment  given  by  said  Bureau  to  their  bills 
for  professional  services  rendered,  I prefer  to 
think  that  they  have  felt  so  humiliated  that 
silence  was  the  only  choice  left  under  the  cir- 
cumstances. When  one  hut  remembers  the  war 
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and  post-war  hysteria  that  held  such  firm  grip 
on  our  people;  at  large  and  our  politicians  in 
particular,  one  simply  did  not  dare  to  criticize 
the  returned  home  war  hero  and  the  govern- 
mental agency- — the  Bureau — that  he  had  suc- 
ceeded through  his  powerful  organization,  the 
American  Legion,  to  get  as  a reward  from 
Congress,  and  to  the  operation  of  which  agency 
for  the  benefit  of  disabled  veterans  a grateful 
nation  through  its  representatives  in  Congress 
already  have  appropriated  up  to  and  including 
1927  the  stupendous  sum  of  $3,677,753,403.76. 
Now,  it  is  rather  needless  to  say  that  these  sorely 
afflicted  or  disabled  soldiers  must  have  medical 
and  surgical  attention ; hence  the  Bureau  has 
long  ago  issued  its  appointments  in  every  lo- 
cality, so  that  any  soldier  in  need  can  be  taken 
care  of.  Costly  and  elaborate  hospitals  have 
also  been  built  in  various  sections  of  the  coun- 
try so  as  to  give  the  best  in  hospital  care  to  the 
soldiers  when  deemed  necessary.  These  hospi- 
tals have  large  staffs  of  competent  medical  men 
and  these  as  well  as  the  appointed  physicians 
out  in  country  districts  have  no  cause  to  com- 
plain so  far  as  I know;  they  are  the  favored 
“insiders,”  and  whatever  price  they  may  put 
upon  their  services,  when  not  manifestly  ex- 
orbitant, will  be  paid,  I believe.  Considering 
that  most,  if  not  all,  of  these  medical  men  are 
members  of  medical  societies,  I cannot  well  in- 
fer that  they  have  accepted  their  appoint- 
ment and  will  render  service  for  a trimmed 
down  fee,  a contract-price,  contrary  to  the  rules 
of  anv  medical  society.  Futhermore  the  Bureau 
is  amply  able  to  pay  regular  prices,  having 
raised  its  annual  demands  upon  Congress  to  al- 
most one-half  billion  dollars.  Such  being  the 
case,  why  this  shameful  discrimination  with 
the  doctor  who  holds  no  regular  appointment, 
but,  true  to  his  calling,  has  answered  an  emer- 
gency call  from  one  of  these  soldiers? 

It  is  here  that  I feel  the  curtain  should  be 
raised  and  this  Bureau  given  the  publicity  it  de- 
serves. In  justice  to  my  colleagues  I trust  you 
will  assist  me  by  giving  space  to  my  communi- 
cation. And  now,  on  with  the  proof  of  my 
criticism!  On  Sunday  afternoon,  May  27,  1928, 
I received  an  urgent  call  to  go  to  Eagle  Lake, 
Sherburne  County,  to  an  ex-soldier,  Mr.  T.  T.  B., 
in  the  Bureau  files  designated  as  XC — 1,243,990. 
I knew  this  man  and  his  family  from  before, 
having  the  year  before  checked  him  up  in  my 
capacity  as  health  officer  of  Big  Lake.  He  was 
a sufferer  from  tuberculosis  of  the  lungs,  and 
.was  in  the  habit  of  coming  out  to  Eagle  Lake 
every  summer  to  enjoy  fresh  air  and  sunshine. 


did  I finally  receive  a check  and  a letter  advising 
On  the  occasion  referred  to  he  had  contracted 
an  acute  bronchitis  superimposed  upon  his  tu- 
bercular lungs  and  was  suffering  intensely  from 
difficult  breathing. 

His  wife,  as  well  as  himself,  deemed  medical 
attention  necessary  and  called  me  in.  On  my 
arrival  I found  Mr.  B.  with  a pulse  of  112,  rapid 
breathing,  almost  othopnea,  edema  of  both  legs, 
and  ausculatorv  with  sibilant  and  dry  rhonchi 
over  both  lungs  from  top  to  bottom.  Lender  the 
administration  of  heart  stimulants  (coramin,  etc.) 

I succeeded  in  improving  his  heart  action  and 
made  him  feel  easier,  whereupon  he  was  given 
an  expectorant  cough  preparation  for  home 
use.  While  he  really  needed  hospital  care  he 
was  too  sick  to  stand  transportation  to  the  Vet- 
erans’ Hospital  at  Fort  Snelling,  some  fifty  miles 
away,  and  not  wishing  to  take  a chance  upon 
having  my  bill  for  hospitalization  paid  in  full 
by  the  Bureau  I refused  to  admit  him  to  my 
private  hospital  in  Monticello.  The  next  day  his 
sister-in-law  came  up  from  Minneapolis  and, 
having  previously  called  at  the  Veterans’  Hos- 
pital at  Fort  Snelling,  she  carried  with  her  the 
instructions  from  the  hospital  to  the  effect  that 
the  doctor  appointed  for  this  locality  would  have 
to  be  called  in  and  given  charge  of  the  case. 
This  order  was  complied  with  shortly  after  her 
arrival  and  my  connection  with  the  case  termi- 
nated. The  Bureau’s  appointee  in  this  neck  of 
the  woods  was  my  colleague  in  Monticello,  an 
homeopathic  physician,  and  thus  I had  a good 
opportunity  of  watching  this  ex-soldier  in  an  in- 
direct way,  as  the  sister-in-law,  a patient  of 
mine,  gave  me  a report  now  and  then.  Accord- 
ing to  her  story  the  man  grew  worse  under  the 
medical  care  prescribed  for  him,  and  finally  the 
family  concluded  that  he  would  have  to  be 
moved  to  Fort  Snelling  Hospital  in  spite  of  dis- 
tance. This  move  took  place  on  June  10,  and 
June  12  the  war-hero  answered  final  taps. 

During  my  visit  to  the  veteran  I was  told  to 
send  my  bill  in  to  the  Regional  Veterans’  Bureau 
office  in  Minneapolis,  and,  if  not  promptly  paid, 
he  or  his  family  would  pay  me.  Inasmuch  as 
he  died,  my  bill  was  referred  to  the  head  office 
in  W ashington,  D.  C.,  where  all  death  claims 
must  be  adjudicated,  and  where  likewise  all  un- 
authorized bills  for  medical  service  are  scruti- 
nized and  disposed  of. 

During  the  following  months  I had  ample  op- 
portunity to  learn  that  I was  earning  my  money 
over  again  by  reason  of  the  time  involved  in 
corresponding  with  the  Bureau  in  my  effort  to 
collect  my  bill.  Not  until  December  20,  1928, 
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mQ  that  in  auditing  my  account  it  had  been  nec- 
essary to  make  deductions  in  the  aggregate  of 
$5.00,  and  accordingly  the  remuneration  allowed 
on  my  bill  for  $10.00  was  cut  in  two,  and  I was 
brushed  off  with  a five-dollar  bill. 

Here  it  would  seem  pertinent  to  review  some 
outstanding  facts : 

1.  I am  not  a servant  of  the  Veterans’  Bu- 
reau taking  orders  from  it  or  accepting  any 
schedule  of  fees  set  up  for  non-authorized  medi- 
cal work. 

2.  Eagle  Lake  is  seven  miles  distance  from 
Monticello,  and  therefore  my  bill,  as  rendered, 
was  entirely  correct,  to  wit : one  dollar  a mile 
one  way  and  $3.00  for  the  visit.  This,  by  the 
way,  represents  the  customary  charges  agreed 
upon  by  the  medical  societies  in  our  Northwest- 
ern states,  and  if  these  charges  are  acceptable 
enough  to  our  hard  pressed  farmers,  there  should 
be  no  difficulty  encountered  when  dealing  with 
a plutocrat  like  the  Veterans’  Bureau. 

3.  Common  decency  and  regards  for  the  hu- 
man rights  of  the  disabled  veteran  should  induce 
the  Bureau  to  revise  its  rules  and  red  tape  ad- 
ministration to  the  end  that  any  veteran,  when 
in  need  of  medical  service,  may  feel  free  to  se- 
lect the  best  one  available  and  to  retain  his  ser- 
vices without  inflicting  an  humiliation  on  his 
consultant  by  the  Bureau  afterwards  engaging 
in  a quibble  about  his  charges,  so  long  as  these 
are  in  conformity  with  the  minimum  fee  sched- 
ule agreed  upon  by  his  society. 

4.  If  the  Bureau  believes  it  can  get  along 
without  the  good  will  of  the  medical  profession 
as  a whole  it  will  some  nice  day  hear  from  the 
boys  at  home — the  members  of  the  various 
Legion  posts,  when  it  becomes  too  manifest  that 
the  abler  members  of  the  profession  will  have 
nothing  to  do  with  sick  veterans  as  long  as  the 
Bureau  rules  the  field  as  at  present. 

Personally,  I have  had  enough  and  need  no 
further  appeals  for  medical  service  from  any 
veteran — be  he  ever  so  sick — to  stand  by  my  de- 
cision, which  is,  that  I shall  gladly  go  to  his  aid 
provided  he  or  his  family  will  personally  guar- 
antee my  bill  and  pay  the  same ; but  no  Veterans’ 
Bureau  for  me  any  more,  and  I hope  many  col- 
leagues feel  and  will  act  in  the  same  spirit. 

5.  In  conclusion  let  me  urge  that  we  look  at 
this  Veterans’  Bureau  with  more  sanity.  The 
war  is  over,  and  some  ten  years  have  already 
gone  by  since  246,000  men  of  our  citizen  army 
got  wounded  in  battle.  It  is  a fact  also  that 
no  one  was  admitted  to  actual  army  service  until 
a rigid  medical  examination  had  proven  his  physi- 
cal fitness.  We,  as  medical  men,  feel  that  the 


skill,  honesty,  and  integrity  of  these  medical  ex- 
amining boards  cannot  be  questioned ; but  what 
must  we  think  of  the  ex-soldiers  when  the  of- 
ficial records  up  to  June  30,  1926,  tell  us  that 
844,867  claims  for  compensation  for  disabilities 
incurred  in  the  war  were  received  by  the  Vet- 
erans’ Bureau,  and  of  this  number  a little  better 
than  one-half,  or  424,843,  were  allowed?  Ap- 
parently a vivid  stretch  of  imagination  and  elimi- 
nation of  ordinary  medical  knowledge  are  basic 
requirements  for  sustaining  many  of  these  claims 
and  the  continuation  of  the  process.  Just  the 
other  day  a case  from  this  locality  was  admitted 
to  the  Veterans’  Hospital  at  Fort  Snelling  for 
operative  removal  of  a toxic  small  goiter.  This 
party  was  with  the  oversea  army,  but  being  a 
dentist  never  was  exposed  to  the  horrors  of 
actual  warfare  as  met  with  on  the  fighting  line ; 
yet  ten  and  one-half  years  after  army  service 
his  goiter  is  charged  up  to  the  reverberating  ef- 
fects of  army  life  with  its  regular  good  meals, 
discipline,  and  healthful  body  exercises  which 
everywhere  else  assures  the  soldier,  healthy  ab 
initio  as  evidenced  by  his  acceptance  into  the 
army,  of  a continuation  of  a healthful  body. 
Surely,  these  decisions  pass  all  understanding 
when  all  reasonable  time  limits  are  disregarded. 
Manifestedly  the  honorably  discharged  and  re- 
turned soldier  has  not  yet  acquired  the  viewpoint 
that  once  more  he  is  a civilian  and  on  an  equal 
footing  with  the  rest  of  the  citizens  of  our  coun- 
try ; on  the  contrary  he  prefers  to  look  upon  his 
soldier  life  as  entitling  him  to  perpetual  bonus 
which  he  avails  himself  of  whenever  any  ailment, 
be  it  ever  so  much  removed  from  army  service, 
befalls  him,  and  in  the  enjoyment  of  this  privi- 
lege he  entirely  overlooks  such  simple  economic 
laws  as  have  to  do  with  the  maintenance  and  op- 
eration of  these  many  veterans’  hospitals  and 
the  Bureau  itself.  Somebody  has  got  to  pay  for 
it,  and  that  somebody  in  this  instance  means  the 
general  public  that  must  grind  out  that  much 
more  taxes.  My  sympathies  are  whole-heartedly 
with  the  chronically  disabled  soldier,  either  from 
injury  directly  received  during  war  service  or 
following  some  serious  pathology  showing  up 
within  five  years — to  be  liberal — after  return  to 
civilian  life,  but  turbinectomies  some  five  to  six 
years  after  discharge  as  a cook  in  the  army  or 
thyroidectomies  some  10  years  after  army  serv- 
ice do  not  tend  to  create  a favorable  public  opin- 
ion of  either  the  veteran  or  the  central  pumping 
station— the  Veterans’  Bureau,  strange  as  it  may 
seem  to  the  beneficiaries  of  the  system. 

Respectfully, 

E.  Klaveness,  M.D. 
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NEWS  ITEMS 


The  Naturopath  bill  before  the  Minnesota 
Legislature  has  been  killed. 

Dr.  and  Mrs.  O.  P.  O’Brien,  of  Minneapolis, 
have  returned  from  California. 

St.  Paul  is  muzzling  all  dogs  in  the  city  be- 
cause of  the  presence  of  rabies. 

Dr.  A.  L.  Herman,  of  Minneapolis,  has  gone 
to  Boston  to  visit  the  Children’s  Hospital  of  that 
city. 

Dr.  E.  G.  Strout,  of  Minneapolis,  accompanied 
by  his  wife,  has  gone  to  Miami,  Florida,  for  a 
month. 

The  North  Dakota  Nurses’  Examining  Board 
holds  an  examination  in  Bismarck  on  April  9 
and  10. 

Dr.  Emmet  L.  Schield,  of  the  Mankato  Clinic, 
Mankato,  Minn.,  has  gone  to  Pomona,  Calif.,  to 
practice. 

Dr.  C.  E.  Sisler,  of  Grand  Rapids,  Minn.,  was 
appointed  County  physician  of  Itasca  County 
last  week. 

Dr.  F.  F.  Lang,  of  Montpelier,  N.  D.,  has 
gone  to  Europe  for  six  months’  work  in  obstet- 
rics and  pediatrics. 

Dr.  M.  J.  Fardy,  of  Minot,  N.  D.,  has  gone 
to  Europe  for  postgraduate  study.  He  will  be 
absent  for  several  months. 

It  is  reported  that  a citizen  of  Duluth  has  of- 
fered to  give  $15,000,  for  rebuilding  the  Com- 
munity Hospital  of  that  place. 

The  new  hospital  at  Eureka,  S.  D.,  was  opened 
to  receive  patients  last  month.  The  dedication 
of  the  hospital  will  occur  in  May. 

The  practice  of  Dr.  F.  J.  Roberts  at  Cando, 
N.  D.,  has  not  been  purchased  by  Dr.  Sellacek 
as  recently  announced  in  a local  paper. 

Drs.  C.  P.  and  E.  J.  Nelson,  of  Owatonna, 
have  moved  their  offices  and  hospital  plant  into 
the  new  Nelson  Hospital  building  of  that  city. 

Grand  Forks  (N.  D.)  County  Schools,  it  is 
reported,  will  appoint  a Red  Cross  health  nurse 
in  the  fall  to  work  in  the  schools  of  the  county. 

The  staff  of  the  McKennan  Hospital  of  Sioux 
Falls,  S.  D.,  will  hold  a public  clinic  day  some 
time  this  month  in  accordance  with  its  annual 
custom. 


The  Central  Clinic  of  Faribault,  Minn.,  will 
soon  erect  a building  for  its  own  use.  The  Clinic 
is  composed  of  Drs.  Hanson,  Haesslv,  and 
Traeger. 

Dr.  Myron  O.  Henry,  orthopedic  surgeon  of 
Minneapolis,  has  returned  from  a visit  to  the 
Southern  Clinics  where  he  spent  the  months  of 
February  and  March. 

Dr.  W.  J.  Mayo,  of  the  Mayo  Clinic,  will  be 
absent  from  the  Clinic  until  June  3,  and  will 
then  go  to  England  for  a trip  extending  to  the 
second  week  in  August. 

The  annual  banquet  of  the  Lymanhurst  Staff 
and  affiliated  organizations  interested  in  the 
Lymanhurst  School  will  be  held  at  the  Nicollet 
Hotel,  Minneapolis,  on  April  11. 

The  program  of  the  campaign  for  raising 
funds  for  the  new  Lutheran  Hospital  for  central 
North  Dakota,  now  under  way  at  Jamestown, 
N.  D.,  is  entirely  satisfactory  to  all  interested  in 
the  work. 

The  Northern  Minnesota  Medical  Association 
will  meet  in  Bemidji  on  September  2 and  3 with 
a scientific  program  not  surpassed  by  some  State 
Association  programs  and  with  an  outing  pro- 
gram equally  as  good. 

The  Minnesota,  North  Dakota,  and  South  Da- 
kota Sectional  Session  of  the  American  College 
of  Surgeons  was  held  in  Minneapolis  on  March 
11  and  12.  Most  of  the  leading  surgeons  of  the 
Northwest  were  in  attendance. 

An  effort  is  being  made  in  South  Dakota  to 
obtain  a Veterans’  Bureau  Hospital  for  the  State. 
On  another  page  of  this  issue  a well-known  phy- 
sician tells  an  interesting  story  of  his  experience 
with  a Veterans’  Bureau  Hospital. 

Dr.  D.  W.  Clark,  who  has  practiced  medicine 
in  Pine  City,  Minn.,  for  the  past  two  years,  has 
gone  to  the  University  of  Michigan  at  Ann  Ar- 
bor, Mich.,  to  do  postgraduate  work.  Drs. 
Stratte  and  Stratte,  of  Pine  City,  will  take  over 
Dr.  Clark’s  work. 

The  annual  report  of  the  St.  Louis  (Minne- 
sota) County  Physician,  shows  that  the  num- 
ber of  cases  of  diphtheria  in  the  county  outside 
of  Duluth  decreased  from  536  in  1922  to  33  in 
1928.  Dr.  Ferreira  says  the  disease  has  been  al- 
most banished  from  Minnesota. 

At  the  annual  meeting  of  the  staff  of  the  Ab- 
bott Hospital  of  Minneapolis,  held  last  month, 
the  following  officers  were  elected : President, 
Dr.  George  D.  Head ; vice-president,  Dr.  R.  T. 
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LaVake ; executive  committee,  Drs.  Max  Seham, 
W.  H.  Fansler,  and  Howard  S.  Clark. 

Dr.  Otis  J.  Brown,  of  Little  Falls,  Minn.,  died 
on  March  28,  at  the  age  of  73.  Dr.  Brown 
was  a graduate  of  the  Western  Reserve,  class 
of  ’82.  He  practiced  several  years  in  Red  Wing 
and  located  in  Little  Falls  in  1904.  He  was 
coroner  of  the  county  and  health  officer  of  the 
city  in  which  he  lived  at  the  time  of  his  death. 

At  the  January  examination  of  the  Minnesota 
State  Board  of  Medical  Examiners,  licenses  to 
practice  in  Minnesota  were  granted  to  thirty 
physicians,  all  but  five  of  whom  were  recent 
(1927  or  1928)  graduates.  One  held  a National 
Board  Certificate,  five  were  licensed  by  reci- 
procity, and  twenty-four  were  licensed  upon  ex- 
amination. 

The  Eighth  Annual  Convention  of  the  Inter- 
national Society  for  Crippled  Children  was  held 
in  Minneapolis  last  month.  A distinguished  group 
of  men  and  women  brought  to  Minneapolis  much 
that  was  interesting  and  took  away  much  that 
was  helpful  to  them.  The  papers  and  discussions 
were  able,  and  the  meeting  was  considered  a 
great  success.  The  extent  of  the  work  for 
crippled  children  done  in  the  Twin  Cities  was  a 
great  surprise  for  all  visitors. 


The  Forty-Eighth  Annual  Session  of  the  House  of 
Delegates  of  the  South  Dakota  State  Medical 
Association  will  Convene  May  7,  at 
2:00  p.  m„  “Elks  Club,”  Mitchell 

All  delegates  will  procure  their  credentials  from 
the  secretaries  of  their  component  societies,  and  pre- 
sent the  same  to  the  credential  committee. 

Each  Councilor  will  make  a'  report  of  the  con- 
dition within  his  district,  as  prescribed  in  the  By- 
Laws.  Please  make  same  in  triplicate. 

Delegates  having  resolutions  or  memorials  to  be 
considered  by  the  House  of  Delegates,  will  present 
the  same  in  triplicate  so  that  they  may  be  referred 
to  the  proper  committees  for  recommendations  to 
the  House  of  Delegates. 

It  is  desired  by  the  officers  that  the  secretaries  of 
the  component  societies  attend  the  meetings  of  the 
House  of  Delegates  and  make  reports  to  their  re- 
spective societies,  relative  to  matters  of  interest  to 
their  district. 

Fraternally, 

N.  K.  Hopkins,  M.D.,  President 
Fred  Treon,  M.D.,  Chairman  Council. 
S.  M.  Hohf,  M.D., Councilor  at  Large 
J.  F.  D.  Cook,  M.D.,  Sec’y-Treasurer 
Langford,  S.  D.,  March  25,  1929. 


Tentative  Program  of  the  South  Dakota  State 
Medical  Association 

Forty-eighth  Annual  Session  at  Mitchell,  S.  D., 
May,  7-8-9,  1929 — Headquarters,  Elks 
Club.  Sessions,  Metropolitan 

Theater  and  Elks  Club. 

Meeting  of  the  House  of  Delegates  and  Council 
Tuesday,  2:00  p.  m.,  May  7,  Elks  Club 

Meeting  called  to  order  by  the  President,  N.  K. 
Hopkins,  M.D.,  for  reports  of  Offices,  Committees 
and  other  business  to  come  before  the  House. 

Tuesday,  8:00  p.  m. 

First  Session  of  Council,  Elks  Club. 

Session  called  to  order  by  the  Chairman,  Fred 
Treaon,  M.D. 

Tuesday,  May  7 

7:C0  p.  m. — “Past  Presidents’  Dinner.”  Officers 
Conference  with  Secretaries  of  Component  Societies. 
Elks  Club. 

Scientific  Program 

Wednesday,  May  8 — Metropolitan  Theater 

9:00  a.  m. — Orthopedic  Clinic.  Arthur  Steindler 
M.D.,  Professor  of  Orthopedics,  State  Univer- 
sity College  of  Medicine,  Iowa  City,  Iowa. 

“Clinician,”  W.  R.  Ball,  M.D.,  Mitchell. 

10:00  a.  m. — Cardiac  Clinic.  Adolph  Sachs.  M.D., 
Professor  of  Medicine,  Creighton  University 
School  of  Medicine,  Omaha,  Neb. 

“Clinician,”  E.  W.  Jones,  M.D.,  Mitchell. 

11:00  a.  m. — Thyroid  Clinic.  Charles  Claire  Higgins, 
M.D.,  Crile  Clinic,  Cleveland,  Ohio. 

“Clinician,”  T.  F.  Malloy,  M.D.,  Mitchell. 

1 :30  p.  m. — Announcements  by  local  Committee. 
Presidential  Address.  N.  K.  Hopkins,  M.D., 
Arlington. 

2:00  p.  m. — Laminectomy  in  Disease  of  the  Spinal 
Column.  Arthur  Steindler,  M.D.,  Iowa  City, 
Iowa. 

Discussion  opened  by  R.  B.  Fleeger,  M.D.,  Lead, 
G.  E.  Van  Demark,  M.D.,  Sioux  Falls. 

3:00  p.  m. — Arthritis.  Adolph  Sachs,  M.D.,  Omaha, 
Neb. 

Discussion  opened  by  T.  F.  Riggs,  M.D.,  Pierre, 
S.  D. 

4:00  p.  m. — Special  Points  in  the  Management  of 
Diseases  of  the  Thyroid.  Charles  Claire 
Higgins,  M.D.,  Cleveland,  Ohio. 

Discussion  opened  by  John  L.  Calene,  M.D., 
Aberdeen. 

5:00  p.  m. — Migraine.  Richard  Stanley  Ahrens,  M. 
D.,  Minneapolis,  Minn. 

Discussion  opend  by  H.  R.  Hummer,  M.D.,  Can- 
ton. 

6:00  p.  m. — Annual  Association  Dinner.  Masonic 
Temple.  Tickets  can  be  procured  at  Registra- 
tion desk. 

Thursday,  May  9 — Metropolitan  Theater 

9:00  a.  m. — Pediatric  Clinic.  N.  O.  Pearce,  M.D.,  As- 
sistant Professor  of  Pediatrics  Medical  School, 
University  of  Minnesota,  Minneapolis,  Minn. 

“Clinician,”  P.  S.  Avery,  M.D.,  Mitchell. 
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10:00  a.  m. — Dermatology  Clinic.  Michael  H.  Ebert, 
M.D.,  Assistant  Professor  Dermatology,  Rush 
Medical  College,  Chicago,  111. 

“Clinician,”  E.  M.  Young,  M.D.,  Mitchell. 

11:00  a.  m. — Arthritis  Clinic.  John  P.  Schneider, 
M.D.,  Associate  Professor  Medicine,  Medical 
School,  University  of  Minnesota,  Minneapo- 
lis, Minn. 

“Clinician,”  J.  H.  Lloyd,  M.D.,  Mitchell. 

Noon — Elks  Club 

2:00  p.  m. — Workman’s  Compensation  Law.  Hon. 

Herbert  E.  Hitchcock,  Mitchell. 

3:00  p.  m. — Use  of  Codliver  Oil  and  Ultraviolet 
Ray  in  the  Care  of  Infants  and  Children.  N. 

O.  Pearce,  M.D.,  Minneapolis,  Minn. 
Discussion  opened  by  Dr.  W.  E.  Donahoe, 
Sioux  Falls. 

4:00  p.  m. — Dermatology.  Subject  to  be  announced 
as  the  essayist  is  in  Europe.  Michael  H. 
Ebert,  M.D.,  Chicago,  111. 

Discussion  opened  by  T.  B.  Smiley,  M.D.,  Mt. 
Vernon,  S.  D. 

5:00  p.  m. — Summary  of  Present  Knowledge  regard- 
ing Pernicious  Anemia.  John  P.  Schneider, 
M.D.,  Minneapolis,  Minn. 

Discussion  opened  by  J.  C.  Ohlmacher,  M.D., 
Professor  Bacteriology  and  Hygiene,  Medical 
School,  University  of  South  Dakota. 

General  Meeting  to  Which  the  Public  is  Invited 
Wednesday,  May  8,  at  8:00  p.  m. 
Metropolitan  Theater 

1.  Meeting  called  to  order  by  the  President,  N.  K. 

Hopkins,  M.D. 

2.  Invocation.  Dr.  Earl  Roadman,  President  Da- 

kota Wesleyan  University,  Mitchell. 

3.  Address  of  Welcome.  E.  V.  Bobb,  M.D.,  Presi- 

dent Mitchell  District  Medical  Society, 
Mitchell. 

Response:  Women’s  Auxiliary.  Mrs.  Percy  D. 

Peabody,  President,  Webster. 

State  Medical  Association.  N.  K.  Hopkins,  M. 
D.,  President,  Arlington. 

4.  Illustrated  Lecture — “Patent  Medicine  and  the 

Public  Health.”  Arthur  J.  Cramp,  M.D.,  Sec- 
retary Bureau  of  Investigation,  American 
Medical  Association,  Chicago,  111. 

Educational  Exhibits — Metropolitan  Theater 
Make  your  hotel  reservations  early. 

Hotel  Committee: 

L.  W.  Torin,  M.D.,  Chairman,  Mitchell 
C.  S.  Bobb,  M.D.,  Mitchell 
O.  J.  Mabee,  M.D.,  Mitchell 


Locum  Tenens  Wanted 

From  April  15  to  September  15  in  Scandinavian 
rural  community  in  Southern  Minnesota.  Must  have 
Minnesota  license  and  own  a car.  Address  589,  care 
of  this  office. 

Position  Wanted 

As  business  manager  for  clinic  or  group  of  phy- 
sicians. Experienced  as  accountant,  collector,  and 
executive.  Address  585,  care  of  this  office. 


Locum  Tenens  Wanted 

During  my  absence  in  Europe  from  May  24,  1929, 
to  September  1,  1929.  Office  free  (office  girl  $30  a 
month.)  Make  what  you  can.  Address  J.  Louis 
Waldner,  Parkston,  So.  Dak. 

Location  for  Hospital  Wanted 

I desire  a good  location  in  North  Dakota  or  South 
Dakota  for  a small  private  hospital.  I have  a com- 
plete equipment,  including  X-ray  and  physiotherapy. 
Address  590,  care  of  this  office. 

Institutional  Property  for  Sale  in  Minneapolis 

A Minneapolis  institution  moving  to  California  in 
the  fall  offers  its  property  for  sale.  Suitable  for 
rest  home  or  sanatorium.  Good  grounds  facing  a 
park.  Twenty  rooms.  Address  583,  care  of  this 
office. 

Office  for  Physician  or  Dentist 

Office  rooms  suitable  for  physician  or  dentist  with 
common  reception  room  with  practicing  dentist  in 
Minneapolis  in  a brick  building  on  a busy  corner. 
Address  E.  Oredson  or  Dr.  Lemeiux,  3757  Chicago 
Ave.,  Minneapolis. 

Splendid  Opening  for  a Good  Man 

A well-known  physician  and  surgeon  in  one  of  the 
“20,000  prairie”  cities  has  reached  the  age  of  seventy, 
and  wants  some  one  to  inherit  his  practice.  A phy- 
sician with  one  or  two  years  of  private  practice  pre- 
ferred. No  cash  premium  will  be  offered  to  gradu- 
ally take  over  this  inheritance.  Physicians  without 
inspiration  for  hard  work  and  above  the  average  suc- 
cess need  not  apply.  Address  577,  care  of  this  office. 

Hospital  for  Sale 

In  Minnesota,  8-bed,  private  hospital.  Retiring 
from  active  practice.  Office,  living  rooms,  and  hos- 
pital in  same  building.  All  hospital,  living  room, 
and  office  furniture,  bedding,  and  fixtures  go  with 
the  sale  price.  Good  farming  community.  Only 
physician  in  town.  Nearest  competitor  twenty  miles. 
Good  roads.  Collections  90  per  cent.  Fine  opening 
for  general  practitioner  who  can  do  surgery.  Good 
percentage  obstetric  work.  Photo  and  further  in- 
formation on  application.  Address  588,  care  of  this 
office. 

Physician  Wanted 

To  take  over  my  large  well-established  lucrative 
general  practice,  mostly  office-hospital.  Good  fees. 
Here  20  years,  in  a prosperous  county-seat  city  in 
North  Dakota,  on  transcontinental  railroad.  Popu- 
lation 1,500.  Large  territory,  successful  diversified 
farming,  good  crops,  good  collections.  Fine  oppor- 
tunity for  wide-a-wake  practitioner  doing  some  sur- 
gery. Ill  health  only  reason  for  selling.  Address 
586,  care  of  this  office. 

Specialist  Wanted 

In  eye,  ear,  nose  and  throat  work  to  join  a group 
of  physicians  and  dentists  in  a growing  industrial 
Minnesota  community  of  15,000  population.  Initial 
salary  guaranteed  to  experienced  man.  Address 
565,  care  of  this  office. 
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AMENORRHEA  WITH  A STUDY  OF  A CASE  ASSOCIATED  WITH 
UTERINE  LEIOMYOMA  AND  OVARIAN  FIBROSIS* 

By  Arthur  E.  Benjamin,  M.D.  and  Martin  Sichel,  M.D. 

MINNEAPOLIS,  MINNESOTA 


Any  undue  delay  in  the  establishment  of  the 
menstrual  function  is  often  considered,  in  the 
minds  of  the  laity,  to  be  due  to  some  disease, 
such  as  tuberculosis. 

The  following  classification  and  the  causes  of 
amenorrhea  are  the  basis  for  a few  comments 
and  a study  of  certain  forms  of  amenorrhea, 
especially  as  related  to  the  case  herein  reported. 

CLASSIFICATION  AND  CAUSES  OF  AMENORRHEA 

I.  Temporary  amenorrhea. 

A.  Local. 

1.  Imperforate  hymen. 

2.  Atresia  of  vagina  or  cervix. 

3.  Tumor  obstructing  outlet. 

4.  Absence  of  vagina. 

5.  Vaginitis  with  atresia  of  vagina  from 

caustics  early  in  life. 

6.  Gonorrhea. 

7.  Metritis  and  endometritis. 

8.  Cysts  of  ovaries.  (Obliterating.) 

9.  Fibrosis  of  ovaries. 

B.  General 

1.  Vicarious  menstruation  from 

a.  Nose. 

b.  Rectum. 

c.  Bladder. 

d.  Any  other  mucous  membrane. 

•Presented  before  the  Minnesota  Academy  of  Medicine, 
May  9,  1928. 


2.  Hemorrhages. 

a.  Nose  and  lungs. 

b.  Duodenal  ulcer. 

c.  Colon. 

d.  Hemorrhoids. 

e.  Acute  hemorrhages  from  injuries. 

3.  Endocrine. 

a.  Thyroid  deficiency. 

b.  Exophthalmic  goiter. 

c.  Acromegaly. 

d.  Addison’s  disease. 

4.  Acute  diseases. 

a.  Diphtheria. 

b.  Pneumonia. 

c.  Typhoid. 

d.  Scarlet  fever. 

e.  Acute  infections. 

5.  Chronic  or  exhausting  diseases. 

a.  Anemia. 

b.  Malaria. 

c.  Tuberculosis,  pulmonary,  bone,  and 

other  tissue. 

d.  Diabetes. 

e.  Bright’s  disease. 

f.  Rheumatism  (chronic). 

g.  Chlorosis. 

h.  Syphilis. 

6.  Climate. 

7.  Change  of  environment. 
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8.  Habit,  e.  g.,  alcoholism  or  morphinism. 

9.  Nervousness — shock  or  anxiety. 

10.  Insanity. 

11.  Overwork — mental  or  physical.  Long 

hours,  exhausting  work,  lack  of  rest. 

12.  Adiposity. 

13.  Nutritional  and  gastro-intestinal. 

a.  Deficient  nutrition. 

b.  Debility,  from  malassimilation. 

c.  Colitis. 

d.  Gastro-enteritis. 

e.  Indigestion  from  deficient  digestive 

fluids.  Lrom  lack  of  tonicity  and 

improper  elimination. 

14.  Chronic  abscesses  or  infections. 

II.  Permanent  amenorrhea. 

1.  Absence  of  ovaries. 

2.  Absence  of  uterus  or  a rudimentary  or- 

gan. (Uterus  defectus). 

3.  Infectious  diseases  destroying  ovaries 

early  in  life,  e.  g.,  appendicitis  and 
other  pelvic  infections. 

4.  Growths  of  ovaries  early  in  life,  e.  g., 

dermoids,  cysts,  etc. 

5.  Growths  or  tumors  of  uterus  obliterat- 

ing the  cavity  and  destroying  the  mu- 
cous membrane,  e.  g.,  fibroids  or 

leiomyomata,  etc. 

6.  Oophorectomy  early — before  puberty,  for 

disease  or  malignancy. 

The  normal  synchronous  activity  of  the  female 
generative  organs  when  interfered  with  just  be- 
fore or  during  the  developmental  period  on  ac- 
count of  some  acute  or  chronic,  local  or  consti- 
tutional, disease  may  delay  the  establishment  of 
the  menstrual  flow  for  some  time  and  when  the 
mechanism  is  once  disturbed,  the  delay  is  oc- 
casionally prolonged  beyond  nature’s  conserva- 
tive period,  and  the  natural  activity,  including 
menstruation,  may  with  difficulty  thereafter  be 
established. 

Nearly  all  forms  of  amenorrhea,  classified  as 
temporary,  may  be  overcome  by  proper  treat- 
ment. It  is  not  uncommon  to  observe  in  a case 
a combination  of  conditions  which  are  respon- 
sible for  the  amenorrhea,  and  the  normal  func- 
tion of  the  generative  organs  may  not  be  brought 
about  without  the  correction  of  one  or  more  of 
the  various  causes  present. 

Where  some  normal  ovarian  tissue  exists,  a 
rudimentary  uterus  has  been  made  to  develop, 
the  ovaries  function,  and  the  menses  appear  to 
a greater  or  less  degree  by  local  stimulation, 
glandular  or  other  medication  or  surgical  treat- 
ment. 


Nearly  all  mechanical  obstructions  to  the  nor- 
mal synchronous  function  of  the  generative  or- 
gans, including  menstruation,  may  be  corrected 
by  surgical  means.  Such  as  atresia,  absence  of 
vagina,  imperforate  hymen,  cysts  or  tumors  of 
the  ovaries,  and  abnormal  thickening  of  the 
tunica. 

Menstruation  has  been  brought  about  in  some 
cases  of  rudimentary  organs  by  ovarian  grafts. 
An  example  of  this  type  is  reported  by  Dr.  L. 
Heimann  in  Med.  Klin.  23;  1601-1606,  Oct.  21, 
1927. 

It  is  probable  that  tumors  of  the  uterus  which 
destroy  the  mucous  membrane,  or  growths  of  the 
ovaries  that  obliterate  the  Graafian  follicles,  oc- 
cur before  the  developmental  period  where  a 
permanent  primary  amenorrhea  results. 

Report  of  a case  of  permanent  primary  amen- 
orrhea with  uterine  leiomyomata  and  ovarian 
fibrosis : 


Figure  1. — Anterior  lateral  view  of  abdominal  tumor  be- 
fore operation  showing  the  smooth,  symmetrical  enlargement 
of  the  lower  abdomen. 


Mrs.  P.  M.  N.,  aged  36,  married  six  years)  Ameri- 
can housewife. 

Her  chief  complaint  was  amenorrhea  and  a tu- 
mor-like swelling  of  the  lower  abdomen  of  which 
she  had  been  conscious  for  one  and  a half  years 
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Figure  2. — View  of  the  leiomyoma  uteri  weighing  1,780 
grams  removed  at  operation  by  supravaginal  hysterectomy. 
The  smooth,  rounded,  symmetrical  appearance  is  readily  seen 
being  broken  only  by  one  small  subserous  fibroid  the  size 
of  a walnut. 

with  no  noticeable  increase  in  the  size  until  the 
last  two  or  three  months. 

Her  mother  died  of  diphtheria'  at  the  age  of  36. 
Her  father  is  now  80,  living  and  well.  She  has 
five  brothers  living  and  well  who  are  married  and 
have  children.  One  brother  died  from  heart  dis- 
ease. Her  two  sisters  are  both  married  and  have 
children. 

She  has  had  no  disease  except  measles,  chicken- 
pox,  and  mumps.  She  had  seen  no  physician  until 
February  13,  1928,  two  weeks  previous  to  her  ad- 
mission to  the  hospital.  She  consulted  this  physi- 
cian on  account  of  her  enlarged  abdomen.  She 
had  little  or  no  pain.  The  physician  diagnosed  the 
mass  a fibroid.  There  were  no  associated  gastro- 
intestinal, rectal,  or  bladder  symptoms.  There  was 
no  similar  condition  in  the  family.  She  had  had  no 
former  operations,  injuries,  or  complaints.  The  pa- 
tient had  never  menstruated  at  any  time  during  her 
life.  She  had  had  no  pregnancies  or  miscarriages. 
The  characteristic  development  at  puberty  occurred 
excepting  that  the  menstruation  function  was  not 
established.  Her  breasts  were  normally  developed. 
There  were  no  periodic  symptoms  of  the  type  that 
often  accompany  menstruation  and  no  leukorrhea. 
Married  life  failed  to  cause  any  change.  She  was 
admitted  to  the  hospital  on  February  27,  1928. 

She  is  five  feet  seven  inches  in  height  and  weighs 
106  pounds.  Her  weight  h,as  been  stationary.  Her 
general  physical  examination  was  negative  except 
the  mass  discovered  in  the  pelvis  occupying  the 
region  of  the  uterus.  This  tumor  filled  the  lower 
abdomen  and  pelvis  reaching  to  about  one  finger’s 
breadth  above  the  umbilicus.  The  swelling  was 
smooth,  symmetrical,  firm,  and  movable,  and  about 
the  size,  shape,  and  position  of  a six  months’  preg- 
nancy. In  the  lower  left  quadrant  there  was  a small 
firm  body  about  the  size  of  a walnut  seemingly  at- 


tached to  the  tumor.  No  fetal  heart  could  be  heard. 

The  external  genitalia  were  normal.  The  cervix 
was  bulbous  with  an  external  os  of  pinpoint  size. 
The  tumor  was  diagnosed  as  a uterine  myoma. 
The  adnexa  could  not  be  palpated  except,  possibly, 
the  left  ovary. 

Her  hemoglobin  was  85  per  cent,  red  blood  count 
4,800,000,  white  count  10,000,  differential  66  per  cent, 
lymphocytes  32,  eosinophiles  2,  coagulation  time  4 
minutes,  bleeding  time  1 minute,  sedimentation  time 
2 hours  and  41  minutes,  urinalysis  negative,  Wasser- 
mann  negative,  and  smear  negative. 

A differential  diagnosis  between  a uterine  myoma 
and  hematometra  was  made.  An  .r-ray  plate  of  the 
pelvis  was  taken.  Pregnancy  did  not  exist. 

A diagnostic  dilatation  of  the  cervix  was  attempted 
under  gas  anesthesia  two  days  after  her  admission 
to  the  hospital  dilating  the  pin-hole  os  to  three- 
fourths  of  an  inch.  This  was  followed  by  the  es- 
cape of  some  dark,  bloody,  odorless  discharge.  A 
sound  was  then  passed  through  this  orifice  for  a 
distance  of  three  and  one-half  inches  into  the  body 
of  the  uterine  mass,  the  sound  being  deviated  to- 
wards the  right;  no  further  bloody  fluid  was  ob- 
tained. 

A laparotomy  was  performed  on  March  5,  1928, 
under  a general  anesthesia  (ethylene  gas).  A 
smooth,  symmetrical  tumor  reaching  to  a point  just 
above  the  umbilicus  was  found.  Both  Fallopian 
tubes  were  apparently  normal.  The  ovaries  were 
prolapsed  in  the  cul-de-sac  and  firmly  bound  down 
by  adhesions.  They  were  multicystic,  three  times 
normal  size,  and  apparently  aplastic,  having  lost 
their  usual  rounded  elliptical  shape,  and  appeared 


Figure  3. — Midsagittal  section  showing  the  details  of  the 
intramural  leiomyoma.  The  uterine  wall  is  % incli  thick 
and  the  cavity  found  was  3%  inches  in  depth  and  % inch 
in  diameter.  The  remainder  of  the  specimen  is  composed 
of  the  tumor  growth. 
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Figure  4. — Photomicrograph  of  the  leiomyoma  showing 
the  interlacing  transverse  and  longitudinal  muscle  bundles. 
Several  sections  made  through  the  cavity  found  in  the  tu-‘ 
mor  failed  to  disclose  any  evidence  of  any  endometrial  tissue. 

Figure  5. — Photomicrograph  of  the  ovary  showing  a typical 
fibrosis.  The  interlacing  transverse  and  longitudinal  bands 
of  fibrous  connective  tissue  have  entirely  replaced  the  normal 
ovarian  stroma.  This  fibrosis  is  present  in  the  greater  portion 
of  both  ovaries.. 

Figure  6. — Photomicrograph  of  the  ovary  showing  a cor- 
pus albicans  that  has  undergone  partial  hyaline  degen- 
eration. This  is  evidence  that  these  ovaries  were  capable 
of  forming  Graafian  follicles  which  went  through  the  various 
stages  to  that  of  corpora  albicantia. 

flattened  and  atrophic.  A supravaginal  hysterectomy 
together  with  a bilateral  salpingectomy  and  subtotal 
bilateral  oopherectomy  was  then  done. 

The  specimen  obtained  was  a smooth,  symmetri- 
cal, firm  tumor  of  the  uterus  weighing  1,780  grams. 
There  was  one  small  pedunculated  fibroid  the  size 
of  a walnut  in  the  lower  left  pelvis.  A midsagittal 
section  of  the  large  tumor  demonstrated  this  to  be 
an  intramural  tumor  entirely  filling  the  lumen  of 
the  uterus.  There  was  no  necrosis,  degeneration, 
of  signs  of  infection  present.  Microscopically  the 
growth  was  a leiomyoma,  exceedingly  vascular, 
with  no  evidence  of  malignancy.  The  tumor  sec- 
tions show  diffuse  smooth  muscle  structure  with 
frequent  areas  of  hyalinization.  No  evidence  of 
any  endometrial  tissue  could  be  found. 

Sections  of  the  ovaries  show  frequent  areas  of 
fibrosis  with  only  occasional  small  scattered  areas 
of  normal  ovarian  stroma.  There  were  several  cor- 
pora albicantia  present  and  one  partially  fibrous  cor- 
pus luteum. 

The  patient’s  post-operative  convalescence  was 
smooth  and  uneventful.  She  was  discharged  in  good 
condition  on  the  eighteenth  day. 

This  case  might  be  classified  as  a uterus  rudi- 
mentarius in  which  a small  nodule  of  uterine 
tissue  was  present  and  no  lumen,  but  in  which 
a tumor  developed  early.  This  tumor  may  have 
begun  to  develop  before  puberty  and  encroached 
upon  the  cavity  of  the  uterus  destroying  the  mu- 
cous membrane  and  obliterating  the  cavity. 
When  the  dilatation  was  performed  and  the 
sound  inserted,  it  traversed  the  space  between 
the  fibrous  layers  of  the  tumor,  this  space  re- 
sembling somewhat  a uterine  cavity. 

The  development  of  the  ovaries  was  probably 
interfered  with  on  account  of  cysts  in  the 
ovaries,  and  the  pressure  of  the  uterine  tumor 
and  ovulation  may  have  been  prevented  because 


of  the  thickened  fibrous  covering  of  the  ovaries. 
Consequently,  very  little  ovarian  tissue  was  found 
at  the  time  of  the  operation.  There  must  have 
been  sufficient  present,  however,  to  favor  the 
normal  development  of  the  individual  at  puberty. 

Had  this  patient  consulted  a physician  early 
in  life,  it  is  possible  that  something  could  have 
been  done  to  aid  the  normal  function  of  the 
ovaries  and  the  establishment  of  the  menstrual 
flow. 

The  accompanying  illustrations  and  photomi- 
crographs are  followed  by  a detailed  explanation 
of  the  pathological  findings. 

Dr.  Walter  B.  Chase,  Brooklyn,  published  a 
somewhat  similar  case  in  the  Medical  Record 
for  July  to  December,  1898,  “Remarks  on  Primi- 
tive Amenorrhea,  with  Report  of  a Case  and 
Presentation  of  Accompanying  Pathological 
Specimen.”  (Permanent  amenorrhea — Destroyed 
ovaries  by  cyst  and  dermoid). 

Mrs.  B.,  aged  24,  married  two  years,  sterile  and 
never  menstruated.  She  bad  all  the  symptoms 
which  usually  accompany  menstruation  since  the 
age  of  puberty,  commencing  at  about  eighteen  years, 
except  the  appearance  of  the  menstrual  flow.  Symp- 
toms of  discomfort  developed  with  perfect  regularity 
every  twenty-eight  days  with  a history  of  increas- 
ing pain  and  nervous  excitability.  For  a year  or 
more  she  had  been  conscious  of  gradual  enlarge- 
ment of  the  abdomen. 

An  operation  was  performed,  and  the  tumors  were 
removed.  One  tumor  was  a dermoid  and  had  no 
pedicle,  but  it  was  closely  adherent  to  the  uterus  and 
the  right  broad  ligament.  The  second  tumor  was 
a suppurating  multilocular  cyst  of  the  left  ovary. 

Pathologist’s  report:  The  dermoid  had  usurped 
the  place  and  destroyed  the  function  of  the  right 
ovary.  In  one  of  the  walls  of  the  multilocular 
ovarian  cyst  was  found  a shrunken  ovary,  the  size 
of  a large  lima  bean,  and  within  this  ovarian  stroma 
was  found  a corpus  luteum  spurium.  It  left  us  in 
doubt  whether  the  absence  of  the  Fallopian  tubes 
■was  primary  or  secondary  to  the  grave  disease  of 
the  ovaries,  with  the  possibility  that  they  were 
congenitally  absent.  It  presented  the  rare  and  ex- 
ceptional condition  of  a perfectly  developed  woman 
who  had  an  ovary  and  a uterus,  who  ovulated,  was 
sterile,  and  had  never  menstruated,  and  yet  was 
ruined  in  health  by  nature’s  effort  to  establish  an 
impossible  normal  function. 

In  Dr.  W.  B.  Chase’s  case  the  patient  had  the 
usual  symptoms  of  menstruation  occurring  every 
twenty-eight  days.  She  had  noticed  an  enlarge- 
ment for  a year.  A dermoid  tumor,  a cyst,  and 
a shrunken  ovary  were  found.  Our  patient  had 
never  experienced  any  discomfort  or  signs  which 
usually  accompany  the  menstrual  period,  and  she 
had  a growth  of  both  ovaries  and  uterus. 
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DOUGLAS  ARGYLL  ROBERTSON:  A BIOGRAPHIC  SKETCH* 

By  Henry  W.  Woltman,  M.D. 

Section  on  Neurology,  The  Mayo  Clinic 
ROCHESTER,  MINNESOTA 


The  medical  student  is  introduced  to  the 
Argyll  Robertson  pupil  early  in  his  studies.  He 
is  often  undecided,  however,  whether  to  write 
these  names  without  or  with  a hyphen,  or 
whether  one  or  two  men  were  the  godfathers 
of  the  pupil  that  bears  this  famous  name. 
Argyll  Robertson’s  full  name  was  Douglas 
Moray  Cooper  Lamp  Argyll  Robertson.  He  was 
born  in  Edinburgh  in  1837,  and  died  while  on 
a visit  to  the  Thakur  of  Gondal,  India,  at  the 
age  of  seventy-two.  His  father  was  John 
Argyll  Robertson,  surgeon,  who  held  the  chair 
of  Materia  Medica  in  the  University  of  Edin- 
burgh and  was  at  one  time  president  of  the 
College  of  Surgeons. 

Robertson  received  his  medical  education  in 
Edinburgh  and  in  Germany,  where  he  came 
under  the  spell  of  von  Graefe,  who  is  known 
as  the  Father  of  Modern  Ophthalmology.  He 
turned  his  talents  to  the  study  and  practice  of 
ophthalmology,  and  contributed  a number  of 
articles  on  the  subject.  About  nine  of  these 
are  recorded ; they  are  marked  by  accuracy  of 
observation  and  prudence  in  interpretation.  In 
1863  he  .published  an  article,  “The  Calabar 
bean  as  a new  agent  in  ophthalmologic  medi- 
cine.” advocating  the  use  of  eserine  in  the 
treatment  of  glaucoma.  Another  article,  “Tre- 
phining the  sclerotic : a new  operation  for  glau- 
coma,” is  recognized  as  an  important  contribu- 
tion. His  method  is  one  of  the  numerous  modi- 
fications of  sclerotomy,  introduced  by  de  Vecker 
in  1867. 

The  observation  which  made  Argyll  Robert- 
son’s name  famous  was  published  in  two  arti- 
cles, the  first  of  which,  twelve  pages  in  length, 
bore  the  title,  “On  an  interesting  series  of  eye 
symptoms  in  a case  of  spinal  disease,  with  re- 
marks on  the  action  of  belladonna  on  the  iris, 
and  so  forth.”  This  was  published  in  the  Edin- 
burgh Medical  Journal  in  1869.  He  cited  a 
case  which  may  well  have  been  cerebrospinal 
syphilis,  in  which  he  emphasized  four  points : 
myosis ; the  effects  of  belladonna  and  of  the 
Calabar  bean  on  the  iris ; color-blindness ; and 
the  condition  of  the  retinal  vessels.  He  was 
struck  by  the  extreme  contraction  of  the  pupil, 

•Read  before  the  Minnesota  Neurological  Society, 
Rochester,  Minn.,  June  13,  1928. 


and  recalled  that  he  had  previously  seen  a case 
of  myosis  apparently  dependent  on  spinal  dis- 
ease. He  had  also  seen  several  such  cases  in 
Remak’s  clinic  in  Berlin.  He  was  led  to  sus- 
pect that  this  symptom  had  a spinal  origin.  In 
Romberg’s  “Manual  of  the  nervous  diseases  of 
man,”  translated  for  the  Sydenham  Society  in 
1853,  one  learns  that  this  observation  was  not 
wholly  original,  for  Romberg  remarked  that  in 
tabes  dorsalis,  even  when  the  optic  nerve  is  not 
implicated,  a rapidly  developing  change  in  the 
pupils  of  one  or  both  eves,  consisting  in  a con- 
traction with  loss  of  motion,  may  he  seen.  Stell- 
wag  von  Carion,  in  his  work  on  diseases  of  the 
eye,  mentioned  among,  other  causes  of  the  par- 
alytic form  of  myosis,  tabes  dorsalis,  and  spinal 
paralysis.  Robertson  noted  that  atropine  in- 
duced dilatation  of  the  pupil,  but  only  to  about 
medium  size.  This  want  of  susceptibility  in 
the  iris  to  the  action  of  the  belladonna  in  cases 
of  myosis  had  been  referred  to  by  MacKenzie, 
Trousseau,  and  Wells.  Robertson  carried  the 
investigation  further  and  found  that  the  Calahar 
bean  produced  further  contraction  of  the  pupil. 
He  was  of  the  opinion  that  the  patient’s  color- 
blindness was  due  to  amaurosis,  and  that  the 
small  caliber  of  the  retinal  arteries  was  caused 
by  embolism  of  the  ophthalmic  artery.  He  ex- 
pressed the  view  that  embolism  might  also  be 
the  cause  of  the  spinal  affection. 

The  other  publication  which  has  a bearing  on 
this  subject  is  six  pages  in  length  and  bears  the 
title,  “Four  cases  of  spinal  myosis, with  remarks 
on  the  action  of  light  on  the  pupil.”  This  was 
also  published  in  the  Edinburgh  Medical  Jour- 
nal in  1869.  Four  cases  were  reported,  all  of 
which  probably  were  syphilis  of  the  nervous 
system.  One  of  the  patients  improved  under 
the  use  of  iron  and  strychnine.  Another  pa- 
tient, who  complained  of  urinary  disturbance, 
improved  temporarily  when  treated  for  stric- 
ture. Robertson  found  this  patient’s  pupils  to  he 
insensible  to  infiltration  of  light,  but  contracting 
to  half  a linef  when  focused  on  a near  object, 
Another  patient  improved  considerably  on  the 
administration  of  nitrate  of  silver  in  doses  of 
0.5  grain.  Robertson’s  conclusions  may  be  sum- 
med up  in  his  own  words : “These  four  cases 

tOne  line  equals  one-twelfth  inch. 
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serve  well  to  illustrate  the  connection  between 
certain  eye-symptoms  and  a diseased  condition 
of  the  spinal  cord.  In  all  of  them  there  was 
marked  contraction  of  the  pupil,  which  differed 
from  myosis  due  to,  other  causes  in  that  the 
pupil  was  insensible  to  light,  but  contracted 
still  further  during  the  act  of  accommodation 
for  near  objects,  while  strong  solutions  of  atro- 
pine only  induced  a medium  dilatation  of  the 
pupil.  In  three  of  the  cases  a slight  degree  of 
atrophy  of  the  optic  nerves  existed,  as  was 
evinced  by  a shallow  excavation  and  lighter 
color  of  the  optic  disc.  In  one  we  observed  a 
symptom  which  has  been  noticed  occasionally 
in  spinal  disease  by  Brown-Sequard  and  others, 
namely,  a drooping  of  the  upper  lids.  In  none 
of  the  cases  was  there  any  appreciable  color- 
blindness. As  regards  the  nature  of  the  spinal 
lesion,  in  one  case  the  characters  of  locomotor 
ataxy  were  well  marked ; in  the  other  two  the 
form  of  spinal  affection  is  doubtful ; while  in  the 
fourth  patient,  as  I have  already  mentioned,  the 
symptoms  of  spinal  disease  are  by  no  means 
well  marked. 

“The  only  possible  solution  of  the  difficulty 
is  to  be  found  in  the  theory  that  for  contrac- 
tion of  the  pupil  under  light  it  is  necessary  that 
the  ciliospinal  nerves  remain  intact,  and,  as  in 
these  cases  of  myosis  the  ciliospinal  nerves  are 
paralyzed,  light  does  not  influence  the  pupil.” 

As  an  operator  Robertson  was  neat,  rapid, 
and  resourceful.  His  clinics  were  always  en- 
livened by  a play  of  humor,  and  his  students 
will  not  easily  forget  the  earnestness  with  which, 
his  eye  twinkling  the  while,  he  exhorted  a moth- 
er to  “put  bread  poultices  in  the  child’s  stomach, 


never  on  an  eye  again  unless  especially  ordered 
by  the  doctor.” 

Robertson  was  highly  respected  by  his  col- 
leagues. He  was  elected  president  of  the  College 
of  Surgeons,  presided  over  the  international 
Ophthalmologic  Conference  in  Edinburgh,  was 
three  times  president  of  the  ophthalmic  section 
of  the  British  Medical  Association,  and  received 
the  honorary  degree  of  Doctor  of  Laws  from 
the  University  of  Edinburgh. 

He  was  also  interested  in  sports  and  was  re- 
garded as  a good  archer,  curler,  and  golfer.  He 
was  awarded  a sufficient  number  of  gold  medals 
for  his  golf  to  have  a necklace  made  for  his 
wife.  In  this  day  of  cups  and  platters,  such 
a gift  would  hardly  be  appreciated.  He  was  a 
singularly  gifted  and  attractive  man,  and  could 
not  fail  to  attract  attention  in  any  company.  His 
air  of  distinction,  his  dignified  and  kindly  bear- 
ing, and  his  courteous  manner  gave  him  a rare 
power  of  winning  the  confidence  and  admiration 
of  those  with  whom  he  came  in  contact. 
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AN  ANALYSIS  OF  THE  MORTALITY  IN  THYROID  SURGERY* 

By  Martin  Nordland,  M.D. 

MINNEAPOLIS,  MINNESOTA 


During  the  last  twelve  months  in  the  North- 
western Hospital  of  Minneapolis  (October  1, 
1927,  to  October  1,  1928)  161  operations  were 
performed  on  156  patients  with  goiters.  Four 
of  these  patients  died  with  a mortality  by  opera- 
tion of  2.48  per  cent  and  by  case  of  2.5  per 
cent.  This,  as  will  be  shown,  is  in  keeping  with 
statistics  elsewhere,  when  considering  the  types 
of  cases  treated.  It  is  frequently  stated  that 
the  mortality  in  thyroid  surgery,  including  all 

•Read  at  the  staff  meeting  of  Northwestern  Hospital, 
Minneapolis,  November  12,  1928. 


theaters  of  operation,  is  now  less  than  one  per 
cent.  Unless  accurately  classified  according  to 
the  presence  or  absence  of  hyperthyroidism, 
these  percentages  have  no  special  significance. 

The  operative  risks  in  the  two  groups  are 
not  comparable.  While  the  dangers  in  non- 
toxic cases  are  confined  to  those  of  any  opera- 
tion of  equal  magnitude,  the  dangers  in  opera- 
tions in  toxic  cases  are  due  to  the  disease  itself 
and  its  more  distant  effects,  as  well.  Therefore, 
the  mortality  rate  in  goiter  surgery  is  materially 
influenced  by  the  proportions  of  goiters  without 
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hyperthyroidism,  which  are  included  in  the  com- 
putation. 


Of  the  156  patients  operated  on 

in  the 

hospi- 

tal,  there  were : 

Cases 

Operated 

Died 

Per  cent 

Exophthalmic 

34 

34 

l 

3.40 

Toxic  adenoma 

96 

96 

3 

3.43 

Non  toxic  adenoma 
and  others  opera- 
ated  on 

26 

0 

0 

0 

Malignant  (not  op- 
erated on) 

2 

0 

0 

0 

Of  the  26  non-toxic  goiters  operated  on  there 
were  no  deaths,  these  being  simple  non-compli- 
cated  cases.  Of  the  exophthalmic  goiters,  there 
were  34  cases  operated  on  with  one  death,  3.4  per 
cent,  and  of  the  adenomatous  with  hyperthyroid- 
ism, there  were  96  cases  operated  on  with  three 
deaths,  3.43  per  cent.  While  with  both  of  these 
toxic  types  there  are  usually  visceral  changes, 
the  toxic  adenoma  is  often  associated  with  more 
advanced  degenerative  changes  and  is  usually 
the  cause  of  the  high  operative  mortality.  The 
one  case  of  death  in  the  exophthalmic  group 
died  on  the  tenth  day  from  a cardiac  complica- 
tion with  a six  months  history  of  toxemia.  Of 
the  three  deaths  in  the  toxic  adenomata,  one 
(with  only  a double  ligation)  occurred  on  the 
fifteenth  day,  post-operative,  from  cardiac  com- 
plications, with  a two-year  history.  Another 
died  on  the  second  day,  post-operative,  with  com- 
bined crisis  and  cardiac  complications,  also  with 
a two-year  history.  The  third  died  on  the  day 
of  operation,  with  post-operative  reaction  and 
cardiac  complications,  with  a history  of  eighteen 
months. 

It  is  obvious  that  the  mortality  rate  is  de- 
pendent more  on  the  number  of  bad  risks  ac- 
cepted for  operation  than  on  any  factor  in  the 
pre-operative  or  operative  management.  Never- 
theless, it  is  justifiable  to  extend  the  benefits  of 
operations  (for  toxic  adenoma)  after  proper 
preparation,  because  of  the  excellent  results  ob- 
tained in  the  majority  of  these  cases.  As  re- 
vealed by  the  vast  statistics  of  the  Mayo  Clinic1 
these  classes  of  cases  are  coming  to  operation 
much  earlier. 

Preliminary  measures  in  toxic  adenoma  are 
not  so  effectual  (due  to  established  visceral 
changes).  Much  can  be  said,  however,  in  the 
handling  of  the  exophthalmic  goiter.  Too  much 


dependence  can  not  be  placed  on  Lugol’s  solu- 
tion and  basal  metabolic  readings.  There  is  no 
branch  of  surgery  where  the  judgment  of  the 
surgeon  is  more  important  than  in  surgery  of 
exophthalmic  goiter.  Lugol’s  solution  cannot 
replace  preliminary  ligation  in  all  cases,  nor  can 
basal  metabolic  observations  displace  such  im- 
portant clinical  signs  as  pulse  rate  and  recent 
gain  or  loss  in  weight.  It  is  much  safer  to  op- 
erate when  the  patient  is  gaining  in  weight. 

In  the  operative  procedure  the  anesthetic  is 
very  important.  Nitrous  oxide  or  ethylene  is 
much  more  desirable  than  local  anesthesia  (in 
exophthalmic  cases  and  toxic  cases).  With  local 
anesthesia  the  pulse  frequently  remains  high, 
from  excitement,  while  with  general  anesthesia 
(ethylene)  the  fast  pulse  of  excitement  disap- 
pears, and,  therefore,  with  the  true  pulse  judg- 
ment is  more  accurate  in  the  decision,  as  to  the 
extent  of  the  operation.  Proper  ligation  of  im- 
portant vessels  will  avoid  post-operative  hemor- 
rhages. In  post-operative  treatment,  besides  the 
customary  treatment  with  Lugol's  solution,  etc., 
it  is  interesting  to  note  that  oxygen  plays  an  im- 
portant role.  Boothby,2  of  Rochester,  reports  a 
series  of  cases  in  which  oxygen  has  been  used 
with  excellent  results  in  post-operative  crisis. 
It  has  a marked  influence  in  lowering  tempera- 
ture in  cyanotic  cases  and  relieving  the  cyanosis, 
as  illustrated  in  one  of  the  cases  reported  here. 
In  conclusion  : 

(1)  Statistics  to  be  of  value  in  goiter  surgery 
must  specify  the  types  of  goiters  operated  on. 

(2)  The  operative  risk  in  goiters  with  hyper- 
thvroidism  lies  in  the  disease  itself  and  its  se- 
quelae. 

(3)  Operative  mortality  in  exophthalmic  cases 
can  be  reduced  by,  first,  early  operation ; second, 
intelligent  pre-operative  care;  third,  good  judg- 
ment as  to  when  to  operate;  fourth,  a good  an- 
esthetic and  a clean,  quick  operation. 

(4)  Since  preliminary  measures  in  toxic  ade- 
noma are  not  so  effectual  (due  to  established 
visceral  changes)  the  mortality  rate  is  depend- 
ent on  the  number  of  bad  risks  accepted  for 
surgery. 
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NASAL  REFLEX  ASTHMA— Part  II 

By  H.  G.  Harris,  M.D. 

WILLMONT,  SOUTH  DAKOTA 


MORBID  ANATOMY 

No  phase  of  asthma  has  been  more  disputed 
than  its  pathology.  A.  McPhedran  says  the  gen- 
eral agreement  that  asthma  is  at  least  largely 
a disease  of  functional  nervous  origin  indicates 
that  it  presents  no  distinctive  morbid  changes. 
Lesions  occur  in  various  organs,  but  no  constant 
change  is  found,  and  those  met  with  are  usually 
secondary.  All  chronic  cases  show  various  sec- 
ondary changes  of  which  bronchitis  and  em- 
physema are  the  most  frequent. 

The  essentially  neurotic  character  of  asthma 
is  shown  by  its  occurrence  in  paroxysms,  but 
the  greatest  uncertainty  has  existed  as  to  the 
means  bv  which  these  paroxysms  are  excited. 
Various  theories  have  been  advanced  to  account 
for  these,  among  which  are  the  following: 

1.  That  theory  which  attributes  the  parox- 
ysms to  spasms  of  the  circular  muscular  fibers 
of  the  bronchial  wall.  This  theory  was  first 
advanced  by  Williams,  and  it  is  probably  the 
most  widely  accepted. 

2.  That  which  attributes  it  to  the  swelling  of 
the  bronchial  mucous  membrane  caused  by  con- 
gestion of  either  vasomotor  or  inflammatory  ori- 
gin— fluxionary  hyperemia  (Traube)  swelling, 
analogous  to  urticaria,  (Clark)  vasomotor 
turgescence  (Weber)  bronchiolitis  exudate, 
(Curshman). 

3.  That  the  paroxysms  are  due  to  spasms  of 
the  diaphragm  or  of  the  inspiratory  muscles,  or 
of  both. 

Many  other  theories  have  been  advanced  from 
time  to  time,  but  have  been  considered  untenable. 
The  third  theory  given  above  can  also  be  dis- 
missed as  untenable.  Anyone  observing  a parox- 
ysm of  asthma  will  note  that  the  ingress  of  air 
is  much  greater  than  the  egress — the  chest  gradu- 
ally becomes  more  and  more  distended,  thus  de- 
pressing the  diaphragm.  The  spasm  and  depres- 
sion of  the  diaphragm  causes  distension  of  the 
abdominal  wall,  thus  destroying  the  most  im- 
portant agent. 

(1).  In  regard  to  the  theory  that  asthma  is 
due  to  bronchial  spasm,  it  has  been  shown  that 
the  muscular  coat  of  the  small  bronchi  consists 
of  two  layers  of  interwoven  muscular  fibres,  a 
thick!  one  of  circular  fibers  and  a thin  one  of 
longitudinal  fibers.  Lender  normal  conditions 
the  latter  is  unable  to  prevent  narrowing  of  the 


lumen  of  the  tube  but  if  spasms  of  the  circular 
fibers  occur,  the  resistance  of  the  longitudinal 
fibers  is  overcome  by  contraction  of  the  thicker 
and  stronger  layers  and  narrowing  of  the  caliber 
of  the  bronchi  is  the  result.  As  a spasm  is  never 
uniform  the  narrowing  is  always  irregular. 

The  effectiveness  of  bronchial  spasm  in  pro- 
ducing the  complete  symptom  complex  of  a typi- 
cal attack  of  asthma  has  been  fully  demonstrated 
by  the  experiments  of  Brodie  and  Dixon.  They 
point  out  that  it  has  been  thoroughly  established 
that  the  vagus  is  the  only  motor  nerve  to  the 
bronchial  muscles  and  that  in  this  nerve  run 
two  sets  of  fibers,  the  constrictors  and  dilators. 
Examination  of  the  sympathetic  nerves  gave 
negative  results  so  far  as  the  bronchial  muscles 
were  concerned. 

Stimulation  of  the  constrictor  fibers  of  the 
vagus  could  be  excited  by  muscarine,  pilocar- 
pine, and  electric  irritation  of  the  nerve  itself 
or  of  the  respiratory  mucous  membrane,  especi- 
ally of  the  upper  posterior  surface  of  the  nasal 
fossie.  The  stimulation  by  any  of  these  agents 
always  results  in  the  production  of  all  the  signs 
and  symptoms  of  spasmodic  asthma.  In  all 
these  cases  dyspnea  and  distended  thorax  are 
of  the  typical  character  and  the  sibilant  rales 
are  heard  on  auscultation.  There  is  practically 
no  engorgement  of  the  lungs  nor  excessive  secre- 
tion in  the  bronchi  or  bronchioles.  Furthermore, 
the  attack  is  at  once  arrested  by  subcutaneous 
injection  of  atropine;  also  by  electric  stimulation 
of  the  vagus,  and  that,  too,  without  disturbing 
the  heart  or  the  vascular  system. 

In  accounting  for  the  over  distention  of  the 
chest  it  is  pointed  out  that  the  force  of  inspira- 
tion is  much  greater  than  that  of  expiration,  and, 
further,  that  the  inspiratory  act  is  violent,  while 
the  expiratory  act  is  quiet  and  prolonged.  The 
whole  endeavor  of  the  patient  is  to  get  more  air 
into  the  lungs,  while  he  is  little  concerned  about 
driving  it  out.  The  unusual  inspiratory  force 
is  required  to  cause  the  air  to  pass  through  the 
narrowed  bronchioles  into  the  alveoli.  The  ex- 
piratory act,  being  weaker  and  acting  at  a grow- 
ing disadvantage,  as  the  chest  becomes  increas- 
ingly distended  and  as  the  more  or  less  perma- 
nently depressed  diaphragm  interfers  with  the 
action  of  the  abdominal  muscles,  is  unable  to 
empty  the  alveoli  and  equalize  the  ingress  and 
egress  of  air.  Besides,  violent  expiratory  effort 
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would  probably  further  narrow  the  caliber  of  the 
bronchioles  by  compression,  and  thus  increase 
the  difficulty  of  the  egress  of  the  pent-up  alveolar 
air.  Further  evidence  in  favor  of  the  theory  of 
bronchial  spasm  is  afforded  by  the  sudden  onset 
and  attack  in  uncomplicated  cases  and  its  almost 
equally  sudden  cessation.  This  is  the  usual 
course  of  advance  in  spasm  of  the  involuntary 
muscular  fiber,  if  no  conditions  develop  which 
prevent  the  complete  arrest  of  the  irritation  that 
excites  the  spasm.  In  more  chronic  cases  of 
asthma  the  existence  of  bronchitis  usually  alters 
the  typical  course  of  the  paroxysm  so  that  the 
onset  becomes  less  sudden  and  the  termination 
more  gradual  and  protracted. 

(2).  Much  can  be  said  in  favor  of  the  sec- 
ond theory,  which  attributes  the  paroxysms  to 
congestive  swelling  in  the  mucous  membrane  of 
the  bronchioles  and  in  many  cases  exudation  into 
the  cavity  of  the  same.  Turgescence  of  the  bron- 
chial mucous  membrane  from  vasomotor  paresis 
has  been  considered  by  many  as  analogous  to 
that  of  the  nasal  alignment,  but  the  structure  of 
the  two  membranes  differs  widely.  The  nasal 
mucous  membrane,  especially  over  the  turbinated 
bones  and  lower  nasal  passages,  is  extremely 
vascular  and  contains  large  venous  plexuses  sur- 
rounded by  muscular  fibers  forming  a kind  of 
erectile  tissue  (Klein),  while  that  of  the  bronchi 
is  thin  and  its  blood  supply  not  so  abundant  rela- 
tively. Yet  the  asthma-like  dyspnea  occurring 
in  capillary  bronchitis  proves  that  swelling  of 
the  mucous  membrane  of  the  smaller  bronchi 
either  from  vasomotor  paresis  or  from  inflam- 
mation is  sufficient  to  produce  the  mechanical 
condition  necessary  to  induce  paroxysms  like 
those  of  the  spasmodic  asthma.  The  occurrence 
of  secretion  in  all  brief  paroxysms  proves  that 
the  membrane  becomes  congested.  It  is  prob- 
able that  it  is  only  congestion  from  vasomotor 
paresis  in  the  less  protracted  paroxysms,  at  least 
in  the  early  period  of  the  affection.  The  white 
spirals  found  in  the  sputum  consist  of  dense 
mucus  and  contain  no  inflammatory  products, 
showing  that  they  are  the  product  of  congestion 
and  not  inflammation.  In  a fatal  case  the  epi- 
thelial lining  of  the  bronchials  was  found  quite 
intact,  and  the  lumen  of  the  tubes  was  filled 
with  mucus  (Schmidt).  This  does  not  prove, 
however,  that  the  swelling  of  the  mucous  mem- 
brane and  the  secretion  of  the  mucus  are  the  re- 
sult, rather  than  the  cause,  of  the  spasm  of  the 
small  bronchi.  Sooner  or  later  bronchitis  de- 
velops in  all  cases  of  asthma,  and  probably  ren- 
ders the  bronchial  membrane  more  susceptible 
to  irritation.  The  condition  becomes  then  an 


important  predisposing  cause  of  asthma.  Fur- 
ther support  is  given  to  this  theory  of  urticarial 
swelling  of  the  lining  membrane  of  the  bron- 
chioles by  the  fact  that  there  is  a great  increase 
in  the  number  of  eosinophiles  in  the  blood  in 
both  urticaria  and  asthma.  That  bronchial 
spasm  of  either  of  the  first  or  second  theory  or 
of  both  does  exist  during  the  paroxysm,  is  ob- 
vious. I believe  a paroxysm  of  asthma  presents 
a complete  picture  of  angioneurotic  edema  of 
the  respiratory  mucous  membrane,  but  the  ex- 
citing cause  for  the  same  need  not  be,  in  fact 
usually  is  not,  in  the  pulmonary  mucosa. 

According  to  Sajous  the  muscular  constriction 
of  the  bronchi  and  the  swelling  of  the  mucosa 
which  give  rise  to  asthma  are  not  caused  by  a 
direct  action  of  these  poisons  upon  the  bronchial 
muscles  or  the  epithelial  or  secretory  elements  of 
the  mucosa,  but  by  their  irritating  influence  upon 
the  bronchial  sensory  end  organs  of  the  vagus. 
The  fact  that  stimulation  of  the  vagus,  what- 
ever the  cause,  will  produce  a typical  attack  of 
asthma,  would  seem  to  support  the  theory  that 
the  nose  is  the  most  vulnerable  organ,  especially 
considering  its  rich  nerve  and  blood  supply  and 
also  the  high  percentage  of  congenital  deformi- 
ties, septum  deflections,  exostoses,  hypertrophied 
turbinates,  etc.,  all  of  which  favor  hyperesthetic 
areas.  As  emphasized  by  H.  L.  Swain,  Sajous’ 
Internal  Secretions,  and  the  Principals  of  Medi- 
cine, Vol.  2,  the  researches  of  W.  S.  Miller  have 
shown  that  venous  trunks  are  practically  ab- 
sent in  the  bronchial  mucosa,  which  is  supplied 
only  with  capillaries. 

The  readiness  with  which  the  mucosa  can  be- 
come hvperemic  and,  conversely,  the  rapidity 
with  which  the  capillaries  can  be  depleted  as  soon 
as  the  excessive  blood  supplied  to  them  is  left  out 
is  self-evident.  This  fact  explains  why  and  how 
an  attack  of  asthma  can  be  terminated  abruptly 
by  making  local  applications  to  the  nasal  mu- 
cosa or  using  /atropine  hypodermically.  The 
former  narcotizes  and  breaks  the  reflex  arc,  the 
latter  depresses  the  vagus  terminations. 

SYMPTOMS 

There  may  or  may  not  be  any  prodomata. 
Several  of  my  cases  claimed  no  knowledge  of  a 
pending  paroxysm.  These  cases  usually  had 
their  paroxysms  at  night  and  were  aroused  from 
a sound  sleep,  gasping  for  breath.  Others  may 
have  flatulence,  ravenous  appetite,  general  ma- 
laise, or  exalted  spirits.  Whatever  the  premoni- 
tory stage  may  be,  the  attack  is  sudden.  The 
dyspnea  is  soon  intense,  as  the  respiration  be- 
comes labored,  the  face  is  pale,  lips  blue,  eye- 
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balls  prominent,  and  luster  of  eye  pronounced. 
The  expiratory  effort  is  long  and  accompanied 
by  piping,  sibilant  and  sonorous  rales.  The  chest 
is  fixed,  the  diaphragm  lowered,  abdominal  mus- 
cles fixed,  epigastrium  full.  The  supraclavicu- 
lar fossae  may  be  the  only  areas  retracted  dur- 
ing inspiration.  This  is  especially  true  in  adults, 
where  emphysema  is  pronounced.  The  respira- 
tion is  retarded  owing  to  the  prolongation  of  ex- 
piration, which  finally  may  exceed  inspiration, 
three  or  even  five  times  to  one.  There  is  no 
pause  following  expiration.  The  liver  is  pushed 
down  during  the  paroxysm,  and  one  of  my  cases 
would  complain  of  tenderness  over  what  he 
called  the  “gall-bladder  region,”  for  several  days 
after  an  attack.  Hvperresonance  is  marked  over 
all  parts  of  the  chest.  Auscultation  elicits  dry, 
wheezy,  whistling  rales  at  first,  which  are  fol- 
lowed by  rhonchal  and  sibilant  rales ; later  these 
are  followed  by  moist  rales,  providing  treatment 
is  not  begun  before  these  have  time  to  appear. 
If  the  reflex  arc  is  broken  my  experience  has 
been  that  the  later  stage,  moist  bubbling  rales 
with  profuse  mucous  expectoration,  will  be 
avoided.  Of  course,  one  must  see  the  patient 
before  the  paroxysm  has  reached  its  fastigium. 
Cold,  clammy  beads  of  perspiration  may  appear 
as  the  attack  begins  to  recede.  Often  patients 
will  not  attempt  to  speak  but  will  make  gestures 
for  what  they  want,  avoiding  every  voluntary 
exertion  possible.  The  paroxysm  may  occur  at 
regular  periods.  One  of  my  cases  said  between 
three  and  five  o’clock  in  the  morning  was  the 
usual  time  for  an  attack.  Trousseau,  mentioned 
by  MacPhedran,  said  his  attacks  began  as  the 
clock  struck  three  in  tlie  morning.  In  two  of 
my  cases  the  attack  lasted  several  days,  with 
slight  intermissions.  “After  years  the  chest  be- 
comes permanently  emphysematous,  the  heart 
dilated,  and  the  patient  goes  through  life  with 
more  or  less  labored  breathing  upon  the  slight- 
est provocation.” 

Typical  asthmatic  sputum  has  long  been  con- 
sidered characteristic.  The  “pearls”  of  Laennec, 
containing  filaments  of  mucin  eosinophilic  leu- 
cocytes, and  the  Charcot-Leyden  crystals.  The 
latter  are  not,  however,  pathognomonic  of  asth- 
ma. Simon  speaks  of  them  as  being  common  in 
nasal  polypi.  I have  observed  the  same  myself. 

Leukemic  blood  contains  similar  crystals.  It 
has  been  claimed  that  a persistent  eosinophilia 
is  present  in  asthmatic  blood.  I have  been  un- 
able to  verify  this  in  my  own  cases. 

DIAGNOSIS 

MacPhedran  says : “The  paroxysmal  nature  of 


the  attack,  its  sudden  onset,  the  uncertainty  of 
its  occurrence,  the  expiratory  dyspnea,  with  ex- 
treme prolongation  of  the  expiration,  the  ex- 
panded and  fixed  chest,  and  the  depressed,  im- 
mobile diaphragm,  are  pathognomonic.”  In  chil- 
dren there  is  likely  to  be  error  in  diagnosis. 
Jules  Lemonnyer  warns  against  this.  In  two  of 
my  cases  already  mentioned  treatment  had  been 
given  for  “affected  lungs”  several  days  before 
I saw  them.  Nasal  asthma  in  children  can  be 
said  to  be  atypical.  Acute  bronchitis  in  children 
may  offer  some  difficulty,  though  the  dyspnea  is 
not  sudden  in  its  onset.  The  treatment  of  the 
two  differs  so  widely  that  an  error  in  diagnosis 
here  may  lead  to  serious  results  owing  to  the 
depressing  effect  the  asthmatic  treatment  may 
have  on  the  bronchitis. 

In  mediastinal  tumors  or  aneurism,  tracheal 
tugging,  or  other  pressure  symptoms  will  al- 
ways befound. 

As  has  been  said,  cardiac  and  the  so-called 
pulmonary  dyspnea  are  essentially  mechanical 
and  should  present  no  difficulty  for  diagnosis. 
There  will  be  no  prolonged  expiratory  excursion, 
and  the  act  will  be  panting,  short  and  quick.  The 
presence  of  spirals  and  crystals  is  not  pathog- 
nomonic of  asthma,  though  they  are  rarely  ab- 
sent. 

We  should  not  be  too  ready  to  assign  a neu- 
rotic diathesis  to  cases  of  asthma  any  more  than 
to  many  other  cases  coming  in  our  routine  prac- 
tice. No  doubt  every  physician  can  recall  cases 
that  were  permanently  cured  by  some  simple 
measure,  after  having  been  diagnosed  as  neu- 
rasthenia. For  instance,  a pronounced  enterop- 
tosis  was  relieved  by  wearing  a suitable  abdomi- 
nal support.  Hypersusceptibility  to  drugs  is  a 
condition  not  infrequently  met  with,  yet  these 
are  cases  usually  not  labeled  as  neurotics.  Why 
should  belladonna  have  a pronounced  action  on 
one  individual  when  the  same  or  larger  dose  will 
give  no  symptoms  of  intolerance  in  another?  So 
it  is  with  asthma.  The  irritant  affecting  one  per- 
son may  produce  no  response  in  another,  even 
though  the  same  morbid  condition  apparently  be 
present  in  both.  F.  H.  Bosworth  asks : “What 
is  the  true  pathological  lesion  that  gives  rise  to 
a paroxysm  of  asthma?”  Repose,  as  a quiet 
sleep,  should  protect  one  from  an  attack,  and 
yet  a paroxysm  comes  invariably  in  the  night. 
F.  H.  Bosworth  made  an  analysis  of  eighty  cases 
of  asthma  when  the  records  w’ere  complete.  In- 
tranasal disease  was  present  in  every  case  in  suf- 
ficient degree  to  warrant  the  conclusion  that  it 
was  a powerful  causative  factor  in  the  produc- 
tion of  asthmatic  attacks.  Forty-six  were  cured. 
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twenty-six  improved,  three  unimproved,  and  five 
unknown,  as  the  result  of  nasal  treatment. 

PROGNOSIS 

As  W.  C.  Glasgow  has  said,  the  term  asthma  is 
used  in  a loose  way  to  describe  dyspnea  due  to 
entirely  different  pathological  conditions.  After 
reviewing  the  literature,  this  statement  has  con- 
vinced me  of  the  vagueness  of  the  term. 

Death  as  a result  of  true  asthma  must  be  rare. 
I recall  seeing  a case  of  pernicious  dyspnea  a 
few  years  ago.  The  attack  lasted  about  twenty- 
four  hours.  An  old  man,  perhaps  sixty  years  of 
age,  large,  well  developed,  and  well  nourished 
came  under  the  service  of  one  of  my  colleagues. 
He  said  he  had  been  troubled  with  asthma  for 
years.  Inspiration  seemed  to  be  the  most  dif- 
ficult, and  the  patient  became  paler  as  the  dysp- 
nea increased.  The  case  was  seen  by  competent 
physicians ; there  was  no  diagnosis  except  asth- 
ma, and  no  autopsy. 

Buttonwieser  reports  a case  of  asthma.  A 
man  forty-nine  years  old  had  suffered  for  years 
from  dyspnea,  with  occasional  paroxysms  of 
asthma.  These  occurred  mostly  in  the  night. 
Physical  examination  revealed  nothing  abnor- 
mal ; but  he  had  one  very  violent  attack  and  suc- 
cumbed to  it.  Autopsy  showed  that  the  right 
lung  had  grown  to  the  costal  pleura.  Both  lungs 
were  colored  a dark-gray;  the  lower  left  lobe 
was  almost  destroyed  and  in  its  place  was  a well- 
developed  lobe  not  connected  with  the  other  lung. 
Bronchial  glands  were  much  enlarged  and  colored 
gray.  The  pericardium  held  a quantity  of  clear, 
colorless  fluid.  There  seemed  to  be  an  entire 
degenerative  process  not  allied  to  the  asthma. 

Berkart  reports  a case  of  chronic  asthma  in 
a patient  (woman)  aged  thirty-seven  years. 
After  her  death  the  autopsy  revealed  that  a large 
bronchial  tube  of  each  lung  was  closed  by  a dry, 
crumbly  coagulum,  and  at  this  point  the  bron- 
chial mucous  membrane  was  completely  denuded 
of  epithelium. 

Lord,  J.  W.,  and  Kintzing,  O.,  report  an  in- 
teresting case  of  asthma  presenting  peculiar  fea- 
tures. A colored  man,  aged  forty-nine  years, 
had  marked  shortness  of  breath,  and  a peculiar 
gasp.  His  lungs  were  intensely  emphysematous ; 
no  area  of  cardiac  dullness  was  discernible.  He 
was  treated  for  spasmodic  asthma  and  died 
from  asphyxia  on  the  eighth  day.  Post-mortem 
examination  proved  that  his  heart  was  enlarged, 
and  that  there  was  marked  hypertrophy  of  the 
left  ventricle,  constriction  of  the  pulmonary 
artery ; a large  myocardial  aneurysm  surround- 
ing the  trachea  and  esophagus.  The  lungs  pre- 


sented the  usual  characteristics  of  emphysema. 

Fraenkel,  A.,  reports  a case  of  bronchial  asth- 
ma. The  patient,  a man  aged  sixty-three  years, 
had  suffered  many  years  from  gout,  and  one  year 
with  typical  attacks  of  bronchial  asthma.  Parox- 
ysms were  not  very  frequent  and  death  resulted 
from  a violent  attack,  although  circulatory  ap- 
paratus showed  nothing  abnormal.  In  the  autop- 
sy microscopic  examination  of  the  lungs  showed 
alveolar  emphysema  and  considerable  distension 
of  the  middle  and  small  bronchi.  The  lumen  was 
closed  to  the  passage  of  the  epithelium  with  a 
mass  of  desquamation  of  cylindrical  cells.  This 
resulted  in  the  conclusion  that  the  bronchial 
asthmatic  attack  was  not  entirely  an  anatomical 
change  of  the  bronchial  mucous  membrane.  The 
characteristics  of  bronchial  asthma  lie  less  in  the 
divided  products  than  in  the  tout  ensemble  of  the 
clinical  symptoms. 

The  dyspneas  occurring  where  there  is  preg- 
nancy, pericardial  effusion,  carcinoma  of  lung, 
surgical  emphysema  of  neck,  general  adenop- 
athies, etc.,  are  confusing  and  should  not  be 
classed  generally  under  the  term  “asthma.” 

TREATMENT 

At  the  first  indication  of  an  attack,  give  some 
remedy  or  remedies  to  relieve  the  attack.  Dur- 
ing the  past  ten  years  I have  been  using  sod. 
iod.  intravenously  at  the  first  indication  of  the 
attack,  and  have  found  in  almost  every  instance 
a subsidence  of  the  symptoms,  beginning  often 
before  the  treatment  is  finished,  and  here  is  a 
significant  fact,  in  the  cases  where  there  is  no 
chronic  fibroid  changes,  or  in  other  words  no 
asthmatogenic  findings,  but  more  or  less  tumes- 
cence of  the  nasal  cavity,  one  sod.  iod.  will  often 
give  relief  for  days.  A number  of  cases  during 
the  late  years  have  been  put  on  a course  of  in- 
travenous iod.,  with  excellent  results ; those  re- 
ceiving treatment  before  the  sequelae  have  de- 
veloped getting  relief  for  months  at  a time,  the 
chronic  cases,  for  a shorter  period. 

Where  sod.  iod.  does  not  give  relief,  morph, 
sulph.  and  adrenalin  hydrochl.  together,  one- 
sixth  to  one-fourth  grain  of  the  former  and  five  to 
fifteen  minims  1/1,000  solution  of  the  latter  are 
given  hypodermically;  if  the  nasal  cavity  shows 
a marked  tumescence  I apply  equal  parts  of  co- 
caine and  adrenalin,  the  former  four  per  cent, 
the  latter  1/1,000.  Then  with  a very  small  piece 
of  cotton  wrapped  tight  on  the  end  of  a long 
probe  dipped  in  a saturated  solution  of  trichlora- 
cetic acid  I touch  the  softer  hypertrophied  tis- 
sues until  they  are  white.  This  treatment  often 
suffices  for  several  days  or  longer.  The  cautery 
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should  be  severe  enough  to  destroy  the  nerve 
endings.  By  so  doing  the  reflex  arc  is  broken 
and  the  asthma  relieved.  When  the  tissues  are 
atrophic,  cocaine  acts  just  as  well  without  ad. 
chi.,  though  the  asthmatogenic  areas,  if  any 
are  found,  should  be  touched  with  trichloracetic 
acid,  or  if  at  the  office,  with  the  galvanic  cautery. 
Trich.  acid  is  one  of  the  most  powerful  cauteries, 
and  the  small  amount  necessary  to  cauterize 
makes  it  the  most  convenient  for  working  in  such 
small  fields  as  the  nasal  cavity.  Chloral  hydrate 
is  not  reliable  unless  the  dose  is  too  large  to  be 
safe,  although  it  may  be  given  with  morphine, 
and  smaller  doses  of  each  will  be  required.  As- 
pirin, within  the  past  few  years,  has  been  used 
with  considerable  success  for  the  attacks.  I 
have  not  had  the  immediate  result  hoped  for 
when  it  was  administered  during  the  attack. 
However,  I have  used  it  in  several  cases  with 
pot.  iod.  during  the  intervals,  apparently  with 
good  results. 

Con  Den  Yelden  (Munich.  Med.  Woch.,  1907, 
xiv,  697)  has  used  theobromine  sodiosalicylate 
in  bronchial  asthma  with  encouraging  results 
and  also  in  the  nervous  type  and  in  the  catarrhal 
form  of  the  affection.  Fifteen  grains  are  given 
in  hot  water;  if  relief  is  not  apparent  he  repeats 
the  dose  in  fifteen  minutes ; rarely  is  a third  dose 
necessary.  In  most  instances  the  condition  is 
partially  relieved,  and  sometimes  the  attack  is 
terminated  entirely.  No  intolerance  to  the  drug 
is  established,  and  it  can  be  given  daily  for  a 
considerable  period.  Renal  and  circulatory 
lesions  may  contraindicate  its  administration. 

Yon  Gresic  (Klinische-therapeutische  Woch- 
enschrift,  1908,  vol.  xv,  96)  employs  aspirin  in 
all  cases  of  bronchial  asthma  since  receiving  a 
good  result  in  an  old  chronic  case  when  fifteen 
grains  were  given  and  repeated  in  two  hours, 
after  which  the  attack  subsided.  This  would 
seem  too  long  to  wait  in  many  cases  for  mor- 
phine-atropine would  act  much  more  quickly  if 
one  did  not  care  to  give  the  more  heroic  treat- 
ment by  administering  aspirin  every  fifteen  min- 
utes as  advocated  by  Von  Den  Yelden. 

Bader  (Klinische-therapeutische  Wochen- 
schrift,  1907,  xiv,  1291)  reports  fair  results  in 
a few  cases,  but  mentions  that  collapse  occurred 
in  a few  cases  as  the  result  of  the  medication. 
Bader  advises  the  use  of  caffein  sodic  benzoate 
with  the  aspirin  dosage,  from  7]/2  to  15  grains 
being  given  in  twenty-four  hours. 

Terray  (Med.  Klinik,  1909,  iii,  79)  urges  the 
most  general  use  of  atropine  in  bronchial  asth- 
ma and  mentions  several  cases.  This  writer  uses 
atropine  in  increasing  doses  beginning  with  grain 


1/120  in  pill  form  once  a day.  After  two  or 
three  days  the  amount  was  increased  until  from 
four  to  six  pills  are  given  in  twenty-four  hours, 
and  when  this  amount  has  been  reached  he  grad- 
ually reduces  the  amount  to  one  pill  a day. 
Terray  believes  that  atropine  not  only  will  arrest 
the  attack,  but  will  also  prevent  a recurrence. 
One  great  advantage  is  that  atropine  can  be  sub- 
stituted for  morphine  or  may  be  alternated  with 
morphine. 

OPERATION 

The  cure  of  the  asthmatic  attack  is  essentially 
a restoration  of  the  upper  respiratory  tract  to  its 
normal  condition.  Many  times  this  cannot  be 
done,  save  by  an  operation.  G.  McDonald  says: 
“We  believe  that  asthma,  whether  of  long  dura- 
tion, whether  spasmodic  or  catarrhal,  is  often 
cured  by  treatment  of  the  nose.”  My  own  cases 
seem  to  me  sufficient  to  substitute  the  fact  of  the 
relationship  between  nose  disease  and  asthma, 
as  cause  and  effect,  even  if  they  cannot  be 
classed  in  a working  theory.  When  there  is  no 
obstruction,  but  where  the  mucous  membrane 
is  unhealthy,  the  treatment  helps  or  cures  the 
asthma.  There  may  be  no  obstruction.  Case  1 
of  my  series  had  roomy  chambers  in  the  nasal 
passages,  but  several  irritable  spots  (asthmato- 
genic centers)  which  were  very  irritable.  Treat- 
ment of  these  gave  quick  and  decided  relief. 
P.  J.  H.  Farrell  makes  the  statement  that  eighty 
per  cent  of  his  cases  of  asthma  are  cured  by 
removing  abnormalities  from  the  nasal  cavities, 
pharynx  (chr.  nasal  catarrh)  turbinates,  septa, 
polypi  spurs,  adenoids,  and  diseased  tonsils.  My 
experience  accords  with  this  statement.  There 
is  not  a single  case  that  I have  treated  during 
the  past  three  years  that  has  not  experienced 
relief.  The  relapses  in  my  case  have  been  where 
the  healing  was  faulty,  that  is,  where  the  turbi- 
nates would  swell  and  adhere  to  the  tubercle  or 
septum.  This  occurred  in  two  cases  that  were 
unable  to  call  at  the  office  for  treatment,  and  an 
acute  rhinitis  caused  the  trouble.  Another  case 
got  on  one  of  his  usual  sprees  thus  allowing  the 
tubercle  and  middle  turbinate  to  adhere.  After 
his  nerve  tone  and  equilibrium  became  more  vol- 
untary his  asthma  was  noticed. 

T.  Schnitzler,  from  his  observations  on  asthma, 
draws  the  conclusion  that  nasal  diseases  are  the 
cause  of  asthma,  since  attacks  of  the  latter  usu- 
ally cease  when  the  treatment  or  operation  has 
returned  the  nose  to  a normal  condition. 

Not  all  cases  require  operative  treatment. 
This  is  especially  true  with  young  children,  where 
the  nasal  passages  are  small  and  difficult  to  get 
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at ; besides  the  tumescence  is  soft  and  yields 
readily  to  local  treatment.  W.  Lublinski  con- 
tends that  any  irritation  causing  tension  of  the 
cavernous  bodies  induces  an  inflammation  of  the 
mucous  membrane  and  its  nerve,  whence  comes 
the  reflex  condition.  The  removal  of  these  nasal 
deformities  is  the  most  efficient  means  of  sup- 
pressing this  condition.  I cite  the  following 
(Case  No.  XXIV)  to  support  this  view.  A few 
weeks  ago  I was  called  to  see  a man  fifty  years 
old,  who  came  here  on  a visit  from  another  state  ; 
on  his  way  here  he  had  an  attack  of  asthma. 
He  had  been  subjected  to  asthmatic  attacks  for 
six  years  and  said  the  nose  had  never  felt  free, 
that  he  caught  cold  easily,  and  that  at  this  time 
his  nose  became  “stopped  up.”  Examination  of 
his  nose  showed  the  right  side  to  be  spacious 
anteriorily  owing  to  deviated  septum.  The 
middle  turbinate  was  covered  with  brown,  dried 
crust,  and  bled  freely  when  the  scab  was  re- 
moved. Hanging  from  the  upper  turbinate  was 
a large  polypus ; in  the  left  side  the  same  kind 
of  polypi  hung  from  the  roof  ; the  septal  spur 
and  middle  turbinate  adhered  together.  I gave 
him  morphine  sulphate,  grain  )4>  with  adrchl. 
1/1,000  min.  xv  hypo.,  and  applied  four  per  cent 
cocaine  to  nose.  In  about  one-half  hour  I left 
him  more  comfortable.  Two  days  later  he  told 
me  he  had  not  been  to  bed,  but  had  been  greatly 
relieved.  I removed  both  polypi  and  cauterized 
their  bases  with  electricity  ; hemorrhage  was  pro- 
fuse from  the  right  side,  but  in  less  than  an  hour 
breathing  was  deeper  and  easier.  He  started 
for  his  home,  saying  that  he  would  return  and 
have  the  work  finished.  About  a week  later  he 
wrote  me  that  he  was  breathing  freely  and  easily, 
in  fact,  more  so  than  he  had  done  for  a long  time 
and  that  he  had  been  able  to  lie  in  bed  since  the 
operation.  Only  time  can  tell  the  results  here, 
but  there  was  some  gratification  at  least  in  the 
temporary  improvements. 

(Case  xvi).  I was  called  to  see  a case  of  asth- 
ma of  long  standing  in  an  old  man  who  had  been 
suffering  for  several  days  and  had  not  attempted 
to  lie  down  during  the  time.  Examination 
showed  the  nose  to  be  deformed.  The  middle 
turbinate  in  the  left  side  obstructed  the  entire 
passage,  was  of  a glary  red  color  and  very  sen- 
sitive to  probe.  I at  once  gave  morphine  sul- 
phate, grain  %,  and  applied  cocaine  hydrochlor., 
10  per  cent  and  adr.  chi.,  1/1,000  to  the  nose. 
In  less  than  one-half  hour  the  breathing  was 
deep  and  quiet.  The  patient  said  it  was  the  first 
relief  he  had  felt  since  the  attack.  Since  it  was 
a stormy  night,  I stayed  at  the  house  and  retired 
about  eleven  o’clock.  At  five  o’clock  we  were 


aroused  by  the  patient,  and  on  entering  the  room 
found  him  in  one  of  the  worst  attacks  he  had 
ever  had.  Cocaine,  10  per  cent  was  applied  to 
the  nose  bv  packing  with  cotton  pledgets,  and  in 
a very  few  minutes  relief  began.  Here,  local 
treatment  to  the  nose  positively  stopped  the 
frightful  dyspnea.  The  changes  in  the  chest 
findings  subsided  as  the  changes  took  place  in 
the  nose.  On  several  occasions  I have  applied 
the  same  treatment  and  at  intervals  of  a few 
minutes  examined  the  chest  only  to  find  the 
wheezing,  piping  rales  subsiding  as  the  bleaching 
progressed. 

Forschheimer  makes  the  statement  that  in 
children  the  treatment  of  asthma  is  followed  by 
excellent  curative  results,  provided  it  is  begun 
early,  and  he  also  says  that  he  has  found  the  re- 
moval of  nasal  obstruction  and  irritation  in  chil- 
dren of  much  greater  value  than  in  adults.  This 
is  due  to  the  secondary  changes  that  are  sure  to 
follow  the  asthmatic  attacks,  sooner  or  later. 

Bronchial  emphysema,  gastro-intestinal  neu- 
rosis, etc.,  are  problems  of  themselves  and  will 
require  their  respective  treatments  many  times, 
whether  the  exciting  causes  are  removed  or  not. 
The  most  promising  cases  are  those  coming  to 
treatment  before  sequelae  begin.  The  following 
cases  I cite  as  typical  of  young  asthmatics : 

Case  1. — L.  E.,  aged  thirteen  years,  Norwegian, 
rather  tall  for  his  age,  well  built,  and  fairly  nourish- 
ed, had  been  taking  treatments  most  of  the  time  for 
the  past  eight  years,  for  asthma,  and  during  the  last 
two  years  had  been  treating  constantly.  During  the 
cold  wet  months  he  was  able  to  attend  school  very 
little.  While  visiting  in  another  state  three  years 
previously  he  was  told  that  his  nose  would  have  to 
be  operated  on  before  he  could  be  relieved  from 
his  suffocation  attacks.  His  home  doctors  told  him 
that  his  trouble  was  in  his  lungs,  and  change  of 
climate  was  the  only  thing  that  would  effect  a cure. 
Examination  during  these  attacks  revealed  loud 
sonorous  and  sibilant  rales  mostly  during  expira- 
tion. No  subcrepitant  or  mucous  rales  were  present. 
Examination  of  the  nose  showed  that  both  middle 
turbinates  were  large,  dusky-red  in  color,  and  bled 
freely  upon  slight  irritation.  The  tonsils  were  en- 
larged, but  not  acutely  inflamed.  Examination 
proved  him  to  be  normal  in  other  respects. 

He  was  operated  on  under  cocaine  and  adrenalin 
anesthesia.  Both  middle  turbinates  were  partly 
resected  and  cauterized  with  trichloracetic  acid  and 
packed  with  bismuth  subiodide  gauze  and  cared  for 
in  the  usual  way.  He  had  no  more  difficulty  in 
breathing  and  told  me  three  months  later  that  he 
had  gained  thirteen  pounds,  was  going  to  school 
regularly  and  up  to  that  time  had  had  no  cold 
since  the  operation.  Over  eighteen  years  have 
elapsed  without  the  recurrence  of  an  attack. 

Case  2. — C.  R.,  aged  twelve  years,  school-boy,  well 
developed  and  nourished,  had  been  troubled  all  his 
life  with  asthma,  whenever  a slight  cold  was  con- 
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tracted.  During  the  last  three  years  he  had  aver- 
aged from  one  to  three  days  absence  from  school 
per  week  in  the  winter  and  spring  months.  During 
the  past  two  years  he  had  been  treated  continually, 
and  all  treatment  had  been  directed  to  his  lungs. 
When  first  seen  he  was  sitting  in  a hunched  posi- 
tion gasping  for  breath;  the  alae  nasi  were  dilated 
widely,  inspiration  was  forced,  but  less  so  than  ex- 
piration, which  was  accompanied  by  a grunt.  Ex- 
amination of  the  chest  revealed  a few  sibilant  and 
sonorous  rales;  other  bodily  examination  was  nega- 
tive. Examination  of  the  nose  showed  a cone- 
shaped  bridge  extending  from  the  left  septum  and 
meeting  the  middle  turbinate  which  was  also  mark- 
edly congested.  The  bridge  was  one  and  one-half 
centimeters  back,  firm  and  tender;  the  right  side 
had  large  inferior  turbinates.  Operation  was  ad- 
vised and  atropine,  1/150,  was  given  by  mouth  and 
adrenalin  chloride  1/1,000  put  in  the  nose  with  a 
cotton  pledget.  In  a few  minutes  the  entire  picture 
was  changed,  respiration  became  easier,  and  in  one- 
half  hour  was  normal. 

In  the  operation  I dissected  the  anterior  flap  of 
mucous  membrane  off  the  spur  and  incised  the  spur, 
replaced  the  membrane  over  the  denuded  area  and 
packed  for  forty-eight  hours  with  bismuth  subiodide 
gauze.  In  ten  days  healing  was  complete.  He  has 
not  had  an  attack  since,  has  gained  several  pounds 
in  weight,  and  no  school  has  been  lost  on  account 
of  illness. 

I append  the  following  case,  not  so  much  to 
try  to  show  the  sequelae  of  asthma  (for  this  I 
do  not  know)  but  as  typical  of  the  immediate  re- 
sults following  intranasal  treatments,  when  this 
exists,  regardless  of  complications : 

D.  D.  says  he  has  treated  most  of  the  time  for 
fourteen  years  for  difficult  breathing.  During  the 
cold,  wet  weather  his  attacks  would  confine  him  to 
the  house  for  days  at  a time.  He  says  that  the 
treatment  has  always  been  for  his  lungs.  In  1907 
he  visited  John  Till  in  Wisconsin,  and  so  long  as 
Till’s  plaster  had  sufficient  control  on  his  mental 
faculties  he  seemed  to  fare  very  well,  but  this  was 
during  the  pleasant  fall  months,  and  the  following 
winter  his  trouble  was  renewed  with  the  usual 
vigor.  He  was  a large,  corpulent  man,  apparently 
about  sixty  years  old,  well  developed  and  nourished; 
seemed  to  have  once  been  a powerful  man.  During 
these  attacks  he  had  marked  incoordination  when 
standing  or  walking;  his  eyes  were  bleary;  face 
watery  and  blotched;  the  alse  nasi  dilated  during  in- 
spiration; labor  of  muscles  was  forced  during  ex- 
piration. Often  he  would  fall  when  attempting  to 
move  about  and  on  one  occasion  he  fell  a few  yards 
from  the  office  door  while  on  his  way  for  treatment. 
He  said  that  many  times  he  had  jumped  out  of  bed 
thinking  every  breath  would  be  his  last.  Examination 
showed  that  the  chest  was  hyperresonant  through- 
out, pulmonary  resonance  extending  two  fingers 
lower  than  normal,  auscultation  revealed  sonorous 
and  sibilant  rales  during  the  early  part  of  the  at- 
tack. As  the  attack  began  to  subside  there  were 
loud  mucous  and  subcrepitant  rales  throughout  the 
chest.  At  this  time  coughing  would  be  severe  and 
expectoration  profuse;  between  the  attacks  reson- 


ance appeared  normal. 

Both  sides  of  his  nose  were  occluded  save  beneath 
the  left  inferior  turbinate,  where  a platinum  probe 
could  be  inserted  back  through  the  posterior  nares. 
On  the  right  side  near  the  turbinate  bones,  mucoid 
polypi  filled  the  cavity;  on  the  left  side  the  middle 
turbinate  adhered  to  the  septum.  Abdomen  was 
protuberant  and  in  what  appeared  to  be  the  stomach 
resonance  was  elicited  15  cm.  below  and  to  the  left 
of  the  umbilicus;  illumination  with  Einhorn’s  gas- 
trodiaphane  proved  this  to  be;  correct.  At  the  time 
of  this  examination  I did  not  believe  he  could  stand 
the  necessary  work  on  his  nose,  and  I put  him  on 
a prescription  of  the  following:  hyoscine  hydrob., 
1/1,000;  extract  of  belladonna  1/50;  extract  supra- 
renalin,  grs.  3/200;  sugar  of  milk  qs;  one  of  such 
powders  every  twenty  minutes  until  relief  began, 
then  every  two  to  four  hours.  Slight  improve- 
ment followed,  and  two  days  later  I operated  on 
both  sides  of  the  nose.  In  the  operation  I excised 
the  polypi,  and  resected  a portion  of  the  large  tur- 
binates and  packed  in  the  usual  way.  His  rest  at 
night  from  this  time  on  was  uninterrupted. 

Case  12. — Mr.  H.  J.,  Norwegian,  aged  forty-seven 
years,  stone  mason,  a large,  well-developed  and  well- 
nourished  man,  had  suffered  frequent  attacks  of  diffi- 
cult breathing  for  years.  These  attacks  had  no  re- 
lation to  catching  cold,  for  he  would  go  to  bed 
feeling  well,  and  in  an  hour  wake  up  gasping  for 
breath.  He  had  treated  for  perhaps  twenty  years 
with  all  the  asthma  cures  he  could  get  hold  of;  al- 
though much  of  the  time  the  treatment  had  been 
directed  to  his  lungs.  When  first  seen  he  was  in  one 
of  these  attacks,  was  walking  the  floor  in  a stoop- 
ing position,  eyes  dilated,  chest  fixed,  abdomen  rigid, 
muscles  laboring  in  forced  respiration,  heart  pal- 
pitating, occasionally  talking  irrationally.  His  wife 
told  me  that  this  was  the  worst  attack  she  had 
known  him  to  have.  Noticing  that  his  difficulty 
was  expiratory  I examined  the  nose  first,  and  found 
that  the  middle  turbinates  and  a spur  from  the  sep- 
tum were  grown  together.  I saturated  cotton  in 
cocaine,  4 per  cent,  and  adrenalin  chi.  1/1,000  equal 
parts  and  packed  both  sides  of  the  nose  for  five 
minutes,  then  used  cotton  plugs  saturated  in  anti- 
septic oil  and  placed  in  both  sides  of  the  nose.  By 
this  time  he  was  comfortable,  and  I told  him  that  he 
must  have  his  nose  operated  on  to  get  relief,  and 
left  him.  He  told  me  the  next  morning  that  he 
slept  very  well  during  the  night.  A few  nights 
later  he  had  another  attack  similar  to  this  one,  and 
in  less  than  two  weeks  one  worse  than  either  of 
the  previous  ones.  When  seen  he  was  walking 
from  room  to  room  talking  incoherently,  pupils 
large,  eyes  glary.  The  same  treatment  was  used 
as  in  the  previous  attacks,  and  he  was  given  an 
antiseptic  oil  with  which  to  spray  his  nose  several 
times  during  the  day  and  before  retiring.  He  had 
a few  light  attacks  during  the  next  two  months  and 
then  came  for  the  operation. 

In  the  operation  I used  cocaine  4 per  cent,  and 
adrenalin  chi.,  1/1,000  equal  parts  and  saturated  salt 
solution  10,  for  anesthesia  and  left  cotton  plugs 
inserted  for  ten  minutes.  The  nasal  spur  was  re- 
sected and  also  a large  piece  from  each  middle  tur- 
binate bone.  Both  sides  were  packed  with  bismuth 
subiodide  gauze  in  vaseline,  and  left  for  forty-eight 
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hours.  They  were  then  changed  every  twenty-four 
to  forty-eight  hours  for  eight  days.  To  his  surprise 
he  could  “sleep  like  a1  baby,”  as  he  put  it.  Though 
he  has  kept  at  his  work  constantly  since  the  opera- 
tion, he  has  not  had  an  attack  and  says  he  feels 
better  than  he  has  for  years. 

Note: — Bismuth  subiodide  gauze  is  prepared  by 
taking  narrow  strips  of  gauze,  folded  in  various 
lengths,  to  be  used  for  large  or  small  packings  and 
boiled  in  a 10  per  cent  solution  of  bismuth  subiodide 
in  vaseline  for  one  hour.  I boil  them  in  a glass  jar 
of  suitable  size,  with  screen  top.  When  cold  the 
dressings  are  held  firm  and  kept  sterile  by  using 
a sterile  dressing  forceps  to  remove  them  when 
needed. 


CONCLUSIONS 

1.  The  term  asthma  should  be  used  to  express 
the  meaning  of  paroxysms  of  dyspnea  due  to  a 
pathological  condition  of  the  upper  respiratory 
passages. 

2.  A thorough  examination  should  be  made 
of  the  nose,  accessory  sinuses,  and  upper  air  pas- 
sages in  all  cases  having  asthmatic  symptoms. 

3.  Asthma  can  be  cured  by  restoring  the  up- 
per respiratory  passages  to  a normal  condition, 
by  surgery,  or  by  other  means  if  taken  before 
complications  are  present. 

4.  Surgery  is  the  most  efficient  means  of  re- 
lieving late  cases. 
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BOOK  NOTICES 


The  Medical  Clinics  oe  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume 
12,  number  4.  (Philadephia  number,  January,  1929). 
Octavo  of  297  pages  with  30  illustrations.  Per 
Clinic  year,  July,  1928  to  May,  1929.  Paper,  $12.00; 
Cloth,  $16.00  net.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1929. 

The  January  Medical  Clinics  is  from  the  work  of 
Philadelphia  clinicians.  Dr.  McCrae  reemphasizes 
the  necessity  for  early  diagnosis  of  empyema  in 
lobar  pneumonias  with  free  use  of  the  exploring 


needle.  He  recognizes  it  as  a complication,  often, 
rather  than  a sequel  of  the  pneumonia.  In  the  de- 
lightful literary  style  of  David  Riesman  there  is  an 
excellent  presentation  of  that  dramatic  clinical  con- 
dition based  on  coronary  occlusion.  O.  H.  Perry 
Pepper  brings  out  our  very  incomplete  knowledge 
and  poor  study  on  the  anemias  of  pregnancy.  He 
agrees  with  Aubertin  and  Minot  that,  after  ruling 
out  syphilis  and  other  infections,  it  is  an  autotoxic 
hemolytic  affair;  but  after  the  study  of  40  cases  of 
female  pernicious  anemia,  he  believes  pregnancy  has 
no  bearing  on  the  causation. 

Dr.  Rehfuss  suggests  that  gastric  hyperacidity  is 
due  to  interference  in  the  motor  mechanism  of  the 
pyloric  sphincter  by  lesions  at  or  near  that  struc- 
ture. Typical  cases  of  jaundice  bring  out  the  re- 
cent methods  of  study  in  that  condition.  Pelouze 
believes  the  prostate  to  be  a common  focus  of  in- 
fection, that  it  is  blood  borne  in  origin,  and  that 
properly  performed  massage  is  important  in  the 
cure.  Kern  thinks  that  more  adequate  histories  will 
lead  to  more  thorough  treatment  and  less  failures  in 
bronchial  asthmas.  There  is  an  extremely  practical 
dissertation  by  Schnabel  on  the  evidence  in  making  a 
cardiac  diagnosis.  In  opposition  to  Sir  James  Mac- 
Kenzie’s  view  of  such  an  arrythmia  as  the  extra- 
systole, he  believes  it  to  be  of  real  significance. 
Present  exercise  tolerance  tests  he  puts  little  value 
on.  Further  impetus  is  given  to  the  value  of  duo- 
denal drainage  in  gall-bladder  diagnosis  from  the 
study  of  90  cases  at  the  University  Hospital.  Gordon 
and  Nissler  at  the  Jefferson  Hospital  give  their 
regime  in  obesity  using  dextrose  and  a lowr  caloric 
diet. 

Thus  there  is  combined  in  the  number  practical 
methods  in  therapeutics,  new  laboratory  procedures, 
and  well-rounded  clinical  discussion  based  on  case 
study. 

— Ann  W.  Arnold,  M.D. 

The  Surgical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Volume 
8,  number  5.  (New  York  number,  October,  1928). 
293  pages  with  141  illustrations.  Per  Clinic  year 
(February,  1928,  to  December,  1928.)  Paper, 
$12.00;  Cloth,  $16.00.  Philadelphia  and  London: 
W.  B.  Saunders  Company. 

This  volume  contains  many  instructive  papers,  one 
by  Doctor  M.  Stanley  Brown,  discussing  the  intra- 
venous injection  of  gentian-violet  in  the  treatment 
of  phlebitis,  adding  two  more  case  reports  of  its 
successful  use.  It  will  interest  surgeons,  and  medi- 
cal men  as  well. 

Doctor  A.  A.  Berg  of  Mount  Sinai  Hospital  has 
an  article  on  the  radical  and  operative  cure  of  gastric 
and  duodenal  ulcer.  The  paper  is  well  worked  up, 
with  statistics  and  summaries  well  analyzed.  As  a 
whole,  it  encompasses  a clear  cut,  short  resume  of 
this  important  question. 

All  contributions  are  most  interesting,  well 
worded,  clear  and  most  of  them  are  emphasized 
with  good  illustrations. 


— Robert  P.  Caron,  M.D. 
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MEDICAL  ECONOMICS 

It  is  generally  reported  that  a little  booklet 
called  “Medical  Economics,”  a popular  magazine 
of  the  medical  profession,  circulates  over  the 
Northwest,  and  we  are  using  it  freely  for  ma- 
terial fob  this  editorial.  The  editor  heard  of 
“Medical  Economics”  even  out  in  Everett,  Wash- 
ington, so  it  must  be  sent  out  to  the  Pacific 
Coast  as  well.  It  contains  a great  deal  of  in- 
teresting matter  pertaining  to  the  business  end 
of  medical  practice,  and  one  must  read  it  every 
time  it  comes  out  in  order  to  be  familiar  with 
some  of  the  proposals.  For  instance,  the  last 
number  contained  an  article  entitled  “Health 
Education  by  the  Gorgas  Plan,”  which,  of 
course,  is  the  same  material  that  we  have 
threshed  over  in  all  of  our  state  associations 
and  some  of  the  county  societies,  but  it  never 
seems  to  be  threshed  quite  enough.  The  audi- 
tors think  they  get  tired  of  hearing  about  health 
education,  but  it  is  impossible  to  educate  the 
people  enough  unless  the  doctors  take  it  up 
personally  and  persist  in  their  efforts  to  present 
the  subject  in  as  simple  and  interesting  a man- 
ner as  possible. 

“Medical  Economics”  also  takes  up  the  question 


of  the  survey  of  a physician’s  income ; a rather 
delicate  subject,  one  would  say,  but  very  inter- 
esting. The  last  number  contained  an  article 
compiled  from  ten  questions,  which  were  listed 
for  convenience  and  reproduced.  The  average 
net  income  of  the  physicians  over  the  United 
States  is  apparently  $5,806.00  yearly.  Of  course 
there  are  any  number  of  physicians  who  are 
practicing  whose  incomes  total  a vastly  greater 
amount,  but  the  general  run  of  men  will  average 
something  over  five  thousand  dollars — too  small 
an  income  to  live  on  and  do  as  we  would  like 
to  do.  This  is  partly  the  doctor’s  fault,  no  doubt, 
because  he  does  not  do  his  business  in  a business- 
like manner.  The  average  business  man  has 
adopted  a business  method,  and  for  several  years 
many  merchants  have  been  doing  business  on  a 
strictly  cash  basis.  Of  course  physicians  will 
never  be  able  to  do  this,  as  they  are  called  in 
all  sorts  of  emergencies  and  probably  at  the  low 
ebb  of  the  family’s  financial  tide ; but  they  can 
at  least  arrange  with  the  families  to  settle  their 
bills  each  year.  This  can  be  done  without  any 
harm  to  the  general  welfare  of  the  family;  they 
can  put  aside  enough  during  the  year  to  meet 
the  physician’s  bill.  The  merchant  goes  even 
farther;  he  tells  his  customers  that  if  the  ac- 
counts are  not  settled  they  will  be  turned  over 
to  collectors,  and  they  will  be  refused  credit 
until  their  bills  are  paid.  Some  doctors  can  do 
this ; some  doctors  have  the  courage  and  the 
business  sense  to  do  it.  But  the  average  doctor 
believes  that  he  has  taken  up  medicine  for  the 
purpose  of  helping  people  who  need  his  assist- 
ance, and  he  looks  upon  his  work  as  a profes- 
sion and  not  as  a business  enterprise. 

To  return  to  the  survey  of  the  physician’s  in- 
come ; in  many  towns  and  cities  the  net  income 
is  lower  than  five  thousand  dollars.  Naturally 
one  can  see  how  closely  the  physician  must  figure 
for  his  monthly  expenditures  and  how  much 
he  must  deny  himself  at  times.  If  he  is  a man 
irt  good  standing  he  is  sure  to  meet  his  bills 
promptly ; he  hopes  bv  this  method  to  inspire 
his  patients  to  do  likewise,  perhaps.  Generally, 
physicians  were  found  to  own  their  homes,  and 
the  survey  indicated  that  as  high  as  78  per  cent 
of  them  own  their  homes.  Some  physicians 
have  offices  in  their  homes  or  have  an  addition 
built  on  which  is  used  as  an  office.  Then  we 
have  a certain  class  of  physicians  who  practice 
in  the  cities  who  charge  “all  the  tariff  will 
bear.”  That  means  they  are  putting  their  prices 
up  so  high  that  frequently  the  sick  man  is  un- 
able to  meet  them.  The  writer  recently  heard 
of  a phvsician  in  New  York  who  had  per- 
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formed  an  operation  on  a man,  for  which  he 
charged  twenty  thousand  dollars ; and  the  man 
required  dressings  twice  a day,  for  which  the 
physician  made  a charge  of  fifty  dollars  for 
each  dressing.  To  the  man  in  the  country  who 
gets  from  twenty-five  cents  to  a dollar  a call, 
this  seems  an  exorbitant  rate ; and  it  is,  as  a mat- 
ter of  fact.  However,  it  is  a good  idea  to  have 
a general  survey  of  one’s  work  pretty  well  fig- 
ured out, — for  instance,  how  long  have  you 
been  in  practice?  What  is  the  number  of  people 
in  your  family,  etc.?  A further  itemization  is 
the  expense  of  practice,  the  amount  of  savings 
that  each  physician  is  apt  to  accumulate,  and 
added  to  that  the  living  expenses  of  the  doctor 
and  his  family.  A very  decidedly  important 
point  of  interest  is  the  amount  of  savings  ac- 
cumulated by  the  average  doctor,  and  that  it 
would  require  an  expert  mathematician  to  figure 
out.  However,  each  one  should  consider  it  seri- 
ously and  decide  on  a course  of  action.  “Medi- 
cal Economics”  contends  that  a man  with  a 
gross  income  of  $6,000.00,  as  is  credited  to  the 
rural  practitioner,  should  have  savings  of  ap- 
proximately $1,258.00  yearly.  That,  of  course, 
if  invested  from  year  to  year  in  good  substantial 
securities  would,  in  a few  years,  give  a man  a 
fair  income  for  the  future.  Or,  the  man  who 
saves  until  he  has  reached  a proper  age  may  be 
able  to  buy  annuity  insurance.  Not  many  men 
will  take  advantage  of  the  latter,  however,  be- 
cause in  order  to  buy  annuity  insurance  one 
must  invest  a tidy  bit  of  money;  but  it  does  as- 
sure a steady  income  if  you  are  incapacitated 
or  when  you  wish  to  retire  from  practice.  In 
the  judgment  of  the  writer,  the  physician  reaches 
the  retiring  point  after  he  has  practiced  forty- 
five  or  fifty  years,  whether  he  wants  to  retire 
or  not.  He  may  be  retired  by  his  patients,  or  he 
may  want  to  change  his  occupation. 

Another  phase  of  medical  practice  taken  into 
consideration  by  “Medical  Economics”  is  the 
ratio  of  specialists  to  general  practitioners,  and 
it  is  interesting  to  note  that  in  the  survey  it  runs 
from  one  to  thirty-four  down  to  one  to  two. 

Then  an  interesting  problem  comes  along, 
“Does  the  physician  play  enough  to  make  the 
practice  of  medicine  agreeable?”  Play  means 
travel  or  other  pursuits  of  happiness.  Now,  in 
most  cities  and  towns  of  comfortable  size  there 
is  a golf  course,  and  the  presumption  is  that 
most  of  the  doctors  have  taken  up  golf  for  re- 
laxation. Others  prefer  to  go  to  a resort  of 
some  kind  where  they  can  really  rest.  And  when 
they  are  really  wise  they  will  not  sign  the  hotel 
register  as  Dr.  and  Mrs.  So-and-So,  but  as  Mr. 


and  Mrs.  So-and-So,  thus  keeping  their  profes- 
sional work  in  the  background,  in  true  propor- 
tion to  the  vacation  they  are  taking.  For  the 
average  country  resort  contains  many  people 
who,  rather  than  call  on  their  family  physicians, 
think  if  they  call  a man  from  out-of-town  some- 
where they  will  get  better  service.  Again  they 
will  find  that  the  service  may  not  be  as  good  as 
if  they  called  their  local  practitioners.  Prob- 
ably the  patient  does  not  call  the  home  doctor 
because  he  owes  the  latter  money,  but  if  he  calls 
a man  from  the  cities  who  is  known  as  a special- 
ist he  will  pay  him  what  he  asks  and  do  so  cheer- 
fully. The  collection  of  bills  is  often  a very  dif- 
ficult problem.  But  the  question  of  amusements 
in  the  doctor’s  life  and  that  of  his  family  should 
be  very  seriously  considered,  and  the  necessary 
reaction  may  be  found  in  various  ways.  The 
doctor  should  have  a little  time  in  which  he  is 
absolutely  separated  from  the  practice  and  the 
patients  in  order  that  he  may  sometimes  take 
in  a theater  performance,  an  opera,  or  a movie, 
because  in  that  way  he  gets  a certain  amount 
of  diversion  and  mental  rest.  Some  find  pleasure 
in  playing  cards,  and  a great  many  physicians, 
on  the  assumption  that  only  great  men  read  de- 
tective stories,  spend  their  time  that  way;  but 
what  is  there  to  be  learned  from  reading  a de- 
tective story?  It  is  simply  an  occupation  of 
the  mind,  going  over  a lot  of  details,  foolish  or 
wise,  whichever  they  may  be,  and  coming  out 
at  the  same  place  where  they  started, — a story 
to  be  promptly  forgotten.  A woman  who  writes 
for  “Medical  Economics”  says  that  she  has 
played  “Russian  Bank”  with  her  husband  after 
office  hours  until  she  was  dizzy,  but  she  does  it 
deliberately  in  an  effort  to  win  him  away  from 
a habit  many  physicians  have  of  reading  medical 
journals  for  relaxation.  And  she  is  perfectly 
right.  The  man  who  knows  how  to  hunt  and 
fish  has  a wonderful  time  in  this  part  of  the 
country,  and  the  city  man  gets  his  inspiration 
from  some  man  in  the  country  and  enjoys  it 
more  than  anything  else  he  can  think  of  to  do. 
But  every  man  should  at  some  time  during  the 
year  take  a trip  somewhere.  He  may  go  to 
Chicago  or  New  York  and  be  gone  but  two  or 
three  weeks  and  come  home  a thoroughly  re- 
freshed man ; or  he  may  go  abroad.  The  writer 
mentioned  above  thinks,  too,  that  people  have  no 
compunction  in  calling  on  a professional  man  and 
intruding  upon  a doctor’s  private  life;  they  call 
him  away  from  the  Thanksgiving  table  or  from 
trimming  his  children’s  Christmas  tree, — and 
the  probabilities  are  that  when  the  doctor  leaves 
his  home  on  these  uncertain  calls  he  will  find 
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some  man  with  a cut  finger  and  nothing  seriously 
wrong.  But  the  public  care  not  for  that  or  for 
the  doctor’s  recreation  time ; they  are  thinking 
entirely  of  themselves.  So  the  average  doctor 
must  accept  the  fact  that  the  public  care  nothing 
about  his  affairs,  for  they  are  looking  after  their 
own. 

THE  GORGAS  MEMORIAL  INSTITUTE 

This  Institute  was  founded  as  a daily  reminder 
of  the  beloved  hero  in  sanitation,  Colonel 
Gorgas,  who  made  possible  the  Panama  Canal , 
the  great  Surgeon-General,  who  kept  our  boys 
fit  in  the  great  war.  They  have  raised  a fund 
for  the  perpetuation  of  this  Institute  of  fifty 
thousand  dollars  for  the  Gorgas  Memorial  Lab- 
oratory in  Panama,  fifty  thousand  dollars  for 
the  Conference  of  American  Republics  on  Con- 
ciliation and  Arbitration  in  Washington  in  1929, 
and  twenty-five  thousand  dollars  for  the  meeting 
of  the  permanent  International  Association  of 
Road  Congresses  in  the  United  States  in  1929 
and  1930. 

The  Institute  is  now  under  the  superintend- 
ency of  Rear-Admiral  Cary  T.  Grayson,  who 
was  physician  to  three  presidents.  Among  the 
other  famous  men  interested  in  the  Gorgas  Me- 
morial is  Dr.  Franklin  H.  Martin,  of  Chicago, 
who  was  instrumental  in  getting  the  Institute 
founded  and  who  has  attained  a great  reputation 
as  the  man  who  was  the  head  of  the  American 
College  of  Surgeons,  and  is  its  president-elect. 
The  Institute  is  planning  a tremendous  amount 
of  work  in  the  line  of  how  to  prevent  sickness, 
and  one  of  their  slogans  is  “Better  Health — 
Longer  Life.”  It  has  a representation  among 
the  physicians  in  the  larger  cities  who  have 
formed  committees  and  who  do  the  work  for 
the  Gorgas  Institute  in  their  own  localities. 

Like  other  advances  or  progress  in  medicine 
the  advice  is  urged  upon  the  public  for  periodic 
health  examinations.  Periodic  examination  is 
talked  of  in  all  medical  bodies  at  the  presem 
time,  of  course,  and  if  this  is  kept  up  perpetually 
perhaps  we  shall  have  a better  race  eventually. 
This  work  on  the  part  of  the  Gorgas  Memorial 
Institute  in  association  with  the  work  of  the 
Metropolitan  Life  Insurance  Company  in  issuing 
their  frequent  reports  in  pamphlet  form  certainly 
ought  to  help  the  public  greatly,  if  the  public 
cares  to  be  helped.  There  is  some  doubt  of  this, 
however,  because  they  are  swayed  by  the  various 
cults  and  workers  in  health  fields  and  conse- 
quently their  interest  in  the  work  of  the  regular 
physician  is  interrupted.  But  this  must  be  con- 
sidered only  a phase  in  the  physician’s  life,  for 


ultimately  he  will  come  back  into  his  own.  Then 
people  will  trust  the  doctor  more,  as  they  have 
done  in  previous  years. 

The  work  done  by  the  Gorgas  Memorial  is  a 
great  help  to  physicians  generally.  And  when 
we  stop  to  consider  the  progress  of  medicine 
from  the  time  of  Hippocrates  to  1929,  we  must 
be  amazed,  particularly  when  reading  of  the 
early  efforts  to  settle  medical  problems.  Many 
men  have  had  similar  ideas  and  have  worked 
out  their  solution  at  various  times,  but  we  still 
have  many  problems  that  are  at  present  un- 
solved. We  still  have  the  greatest  story  to  tell 
in  all  of  our  civilization,  but  we  hesitate  to  tell 
it  because  the  result  may  be  wholly  unexpected ; 
it  may  be  quackery,  until  such  time  as  we  balance 
ourselves  and  readjust  ourselves  to  the  new  med- 
icine, which  is  certainly  on  its  way. 

The  drug-stores  of  the  present  day  are  quite 
different  from  those  of  the  old-time  pharmacist 
or  physician.  One  is  almost  able  to  buy  a keg 
of  nails  in  the  up-to-date  drug-store  in  the  mod- 
ern city,  and  the  pharmacist  must  certainly  know 
how  to  make  a sandwich,  using  the  various  types 
of  salad  dressings.  On  the  other  hand  the  medi- 
cal men  are  pressing  forward  with  new  and  tried 
remedies  put  up  in  convenient  forms,  and  still 
we  are  behind  the  times.  Why  have  we  not 
known  of  ephedrine,  a drug  used  in  China  for 
two  thousand  years  and  now  being  introduced  as 
a remedy  for  colds  and  influenzal  conditions? 
It  is  quite  probable  that  the  coming  generations 
will  be  treated  largely  by  hypodermic  injections 
of  vaccines  and  serums  and  combinations  of 
drugs  put  up  in  ampoule  form.  We  hope  the 
old  and  more  experienced  physician  will  be 
there  sometimes  to  advise  us  still,  even  if  the 
younger  men  feel  they  know  all  there  is  to 
know  in  medicine,  what  a jolt  they  must  get 
sometimes ! But  they  will  work  out  their  own 
salvation  and  the  older  men  will  have  nothing 
to  do  with  it. 

Preventive  medicine,  of  course,  is  one  of  the 
biggest  factors  in  medicine.  But  can  we  put  it 
over  so  that  the  public  will  believe  that  we  are 
trying  to  do  something  for  them?  We  must  ex- 
pect that  all  of  our  medical  standards  provided 
in  state  statutes  as  a means  of  public  protection 
are  constantly  being  assailed — and  successfully. 
A premium  on  ignorance  is  provided  by  many 
laws  now  existing  in  the  recognition  of  “doc- 
tors” who  have  not  had  the  ordinary  training 
required  for  the  profession  of  healing.  Medical 
attack  on  diphtheria  and  smallpox  is  met  with 
counter  attack  by  the  antivivisectionist  and  anti- 
vaccinationist. Probably  when  we  use  medicine 
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in  ampoule  form  for  our  treatment  of  disease 
we  shall  be  met  with  further  attack. 

The  Gorgas  Memorial  has  another  idea  in 
mind,  namely,  to  promote  greater  understanding 
between  physicians  and  the  public.  Any  plan 
which  will  provide  a program  in  this  direction 
is  deserving  the  support  of  the  medical  profes- 
sion of  America. 

One  must  consider,  too,  the  modern  methods 
of  giving  advice  to  the  public  by  radio.  This 
is  more  or  less  questionable  in  its  character  and 
clearness.  Is  the  advice  always  good?  Will 
the  public,  and  especially  the  objeCtionists,  ac- 
cept it,  or  will  they  go  on  fighting  and  objecting 
to  all  of  our  efforts?  But  they  cannot  hit  the 
Gorgas  Memorial  Institute  because  it  is  firmly 
founded  and  it  is  highly  technical  in  its  work- 
ings, and  entirely  responsible  in  its  methods. 


NEWS  ITEMS 


Dr.  C.  F.  McNevin,  of  St.  Paul,  has  gone  to 
Europe  for  several  weeks. 

Dr.  E.  E.  Stephens  has  moved  from  Sioux 
Falls,  S.  D.,  to  Eureka,  S.  D. 

Dr.  F.  E.  Kilman,  of  Duluth,  is  doing  post- 
graduate work  in  New  York  City. 

Dr.  C.  M.  Storch,  of  Minneapolis,  is  home 
from  Biloxi,  Miss.,  where  he  spent  the  winter. 

Dr.  W.  H.  Rumpf,  of  Minneapolis,  has  moved 
to  St.  Cloud  and  joined  the  St.  Cloud  Clinic. 

Dr.  W.  M.  Barnes,  formerly  Health  Officer 
at  Sioux  Falls,  S.  D.,  died  last  month  in  Brook- 
lyn, N.  Y. 

Dr.  L.  E.  Doolittle,  of  Duluth,  has  returned 
from  Miami  Beach,  Florida,  where  he  spent 
several  weeks. 

Dr.  A.  H.  Nerod,  of  Argyle,  Minn.,  who 
went  to  California  last  fall,  has  located  in  Wil- 
mington, Calif. 

Dr.  G.  F.  Lemke  and  wife,  of  Minneapolis, 
are  home  from  California,  where  they  have  been 
for  several  weeks. 

Dr.  C.  R.  Wall,  of  Northfield,  has  moved  to 
Minneapolis  and  became  associated  with  W.  F. 
Widen,  of  this  city. 

Dr.  R.  S.  Hegge  has  become  associated  in  the 
practice  of  medicine  with  his  father,  Dr.  O.  H. 
Hegge,  at  Austin,  Minn. 

Dr.  Robert  Earl,  of  St.  Paul,  has  returned 
from  Miami  Beach,  Florida,  with  his  family, 
where  he  spent  several  weeks. 


A handsome  and  commodious  new  clinic 
building  is  to  be  erected  in  Faribault  for  Drs. 
Haesly,  Hanson,  and  Traeger. 

The  widow  of  the  late  Dr.  S.  D.  Flagg,  of 
St.  Paul,  has  given  the  Children’s  Hospital  of 
that  city  $10,000,  a memorial  to  her  husband. 

Dr.  John  W.  Bell,  of  Minneapolis,  has  re- 
turned to  the  city  after  an  absence  in  Washing- 
ton, California,  and  Texas  for  the  past  two 
months. 

The  memorial  portrait  of  the  late  Dr.  Spaf- 
ford,  of  Flandreau,  S.  D.,  was  presented  to  the 
Regents  of  the  Northern  State  Teachers  Col- 
lege at  Aberdeen,  last  week. 

Dr.  A.  L.  Kuske,  of  New  Ulm,  Minn.,  ac- 
companied by  Dr.  M.  A.  Vogel,  of  Minneapolis, 
has  gone  to  Europe  for  several  months’  post- 
graduate work  in  Vienna  and  other  European 
cities. 

Dr.  S.  S.  Houlton,  of  St.  Hilaire,  Minn.,  died 
last  month.  He  was  a recent  graduate  of  the 
University  of  Maryland  and  came  to  Minne- 
apolis about  a year  ago  and  began  practice  at 
Staples. 

Dr.  Peder  S.  Vistaunet,  of  Shelly,  Minn.,  died 
last  month  at  the  age  of  61.  Dr.  Vistaunet  was 
a graduate  of  the  Medical  School  of  the  U.  of 
M.,  class  of  ’96,  and  had  practiced  eighteen 
years  in  Shelly. 

Dr.  James  Iv.  Anderson,  formerly  superintend- 
ent of  Sunnyrest  Sanatorium,  has  begun  prac- 
tice in  Minneapolis  in  association  with  Dr.  W.  A. 
Fansler.  Dr.  Anderson  is  a graduate  of  Johns 
Hopkins,  class  of  ’17. 

“Early  Discovery — Early  Recovery”  is  a great 
slogan  suggested  by  a great  cause,  namely,  the 
protection  of  children  against  the  white  plague ; 
and  a great  group  of  men,  in  national,  state,  and 
county  organizations  have  made  “an  early  diag- 
nosis campaign”  very  memorable. 

Dr.  N.  H.  Marshall,  of  Chaska,  Minn.,  died 
on  April  5 at  the  age  of  69.  Dr.  Marshall  was 
a graduate  of  the  Medical  School  of  the  U.  of 
M.,  Class  of  ’92,  and  had  practiced  in  Chaska 
most  of  the  time  since  graduation  and  was 
health  officer  of  Chaska  at  the  time  of  his  death. 

Dr.  Francis  R.  Packard,  noted  throat  special- 
ist of  Philadelphia,  and  editor  of  the  Annals  of 
Medical  History,  made  several  addresses  in  Min- 
neapolis last  week.  His  address  before  the  Hen- 
nepin County  Medical  Society  on  “The  Life  and 
Times  of  Tohn  and  William  Hunter”  was  par- 
ticularly interesting. 
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The  Rush  graduates  of  South  Dakota  want  to 
have  the  best  meeting  in  their  history  on  May 
9 during  the  meeting  of  the  State  Medical  Asso- 
ciation. The  Rush  Faculty  guest  will  be  Dr. 
Michael  H.  Ebert,  of  the  class  ’17,  Assistant 
Professor  of  Dermatology.  Further  details  of 
the  meeting  can  be  had  from  Dr.  L.  N.  Grosve- 
nor,  Huron,  S.  D. 

A recent  announcement  concerning  the  change 
in  the  headship  of  the  Department  of  Surgery 
in  the  University  of  Minnesota  was  somewhat 
misleading.  Dr.  A.  C.  Strachauer  remains  on 
the  faculty  of  the  Medical  School  of  the  Uni- 
versity as  Director  and  Surgeon-in-Chief  of 
the  Cancer  Institute  on  a part-time  basis,  and 
continues  his  private  practice  of  surgery  at  the 
Nicollet  Clinic,  Minneapolis. 

The  following  interesting  program  was  pre- 
sented at  the  March  meeting  of  the  Aberdeen 
(S.  D.)  District  Medical  Society:  1.  “New 
Orleans  Clinic’’  by  Dr.  W.  A.  Rates,  Aberdeen, 
S.  D. ; 2.  “A  Rare  Obstetrical  Anomaly-Case 
Report,”  by  Dr.  E.  A.  Pittenger,  Aberdeen,  S. 
D. ; 3.  “Duodenal  Stasis,”  by  Dr.  A.  R.  Metz, 
Chicago,  111. ; 4.  “Osteomyelitis  of  the  Os  Cal- 
cis,”  by  Dr.  T.  F.  Riggs,  Pierre,  S.  D. 

Dr.  C.  A.  Hegge,  of  Austin,  Minn.,  has  retired 
from  practice  and  has  moved  to  La  Feria,  Texas, 
to  spend  his  remaining  days  on  a ranch.  Dr. 
Hegge  retires  at  the  age  of  63.  He  began  prac- 
tice in  Austin  in  1893  after  completing  his  in- 
ternship in  the  City  Hospital  of  Minneapolis,  and 
he  never  lost  a day  on  account  of  physical  disa- 
bility on  his  own  part,  and  his  only  vacations 
were  taken  in  postgraduate  work  or  attending 
medical  meetings. 

At  the  Sectional  meeting  of  the  American 
College  of  Surgeons  held  in  Minneapolis  last 
month  the  following  officers  were  elected:  Min- 
nesota, chairman,  Dr.  W.  H.  Cole,  St.  Paul ; 
secretary,  Dr.  J.  M.  Hayes,  Minneapolis;  coun- 
selor, Dr.  O.  . Hagan,  Moorhead ; North  Da- 
kota, chairman,  Dr.  Murdock  McGregor,  Fargo; 
secretary,  Dr.  A.  D.  McCannel,  Minot;  coun- 
selor, Dr.  H.  H.  Healv,  Grand  Forks.  South 
Dakota,  chairman,  Dr.  Frederick  Treon,  Cham- 
berlain ; secretary,  Dr.  F.  D.  Gillis,  Mitchell ; 
counselor,  Dr.  J.  D.  Whiteside,  Aberdeen. 


Good  Opening  for  Eye,  Ear,  Nose,  and  Throat  Man 

Location  for  a good  eye,  ear,  nose,  and  throat  man 
in  a North  Dakota  town.  Nothing  to  sell.  For 
particulars  address  593,  care  of  this  office. 


Location  for  Hospital  Wanted 

I desire  a good  location  in  North  Dakota  or  South 
Dakota  for  a small  private  hospital.  I have  a com- 
plete equipment,  including  X-ray  and  physiotherapy. 
Address  590,  care  of  this  office. 

Office  for  Physician  or  Dentist 

Office  rooms  suitable  for  physician  or  dentist  with 
common  reception  room  with  practicing  dentist  in 
Minneapolis  in  a brick  building  on  a busy  corner. 
Address  E.  Oredson  or  Dr.  Lemeiux,  3757  Chicago 
Ave.,  Minneapolis. 

Physician  and  Surgeon  Wanted 

In  a Minnesota  town  of  about  1,000  people,  thirty 
miles  from  Minneapolis.  German-Catholic  preferred. 
Large  modern  home  can  be  used  for  small  hospital. 
Village  located  in  one  of  the  best  farming  sections 
in  the  state.  Address  592,  care  of  this  office. 

Position  Wanted 

A young  woman  of  refinement,  with  splendid 
qualifications,  experienced  in  medical  secretarial 
work,  desires  position  in  a doctor’s  office  or  clinic; 
capable  of  assuming  responsibility.  Six  years  of  ex- 
perience in  clinical  work,  clerical,  bookkeeping,  col- 
lections, etc.  A-l  references.  Address  594,  care  of 
this  office. 

Physician  Wanted 

To  take  over  my  large  well-established  lucrative 
general  practice,  mostly  office-hospital.  Good  fees. 
Here  20  years,  in  a prosperous  county-seat  city  in 
North  Dakota,  on  transcontinental  railroad.  Popu- 
lation 1,500.  Large  territory,  successful  diversified 
farming,  good  crops,  good  collections.  Fine  oppor- 
tunity for  wide-a-wake  practitioner  doing  some  sur- 
gery. Ill  health  only  reason  for  selling.  Address 
586,  care  of  this  office. 

Hospital  for  Sale 

In  Minnesota,  8-bed,  private  hospital.  Retiring 
from  active  practice.  Office,  living  rooms,  and  hos- 
pital in  same  building.  All  hospital,  living  room, 
and  office  furniture,  bedding,  and  fixtures  go  with 
the  sale  price.  Good  farming  community.  Only 
physician  in  town.  Nearest  competitor  twenty  miles. 
Good  roads.  Collections  90  per  cent.  Fine  opening 
for  general  practitioner  who  can  do  surgery.  Good 
percentage  obstetric  work.  Photo  and  further  in- 
formation on  application.  Address  588,  care  of  this 
office. 

Physician  Wanted 

We  are  badly  in  need  of  a physician,  and  if  we 
can  get  a young  physician  interested  we  will  assure 
him  plenty  to  do,  as  there  is  a large  territory  to 
draw  from  and  pretty  good  pay.  We  are  situated 
in  the  middle  of  a good  dairy  community  with  a 
new  creamery  which  is  well  patronized.  Our  roads 
are  good  and  it’s  easy  to  get  around.  The  nearest 
good  doctor  is  twenty  miles  away.  We  had  a good 
physician  here  for  several  years,  but  he  left  for 
good  reasons.  Can  furnish  good  office  rooms  and 
the  village  will  do  all  we  can  for  a good  live  man. 
Address  the  Gully  Commercial  Club,  L.  H.  Aos, 
President,  Gully,  Minn. 
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IRREDUCIBLE  SHOULDER  JOINT  DISLOCATIONS 

With  Report  of  Case 
By  Karl  W.  Doege,  M.D.,  F.  A.  C.  S. 

MARSHFIELD,  WISCONSIN 


All  manipulative  methods  of  reducing  shoulder- 
joint  dislocations  depend  for  their  success  upon 
the  active  participation  of  the  muscles  surround- 
ing the  joint.  Abduction,  adduction,  extension, 
and  rotation  are  planned,  timed,  and  executed  in 
successive  steps  so  as  to  utilize  the  patient’s  mus- 
cular activity  to  glide  the  dislocated  humerus 
back  into  the  glenoid  cavity.  If  some  of  the 
muscles  have  been  so  injured  as  to  lose  their 
contractile  power  there  may  be  failure  in  the  at- 
tempted reduction  by  such  methods.  If  none  of 
the  muscles  respond  to  stimulation  by  manipula- 
tion of  the  dislocated  shoulder  and  are  inactive 
or  flaccid,  reduction  may  not  be  successful,  or, 
if  successful,  the  head  may  not  stay  in  place. 
This  latter  condition  of  absolutely  flaccid  mus- 
cles rarely  occurs,  and  when  reduction  of  a dis- 
located joint  proves  impossible  other  definite 
complications  usually  exist  to  account  for  the 
failure.  These  complications  are  various  and 
are  known  as  being  either  the  torn  joint  capsule, 
made  tense  by  the  protruding  head  of  the  hum- 
erus, or  the  long  head  of  the  biceps  muscle  or 
other  muscular  tissues  intervening  between  the 
head  and  the  glenoid  cavity,  or  a complicating 
fracture,  possibly  a displaced  rim  of  the  glenoid 
cavity,  or  a fracture  of  the  anatomical  or  sur- 
gical neck  of  the  humerus.  The  tendinous  at- 
tachments of  the  external  rotators  may  be  torn 
off,  the  supraspinatus  or  infraspinatus  muscles 
often  take  with  them  part  of  the  tuberculum 

♦Presen  ed  at  the  Eighteenth  Annual  Meeting  of  the 
Minneapolis,  St.  Paul,  and  Sault  Ste.  Marie  Railway  Surgical 
Association. 


major,  and  other  anatomical  disarrangements  may 
exist  that  make  reduction  difficult  or  impossible. 

The  number  of  irreducible  shoulder  joint  dis- 
locations that  surgeons  meet  in  their  practice 
naturally  varies,  being  largely  dependent  upon 
the  ability  of  the  individual  surgeon  to  reduce 
them.  Knowledge,  skill,  persistence,  and  experi- 
ence of  the  surgeon  are  probably  the  deciding 
factors.  The  more 'experience,  the  fewer  irredu- 
cible dislocations,  and  vice  versa.  A thorough 
knowledge  of  the  usual  obstacles  to  reduction 
and  sufficient  mechanical  ingenuity  on  the  part 
of  the  surgeon  may  circumvent  these  obstacles 
and  will  bring^  success,  while  a lack  of  these 
qualifications  might  result  in  failure. 

How  long  a surgeon  should  persist  in  his  ef- 
forts to  reduce  a dislocation  by  manipulative 
means  in  a difficult  and  refractory  case,  is  a 
matter  that  must  be  left  to  his  own  judgment 
and  skill,  bearing  in  mind  that  permanent  harm 
to  muscles  and  nerves  and  bone  may  result  from, 
repeated  and  violent  manipulations.  The  X-ray 
may  reveal  the  cause  of  the  difficulty,  and,  if 
complicating  fractures  exist,  the  surgeon  may 
decide  very  early  that  the  interest  of  the  patient 
is  best  secured  by  an  open  reduction  rather  than 
by  persistent  manipulation.  This  decision  to 
operate  at  present  is  arrived  at  increasingly  early 
because  of  the  perfection  of  our  aseptic  surgical 
methods.  Scudder  believes  that  his  results  are 
by  far  better  in  complicated  cases  if  the  open 
reduction  is  resorted  to  early. 

The  term  irreducible  dislocations,  as  applied 
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here  refers  to  shoulder-joint  dislocations  where 
manipulation  alone  has  been  tried  and  has 
not  been  successful  in  replacing  the  head  of  the 
humerus  into  the  glenoid  cavity,  and  where  an 
open  operation  is  necessary  to  achieve  the  de- 
sired result.  We  may  at  times  have  occasion  to 
use  the  term  “unreduced  dislocation.”  This  term 
would  besides  the  above  encompass  those  cases 
where,  on  account  of  faulty  diagnosis  by  the 
physician,  or  neglect  or  indifference  on  the  part 
of  the  patient,  no  attempt  at  reduction  has  been 
previously  made.  Unreduced  dislocations  when 
first  seen  by  the  surgeon  may  be  fresh  or  old. 
If  of  four  or  five  weeks  standing,  it  may  well 
be  considered  old ; as  during  this  length  of  time 
changes  have  occurred  in  and  around  the  joint 
that  would  make  manipulative  reduction  impos- 
sible. This,  however,  is  not  universally  the  case, 
as  occasionally  reduction  has  still  been  possible 
after  one  or  several  months  and  even  a year. 
Simon  reports  a successful  reduction  after  one 
and  three-quarters  years  and  Bostock  after  eight 
years.  While  the  necessary  operative  procedure 
in,  either  the  fresh  or  old  dislocation  may  be 
similar,  the  final  result,  as  far  as  function  is  con- 
cerned, will  differ  greatly  whether  done  early 
or  late.  Thus  a fresh  dislocation,  irreducible 
for  example  because  the  long  head  of  the  biceps 
intervenes  between  the  head  of  the  humerus 
and  the  glenoid  cavity,  if  reduced  by  the  open 
method  will  give  a perfect  result;  while  if  re- 
duced when  old,  say  after  five  or  six  weeks  or 
longer,  will  result  in  a seriously  disturbed  func- 
tion of  the  arm.  In  connection  with  the  ques- 
tions of  prognosis  and  later  efficiency  of  fresh 
shoulder-joint  dislocations,  I was  surprised  when 
I looked  up  the  statistics  of  various  writers.  In 
my  practice  of  thirty-six  years  I have  perhaps 
seen  an  average  number  of  shoulder-joint  dis- 
locations, and  I have  always  been  under  the 
impression  that  the  results  were  all  that  could 
be  desired.  The  patients  have  not  complained, 
but  I admit  that  I have  not  made  a systematic 
inquiry.  So  it  was  to  me  a distinct  shock  when 
I read  the  statistics  that  I shall  quote  directly. 
These  authors  whom  I shall  quote  have  investi- 
gated their  cases  and  roughly  speaking  have  di- 
vided them  into  three  classes:  (1)  Those  that 
had  good  motion  and  good  power  ; (2)  those  with 
good  mobility,  but  greatly  reduced  muscular 
strength;  and  (3)  those  of  greatly  limited  mo- 
tion and  great  loss  of  muscular  strength. 

In  simple  uncomplicated  shoulder-joint  dis- 
locations, Bock  reports  60  per  cent  of  good  func- 
tion and  strength,  and  27.5  per  cent  of  serious 
interference  with  function  and  strength  of  the 


arm ; that  is  more  than  one-fourth  poor  results. 
Kuttner,  in  his  series,  reports  13  per  cent  of 
complete  usefulness,  26  per  cent  of  only  fairly 
good  results  as  to  function  and  strength,  and 
61  per  cent  of  serious  impairment  as  to  mobility 
and  power.  In  laboring  men  such  results  are 
anything  but  satisfactory.  Karl  Lexer  reports 
37.5  per  cent  of  perfect  results,  30  per  cent  of 
his  cases  had  good  motion  but  serious  loss  of 
power,  and  23  per  cent  were  in  the  third  class, 
with  poor  motion  and  poor  power.  These  statis- 
tics are  for  uncomplicated  cases.  Of  six  vari- 
ously complicated  dislocations,  but  one  had  good 
functions,  that  is  85  per  cent  were  of  undesir- 
able results.  No  doubt,  the  heads  of  industrial 
surgical  institutions  are  fully  aware  of  these 
statistics ; to  me  they  were  new,  and  I shall 
from  now  on  regard  simple  shoulder- joint  dis- 
locations in  laboring  men  as  of  much  more 
serious  import  as  to  function  than  I have  been 
in  the  habit  of  doing. 

This  difference  in  function  between  fresh  and 
old  dislocations,  as  alluded  to  above,  is  partly 
caused  by  the  greater  length  of  time  that  has 
elapsed  between  the  trauma  and  reduction.  Dur- 
ing this  time  nature  repairs  as  best  she  can  the 
damage  done  to  the  soft  parts  and  tries  to  ad- 
just herself  to  the  new  position  of  the  dislocated 
humeral  head.  Raw  surfaces  unite  promiscous- 
ly  and  muscles  that  are  on  a stretch  yield  and 
lengthen,  those  that  are  slack  contract  perma- 
nently ; both  degenerate  seriously.  Hematomata 
are  partially  absorbed  and  partly  form  fibrous 
deposits  which  fill  the  glenoid  cavity  and  other 
newly  created  spaces.  The  displaced  head,  by 
pressure,  causes  atrophy  of  whatever  tissue  it 
presses  upon ; muscles,  nerves,  and  bone  in  turn 
suffer  with  erosions  of  its  articular  surfaces. 

This  damage,  if  in  existence  for  months,  is 
difficult  or  impossible  to  repair.  Torn  off  mus- 
cular attachments,  such  as  the  supraspinatus, 
may  be  reattached,  a fractured  portion  of  the 
glenoid  process  may  be  nailed  back  in  place,  a 
glenoid  cavity  filled  with  newly  formed  fibrous 
tissue  may  be  emptied  and  the  humeral  head  re- 
placed into  it,  and  the  gross  anatomical  relations 
restored,  but  the  damage  done  to  the  muscles, 
especially  the  deltoid,  and  to  nerves  through 
pressure  and  inactivity  can  never  be  repaired  in 
these  old  cases.  It  thus  is  evident  that  old  dis- 
locations, even  if  subsequently  reduced  success- 
fully, functionally  may  leave  much  to  be  desired, 
and,  this  is  not  surprising  when  we  consider 
that  about  25  per  cent  of  even  fresh  and  un- 
complicated cases  leave  the  surgeon’s  ;are  with 
seriously  impaired  functions. 
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Given  a case  of  irreducible  shoulder-joint  dis- 
location, it  is  not  always  easy  to  decide  just  what 
course  to  follow.  Our  decision  will  be  influ- 
enced by  the  kind  of  recognizable  complication 
present,  by  age  and  general  condition  of  the  pa- 
tient, and  by  a knowledge  of  the  amount  of  as- 
sistance we  can  expect  from  the  patient  in  the 
after-treatment,  as  you  cannot  hope  for  much 
co-operation  in  a spineless,  oversensitive  indi- 
vidual. If  the  dislocation  is  complicated  by  a 
fracture  of  the  head  of  the  humerus  and  open 
reduction  be  found  necessary,  the  head  should 
first  be  reduced  and  then  after  the  head  is  in 
place  care  of  the  fracture  by  approximation  and 
fixation  of  the  head  to  the  shaft  should  follow. 
Never  should  this  order  be  reversed.  If  the 
head  is  crushed  or  comminuted  we  may  look  for 
considerable  anchylosis  of  the  joint,  and  it  may 
be  best  to  resect  the  head,  especially  in  an  indi- 
vidual from  whom  we  have  reason  to  expect 
but  little  co-operation  in  the  after-treatment. 
The  after-treatment,  to  obtain  the  best  results 
possible,  often  requires  considerable  persistence 
and  determination  on  the  part  of  the  patient, 
and  where  this  for  reasons  of  age  and  general 
muscular  weakness  of  the  patient  cannot  be  ex- 
pected it  may  even  be  best  to  permit  the  dislo- 
cation to  remain  in  its  faulty  position  rather 
than  subject  the  feeble  individual  to  the  ordeal 
of  an  operation.  It  is  surprising  the  amount  of 
mobility  that  may  subsequently  be  acquired  even 
though  the  head  be  out  of  joint,  be  the  disloca- 
tion simple  or  complicated  by  a fracture.  The 
subsequent  treatment  should  have  as  its  main 
object  early  passive  and  active  motion  and  little 
or  no  immobilization.  If  on  account  of  a com- 
plicating fracture  a certain  amount  of  fixation 
is  necessary  "it  should  be  done  with  the  arm  in 
a position  of  more  than  right-angular  abduction 
(as  recommended  to  me  by  our  chief,  Doctor 
Hopkins,  in  order  to  prevent  degeneration  of  the 
deltoid  muscle.) 

It  is  my  purpose  to-day  to  report  a case  whose 
chief  point  of  interest  lies  in  the  fact  that  I 
failed  twice  to  reduce  the  dislocation  by  the  open 
operation,  and  succeeded  only  at  the  third  at- 
tempt. 

J.,  a brakeman,  61  years  of  age,  195  pounds,  about 
twenty  years  ago  sustained  a compound  fracture  to 
the  right  elbow  from  which  he  recovered  with  a 
partial  anchylosis  of  the  elbow  joint  and  some  scar 
formation  near  the  elbow  on  the  forearm.  While 
getting  off  the  engine  on  May  5,  1926,  he  fell  and 
injured  his  right  shoulder.  The  X-ray  examination 
revealed  a comminuted  fracture  of  the  surgical  neck 
of  the  humerus  and  a dislocation  of  the  humeral 
head  anteriorly  under  the  coracoid  process.  Under 


anesthesia  a reduction  of  the  dislocation  was  at- 
tempted by  moderate  traction  on  the  arm  and  by 
direct  manipulation  of  the  head  in  the  hope  of  glid- 
ing it  into  the  glenoid  cavity.  As  this  was  not 
successful,  four  days  later,  May  10,  I proceeded 
with  the  open  operation,  through  an  anterior  incis- 
ion. The  head  was  found  under  the  clavicle,  the 
most  frequent  position  of  unreducible  shoulder- 
joint  dislocations.  Try  as  I might,  however,  I was 
not  able  to  put  the  humeral  head  completely  into 
place.  Many  times  1 thought  it  was  in  position 
but  there  was  a constant  tendency  for  it  to  slide 
out  again.  The  fracture,  though  comminuted,  was 
easily  reduced,  but  I could  not  get  the  head  to  stay 
completely  in  the  glenoid  cavity.  It  then  occurred 
to  me  that  by  the  use  of  the  Bier  nail  driven  down 
from  the  top  of  the;  shoulder  through  the  head  into 
the  shaft  of  the  humerus  I could  force  the  head  to 
remain  in  position.  Pushing  the  head  into  the  plainly 
visible  joint  cavity,  and  while  being  held  there  the 
nail  was  driven  in  as  seen  in  the  picture.  An  X- 
ray  taken  three  days  later  showed  the  dislocation 
unreduced.  Fearing  possible  infection  by  reopen- 
ing the  wound  I decided  to  leave  things  as  they 
were  and  wait  for  the  fracture  to  heal  and  then 
attempt  reduction  again.  At  the  suggestion  of 
Doctor  Hopkins  I put  the  arm  in  abduction  and  held 
it  there  by  a cast.  On  May  31,  the  spike  was  pulled 
out.  The  fracture  was  in  fair  position  but  the  head 
was  still  dislocated.  After  about  six  weeks  I made 
an  attempt  to  reduce  the  dislocation  by  manipula- 
tion under  anesthesia,  the  fracture  now  being  healed 
firmly.  I was  not  successful  in  the  attempt.  I then 
decided  to  wait  and  see  how  useful  his  arm  might 
get  if  I allowed  the  head  to  remain  out  of  joint.  We 
massaged  his  muscle  and  encouraged  him  to  use 
his  arm.  After  a few  weeks  it  became  noticeable 
that  the  patient  began  to  lag  in  co-operation  and 
understanding  of  what  was  wanted.  I then  decided 
to  try  the  operative  method  once  more,  and  early 
in  July  reopened  the  former  incision.  I could  push 
the  head  into  place,  but  it  would  not  stay.  You 
may  be  sure  I persisted  a long  time,  until  1 feared 
for  the  safety  of  the  patient  and  closed  the  wound 
having  accomplished  nothing.  Again  six  weeks 
went  by.  Meanwhile,  I looked  over  the  literature 
extensively  and  finally  ran  across  an  article  by 
Dollinger,  who  had  operated  on  39  irreducible  dislo- 
cations of  the  humerus,  all  of  which  were  anterior, 
either  subcoracoid  or  subclavicular;  and  on  35  of 
them  he  found  the  obstacle  to  reduction  to  be  a 
contracted  subscapular  muscle.  The  others  were 
divided  among  such  obstacles  as  displaced  tendon 
of  the  biceps,  fracture  of  the  glenoid  cavity,  a filled 
glenoid  cavity.  In  all  cases  when  the  subscapulars 
were  contracted  he  divided  the  tendon  and  reduction 
at  once  was  easy  and  permanent.  My  patient  was 
willing  that  a third  attempt  be  made.  Through  the 
old  scar  the  joint  was  again  exposed,  the  contracted 
fibrous  subscapularis  recognized  and  divided  at  its 
insertion  to  the  tuberculum  minor.  Pushing  the 
head  in  the  direction  of  the  cavity  it  at  once  slid 
into  place,  and  there  was  no  doubt  that  now  the 
dislocation  was  reduced.  Before  closing  the  wound 
I redislocated  the  bone  and  reduced  it  again  several 
times  with  the  greatest  ease.  The  arm  was  bandaged 
loosely  to  the  side  of  the  body  and  an  X-ray  picture 
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was  taken  at  once  and  the  head  found  to  be  in 
place.  Three  days  later  another  X-ray  was  taken, 
and  the  head  was  out  again.  Remembering  the  ease 
with  which  I had  reduced  the  dislocation  after  the 
tendon  of  the  subscapularis  was  cut  I again  pushed 
the  head  in  the  direction  of  the  joint  and  it  went 
into  place.  Since  then  the  bone  has  remained  in 
place.  After  the  second  week  the  arm  was  left  out 
of  the  sling,  and  the  patient  now  is  increasing  the 
range  of  his  joint  motion  visibly.  The  scar  on  his 
elbow  to  which  I alluded  at  the  beginning  had 
broken  down  while  the  arm  was  in  the  cast  and  is 
very  slow  in  healing  and  still  needs  daily  dressing. 
He  can  rotate  his  arm  about  40  degrees  anteriorly 
and  posteriorly  his  motion  is  45  degrees.  He  ab- 
ducts about  25  degrees  and  I feel  confident  that 
still  further  improvement  is  possible  by  persever- 
ance, although  the  deltoid  is  damaged  considerably. 

DISCUSSION 

Dr.  John  M.  Dodd  (Ashland,  Wis.):  We  all 
know  that  these  fracture  dislocations  of  the 
shoulder  joint  usually  give  us  rather  unsatisfactory 
results,  and  in  recent  years  the  X-ray  has  shown  us 
why.  I think  we  who  have  been  in  practice  many 
years  are  perhaps  more  ready,  to  air  our  difficulties, 
and  our  failures  if  you  will,  than  we  would  have 
been  in  the  younger  days  of  our  practice,  and  the 
information  we  are  able  to  pass  on  is  of  greater 
value  for  the  reason  that  we  discuss  our  failures 
and  difficulties,  as  well  as  our  successes. 

The  Doctor’s  paper  suggests  to  me  a case  that 
I have  had  just  recently.  A young  man,  while 
working  with  a gas  engine  on  a farm,  in  some  way 
caught  the  thumb  of  his  glove  on  the  wheel  in 
cranking  it,  and  the  thumb  was  torn  through  the 
carpophalangeal  joint,  the  tissues  to  the  extent  of 
about  half  the  circumference  of  the  thumb  were 
torn  of?,  there  was  a compound  dislocation,  the 
phalanx  riding  above  and  in  front  of  the  metacarpal. 
Although  the  wound  was  open  down  to  the  bones, 
the  articular  ends  being  exposed,  I found  the  great- 
est difficulty  in  reducing  that  dislocation.  I then  re- 
sorted to  the  fluoroscope  and  tried  to  manipulate 
it  guided  by  vision.  I was  still  unable  to  get  it 
into  place  and  keep  it  there.  So  in  order  to  get 
the  wound  in  better  condition  and  see  if  I could 
not  make  sufficient  extension  eventually  to  bring 
the  joint  in  proper  position,  I took  a metal  forearm 
splint  and  riveted  to  it  a steel  band  with  which  to 
make  extension  on  the  thumb,  put  on  ar  dressing 
with  an  elastic  band  to  make  extension  on  the 
thumb,  and  in  that  way  see  if  I could  not  hold  it  in 
place.  About  three  days  afterwards,  under  general 
anesthesia,  I opened  up  the  wound  and  cut  the 
capsule  of  the  joint  in  such  a way  that  reduction 
could  be  made,  then  resutured  the  capsule  and  again 
put  on  my  extension,  securing  a fairly  satisfactory 
result. 

I have  mentioned  this  case  to  illustrate  one  of 
the  difficulties  that  we  would  not  think  possible 
if  we  had  not  had  experience  in  the  attempt  to  re- 
duce dislocations  and  fractures  and  found  how  dif- 
ficult it  is  in  some  cases  to  get  a reduction.  In 
the  case  of  a simple  dislocation]  of  the  thumb,  such 
as  I have  described,  with  the  wound  open,  one 
would  not  believe  it  possible  that  we  should  have 


any  difficulty  at  all  in  reducing  that  dislocation  and 
holding  the  bone  in  its  proper  position,  but  I had 
brought  to  this  case  an  experience  of  probably 
thirty-eight  years  in  which  I had  handled  a great 
many  accident  cases,  and  I am  quite  ready  to  ad- 
mit that  I had  most  serious  difficulty  in  handling 
even  this  small  dislocation.  I can  very  readily  un- 
derstand the  difficulty  that  Dr.  Doege  had  in  his 
case  of  dislocation  of  the  shoulder. 

Dr.  David  J.  Twohig  (Fond  du  Lac,  Wis.):  The 
recital  of  Dr.  Doege’s  case  reminds  me  of  three  or 
four  similar  cases  which  I have  had  in  my  practice. 
In  one  case,  that  of  a woman  who  was  an  insane 
patient  at  the  county  asylum  at  Fond  du  Lac,  there 
was  a1  shoulder  dislocation  of  three  months’  stand- 
ing which  I was  able  to  reduce  and  hold  in  position 
without  open  operation,  and  eventually  the  patient 
had  a fairly  good  arm. 

Some  years  later  I saw  a young  man  who  had  a 
dislocation  of  the  shoulder  due  to  getting  caught 
on  the  fly-wheel  of  an  engine,  and,  although  there 
was  no  fracture  associated  with  the  injury,  and 
while  in  several  attempts  to  reduce  it  I was  able 
to  get  the  head  of  the  bone  into  the  glenoid  cavity, 
it  was  impossible  to  keep  it  there.  Every  time  I 
put  it  in,  within  a day  or  two  it  would  be  out  again. 
I could  not  prevail  on  the  patient  to  allow  open 
operation  in  order  to  try  to  make  permanent  reduc- 
tion, and,  while  there  is  still  dislocation,  he  has  fair 
function  of  the  shoulder. 

Two  other  cases  occurred  in  the  latter  part  of 
the  summer  of  1925.  An  electrician  who  was  quite 
heavy  had  mounted  a stepladder  which  gave  way 
with  him  and  he  fell,  sustaining  a Colles’  fracture, 
a Pott’s  fracture  on  the  opposite  side,  and  a 
dislocation  of  the  head  of  the  humerus  with  a 
fracture  of  the  neck  right  close  to  it.  We  opened 
the  shoulder  and  reduced  the  fracture  and  disloca- 
tion of  the  head  of  the  humerus,  wired  the  shaft 
to  the  head,  and  that  man  is  coming  out  with  a 
fairly  good  functional  result.  The  function  is  not 
perfect,  but  it  is  a fairly  good  arm.  He  is  still  claim- 
ing some  disability  as  it  is  an  industrial  case  and 
not  yet  settled. 

The  other  patient  was  a traveling  man  who  tipped 
over  his  automobile  and  sustained  fracture  and  dis- 
location of  the  shoulder,  and  the  same  procedure 
was  carried  out.  His  home  was  in  Milwaukee,  and, 
while  union  took  place,  I thought  he  had  the  poorer 
job  of  the  two,  but  after  function  was  somewhat 
restored  he  went  back  to  his  doctor  in  Milwaukee 
who  told  him  that  he  had  a pretty  good  arm,  and 
he  settled  with  the  insurance  company  promptly. 
He  can  do  anything  with  that  shoulder,  while  the 
other  man,  who  in  the  beginning  could  do  almost 
anything,  is  now  laying  down  on  the  job.  In  these 
two  cases,  which  occurred  within  about  six  weeks 
of  each  other,  it  is  rather  interesting  to  compare 
the  results.  The  fellow  who  is  through  with  his 
legal  adjustments  is  fine,  and  the  other  is  still  ap- 
parently disabled. 

Dr.  Victor  F.  Marshall  (Appleton,  Wis.):  In- 
juries to  the  shoulder  joint  are  especially  interest- 
ing to  me,  for  one  reason.  Shortly  after  I had  lo- 
cated at  Appleton  my  associate,  who  is  now  dead, 
was  called  to  treat  a patient  who  had  met  with  an 
accident.  This  was  before  the  days  of  common  use 


195 


THE  JOURNAL-LANCET 


of  the  X-ray.  The  patient  had  suffered  a fracture 
of  the  surgical  neck  of  the  humerus.  ' Several  days 
later,  owing  to  the  absence  of  my  associate  from 
the  city,  I saw  the  case  and  noticed  a dislocation. 
When  this  matter  was  brought  to_  the  attention  of 
the  patient  we  were  promptly  dismissed  and  the 
case  fell  into  the  hands  of  a charlatan,  with  the 
result  that  some  time  later  amputation  of  the  arm 
was  made  at  the  shoulder,  and  we  were  sued  for 
malpractice.  Fortunately,  the  case  was  adjudicated 
in  our  favor. 

I want  to  relate  another  case  to  show  the  bene- 
fit of  conservative  treatment.  A fireman  in  the 
employ  of  a traction  company  in  the  gas  depart- 
ment was  caught  on  the  pulley  of  a revolving  shaft, 
resulting  in  an  open  injury  of  the  right  upper  chest 
wall  in  the  region  of  the  axilla,  in  fact  the  pectoralis 
major  was  torn  at  its  insertion,  and  there  was  a 
compound  fracture  of  the  surgical  neck  of  the 
humerus  and  a dislocation  of  the  head  of  the 
humerus,  rather  a complicated  injury.  The  first 
step  in  the  treatment  of  this  case  was  the  suturing 
of  the  pectoralis  major  tendon  at  its  insertion  in 
the  humerus.  Some  six  weeks  later  the  arm  was 
opened  over  the  site  of  fracture,  the  fragments  re- 
duced and  held  in  place  by  a Lane  plate.  Six 
weeks  later  the  dislocation  was  reduced,  the  final 
result  being  that  restoration  of  function  in  this  case 
was  practically  100  per  cent  perfect. 

Dr.  Alfred  M.  Ridcway  (Annandale,  Minn.): 
These  cases  come  along  rather  slowly,  but  I have 
had  several  of  them.  In  the  first  one  I had,  the 
dislocation  had  existed  for  six  weeks,  no  physician 
had  been  consulted,  and  the  patient  did  not  know 
that  the  shoulder  was  dislocated;  but  he  was  suffer- 
ing a great  deal  of  pain.  In  the  cases  I have  had 
the  patients  have  all  complained  of  a great  deal 
of  nain  from  a subcoracoid  dislocation.  In  this  case 
I diagnosed  a dislocated  humerus  and  attempted  to 
reduce  it.  but  it  was  so  adherent  I was  unable  to 
dislodge  it  from  its  abnormal  location.  So  I had 
the  patient  completely  anesthetized,  which  is  very 
important  in  these  cases,  and  with  every  muscle  re- 
laxed there  was  nothing  to  bother  except  the  ad- 
hesions nature  had  formed.  I worked  for  at  least 
half  an  hour  to  break  up  these  adhesions  and  finally 
succeeded  without  causing  any  injury  to  blood- 
vessels or  nerves.  I completely  reduced  the  dislo- 
cation, and  he  was  relieved  of  his  pain  and  had  a 
very  good  functional  result. 

My  second  case  was  that  of  a laborer  who  was 
very  muscular.  The  dislocation  had  existed  some 
five  weeks,  away  beyond  the  limit  for  easy  reduc- 
tion, but  due  to  experience  gained  in  the  former 
case  I had  this  patient  completely  anesthetized  in 
order  to  do  away  with  muscular  resistance.  It  re- 
quired only  a short  time  to  break  up  the  adhesions 
and  reduce  the  dislocation.  There  was  no  atrophy 
or  paralysis,  and  no  subsequent  disability. 

The  third  case  was  that  of  a woman  whose  should- 
er had  been  dislocated  for  five  weeks  and  who  had 
been  treated  by  a “natural  bone  setter,”  who  had 
not  reduced  the  dislocation,  and  the  patient  suffered 
such  intense  pain  that  she  could  not  sleep,  day  or 
night,  and  became  very  nervous  and  emaciated.  I 
told  her  that  the  shoulder  was  dislocated,  and  she 
said  that  if  it  was  it  had  been  for  five  weeks.  Under 
complete  anesthetization  I had  no  trouble  in  break- 


ing up  the  adhesions  and  effecting  reduction. 

In  these  cases  I find  that  the  thing  to  do  is  to 
have  the  patient  thoroughly  under  the  influence  of 
a general  anesthetic  so  that  there  is  no  muscular  re- 
sistance whatever. 

Dr.  F.  Gregory  Connell  (Oshkosh,  Wis.) : I feel 
that  Dr.  Doege’s  paper  has  two  lessons  in  it.  I 
formerly  believed  that  all  cases  of  dislocation  that 
went  out  of  my  sight  were  perfectly  well,  and  evi- 
dently the  essayist  did,  but  the  statistics  which  he 
has  investigated  show  that  our  results  are  not  as 
good  as  some  of  us  think  they  are,  and  I believe 
that  at  the  present  time  a new  chapter  is  being 
written  in  medicine  based  on  remote  results.  This 
is  being  done  in  cancer,  and  the  findings  are  dis- 
concerting. In  the  last  few  years  I have  had  oc- 
casion to  investigate  the  remote  results  in  appendi- 
citis. I have  investigated  the  remote  results  fol- 
lowing hernial  operations,  and  at  the  present  time 
I am  investigating  the  remote  results  after  removing 
the  gall-bladder  with  or  without  stones.  I feel  that 
though  the  immediate  result  is  often  very  satisfac- 
tory, the  case  history  is  not  completed  until  the 
remote  result  is  recorded. 

I have  had  only  one  case  in  which  I have  done 
open  operation  for  dislocation  and  fracture.  I was 
called  by  Dr.  T.  D.  Smith,  of  Neenah,  Wis.,  to  see 
the  case  shortly  after  injury  of  the  shoulder  joint, 
and  the  X-ray  revealed  fracture  of  the  neck  of  the 
humerus.  We  tried  to  reduce  it  under  the  fluoro- 
scope  and  decided  that  there  was  some  fibrous 
tissue  between  the  fragments  and  that  it  could  not 
be  reduced  or  retained  in  position.  So  we  did  open 
operation  at  once,  and  after  removing  some  inter- 
vening fibrous  tissue  and  using  chromic  catgut  we 
put  it  up  in  extreme  abduction  and  secured  a good 
result,  only  post-operative  X-ray  plate  studies  re- 
vealed subcoracoid  displacement  of  the  head  of  the 
humerus,  which  had  not  been  recognized.  Not 
knowing  what  to  do,  we  did  not  do  anything.  Six 
weeks  afterwards,  under  anesthesia,  without  any 
difficulty  the  head  of  the  humerus  was  put  right 
into  the  glenoid  cavity  with  perfect  functional  re- 
mote result. 

I agree  with  Dr.  Doege  on  his  principle  that  you 
should  reduce  the  head  first  and  then  attend  to  the 
fracture  afterwards,  but  I feel  that  it  may  promise 
to  be  rather  difficult  to  reduce  the  head  because 
you  have  no  leverage.  When  you  have  the  humerus 
with  six  inches  leverage  it  is  easy,  but  when  cut 
right  off  close  it  is  difficult.  So  I would  not  say 
to  wait  six  weeks  before  attempting  reduction,  but 
in  the  only  case  of  the  kind  I have  had  it  worked 
beautifully. 

Dr.  Doege  (closing):  I have  really  nothing  to  add 
except  to  say  that  I did  not  especially  care  to  re- 
port the  case  after  having  so  many  failures  in  re- 
ducing the  dislocation  and  in  maintaining  it,  feeling 
that  I might  be  severely  handled  in  the  discussion. 
It  was  at  the  suggestion  of  Dr.  Hopkins  that  I de- 
cided to  report  it.  It  certainly  is  an  unusual  thing 
that  four  attempts  to  secure  reduction,  two  by  ma- 
nipulative methods  and  two  by  open  methods,  should 
have  been  failures.  At  the  same  time,  the  very  dif- 
ficulties I had  encountered  in  the  case  eventually 
decided  me  to  report  it.  I undoubtedly  have  made 
mistakes,  but  it  is  my  hope  that  this  review  may 
be  of  assistance  to  others. 
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Introductory  remarks. — With  the  founding  of  Lyman- 
hurst  as  a school  for  tuberculous  children  the 
study  of  juvenile,  or  so-called  childhood,  tubercu- 
losis was  pioneered  in  Minneapolis.  The  study  of 
children  admitted  to1  this  school  elicited  the  definite 
necessary  findings  for  a diagnosis,  of  pulmonary  in- 
fection, but  with  minimum  pathology.  So-called 
consumption,  the  name  for  tuberculosis  of  the  lungs, 
has  been  the  world’s  scourge  for  centuries.  The 
incipient  invasion  and  manifestation  in  childhood 
as  a proper  forerunner  of  adult  tuberculosis  is  much 
more  recent.  The  problem  from  the  standpoint 
of  the  public  health  steps  back  a step  in  recognizing 
this  form  of  tuberculosis  before  it  is  absolutely 
demonstrable  as  a direct  menace  to  the  public.  In 
dealing  with  the  children  of  a community,  agencies 
other  than  the  communicable  disease  bureau,  the 
Health  Department,  automatically  become  active. 
For  the  purpose  of  correlating  the  activities  of  the 
tuberculosis  visiting  nurses,  the  school  nurses,  and 
the  practitioners  of  medicine  with  the  knowledge 
in  the  hands  of  the  Lymanhurst  medical  staff,  the 
staff  meetings  of  the  Lymanhurst  staff  were  thereup- 
on open  to  a discussion  of  the  question  of  childhood 
tuberculosis  from  all  of  these  angles.  At  a quarter- 
ly meeting  of  the  staff  the  problems  from  the  stand- 
point of  the  Health  Department  nurse,  the  school 
nurse,  and  the  physician,  will  be  discussed.  This 
plan  of  meeting  was  inaugurated  at  the  regular 
staff  meeting.  It  was  proposed  that  at  these  meet- 
ings which  were  to  be  held  quarterly  papers  were 
to  be  presented  from  the  agencies  interested  and  con- 
cerned and  the  January  joint  meeting  bore  fruit. 

As  a communicable  disease  tuberculosis  prob- 
ably has  existed  as  long  as  man  has  populated  the 
earth.  It  is  one  of  the  few  diseases  of  man 
which  he  shares  with  the  lower  animals.  The 
sanitary  laws  of  Moses  as  found  in  the  Old 
Testament  are  as  effective  to-day  as  in  the  day 
of  their  application  and  contribute  to  the  health 
of  both  man  and  beast.  Medicine  is  probably 
as  old  as  disease,  but  both  phases  of  the  art  of 
preventing  and  curing  disease  have  grown  from 
the  dark  ages  of  history  to  our  present  modern 

•Presented  before  the  Staff  of  the  Lymanhurst  School 
for  Tuberculous  Children,  Minneapolis,  Minn.,  January  25, 
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times.  The  field  of  public  health  perhaps  has 
made  greater  strides  in  a shorter  time  than  has 
the  healing  art.  The  advent  of  bacteriology  has 
contributed  to  the  scientific  development  of  cura- 
tive and  preventive  groups.  Public  health  to-day 
stands  forth  as  an  entity,  but  there  exists  a very 
definite  fallacy  that  curative  and  preventive 
medicine  are  distinct  in  their  fields  of  endeavor. 
Preventive  medicine  is  not  a science  distinct 
from  the  science  of  curative  medicine.  The 
single  science  of  prevention  and  cure  are  off- 
springs of  the  same  mother  and  must  of  neces- 
sity, if  success  is  to  be  attained,  work  as  twins 
in  a common  field. 

The  physician  in  the  practice  of  his  profes- 
sion and  the  public  health  officer  in  the  exercise 
of  his  duties  turn  to  a common  agency,  the 
nurse.  Working  to  the  same  end,  to  the  ad- 
vancement of  human  well-being,  the  preventive 
and  curative  groups  with  their  common  ally,  the 
nurse,  striving  to  the  same  accomplishments, 
must  work  in  harmony.  The  line  of  endeavor 
in  public  health  must  have  the  support  of  the 
physician,  and  the  physician  in  the  art  of  cura- 
tive medicine  needs  the  correlation  of  the  pub- 
lic-health activity.  There  is,  therefore,  no  ver- 
sus. Neither  in  the  scientific  nor  in  the  philo- 
sophical exercise  of  their  art  can  either  field  be 
complete  without  the  other.  The  physician  who 
strives  to  cure  endeavors1  to  prevent,  and  the 
preventive-medicine  director  in  his  endeavors  to 
prevent  is  curing.  Hand  in  hand,  therefore,  with 
the  nurse  as  our  ally,  be  she  clinical  or  public 
health,  the  good  of  the  world  is  directed  through 
the  combined  forces  and  the  united  advances  of 
prevention  and  cure. 


THE  LYMANHURST  CHILD 
By  Alice  E.  Collins,  R.N. 

Do  you  know  just  what  happens  to  the  pupil 
whom  you  send  to  Lymanhurst?  I thought  you 
would  be  interested  in  the  daily  routine,  and 
what  Lymanhurst  means  to  this  child. 

Lymanhurst  is  a school  for  tuberculous  chil- 
dren. This  does  not  mean  that  the  pupils  at  the 
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present  time  have  a communicable  disease  for 
should  they  have  an  active  or  adult  type  of 
tuberculosis  they  must  be  hospitalized  or  given 
bed  care.  They  are,  rather,  potential  cases  in  that 
they  may  break  down  or  the  infection  progress  at 
any  time.  Close  observation,  which  is  not  possible 
in  the  regular  school  program,  therefore,  is  nec- 
essary to  prevent  this.  This  question  of  com- 
municability by  the  pupil  is  one  of  the  most 
frequent  factors  with  which  we  deal.  Often  a 
mother  on  entering  her  child  fears  the  contact 
with  the  others  here  because  she  is  very  sure  her 
child  has  not  tuberculosis. 

Lymanhurst  has  a capacity  of  two  hundred 
pupils,  although  our  enrollment  now  is  quite  low, 
150.  There  are  seven  class-rooms  with  grades 
from  2B  to  9B,  inclusive,  and  one  class  for  sub- 
normal. The  pupils  come  on  the  streetcars  from 
all  parts  of  the  city,  being  referred  by  Out-Pa- 
tient chest  clinic,  private  physicians,  and  other 
clinics.  At  8 :45  they  go  to  the  dining-room  for 
morning  diet,  consisting  of  cooked  cereal  and 
whole  milk.  At  the  close  of  the  day  they  have 
hot  cocoa,  milk,  or  fruit  juice.  After  meals  they 
go  to  class-rooms,  and  in  spite  of  many  interrup- 
tions during  the  day,  tests  show  they  are  doing 
a little  better  than  the  city  average.  The  same 
curriculum  is  used  as  by  other  schools  of  the 
city,  although  music,  drawing,  manual  training, 
cooking,  regular  “gym,”  etc.,  are  omitted.  At 
noon  they  are  served  a well-balanced  dinner,  and 
many  children  are  learning  to  eat  vegetables. 
Class-room  temperatures  of  pupils  are  taken 
each  day,  and  all  pupils  sleep  for  one  hour  in 
the  afternoon.  Once  a week  at  showers  they 
have  stripped  weights  taken.  Heliotherapy  is 
given  where  indicated,  under  the  direction  of 
Dr.  Hayes.  The  only  gymnasium  we  have  is 
corrective  work  for  scoliosis,  poor  posture,  and 
pronated  feet.  This  is  given  by  a regular  “gym” 
teacher  under  the  direction  of  and  after  diag- 
nosis by  Dr.  Giessler. 

On  the  school  staff,  besides  Dr.  Myers,  chief 
of  the  Lymanhurst  staff,  there  are  eight  physi- 
cians conducting  the  medical  work.  Dr.  Stewart, 
pediatrician,  examines  each  child  at  least  every 
semester,  and  more  often  when  indicated.  Chil- 
dren running  an  elevated  temperature,  losing 
weight,  coughing,  those  in  direct  contact  with  ac- 
tive cases  in  the  home,  etc.,  are  cases  for  more 
frequent  and  special  examination.  Routine  ex- 
amination of  the  heart,  including  fluoroscopic  ex- 
aminations by  Dr.  Ziskin ; nose  and  throat,  by 
Dr.  Waldron;  skin,  by  Dr.  Butler;  orthopedic, 
by  Dr.  Giessler ; thyroid,  with  basal  metabolism 
test,  by  Dr.  McKinley ; and  eyes  by  Dr.  Camp. 


The  pupils  are  refracted  and  fitted  with  glasses 
at  Lymanhurst  under  the  same  routine  as  at 
the  Clinton  Eye  Clinic.  X-rays  and  tuberculin 
tests  are  given  routinely.  Children  are  trans- 
ferred to  regular  school,  or  the  Trudeau  School, 
when  the  physicians  feel  the  tuberculous  infec- 
tion will  not  progress  to  a demonstrable  clinical 
disease  with  proper  care  in  the  home.  A com- 
plete record  of  all  examination  findings  is  kept 
and  filed  for  future  reference. 

There  is  an  obvious  necessity  for  getting  these 
clinic  findings  to  the  home,  and  to  know  whether 
or  not  there  is  co-operation  there  to  carry  on. 
There  is  not  much  gained  by  one  hour’s  after- 
noon sleep  if  the  child  is  getting  up  before  5 a.  m. 
to  deliver  morning  papers,  or  goes  to  bed  at  9 
or  10  in  the  evening.  The  contact  in  the  home 
means,  not  only  public  health  instruction  to  the 
family,  but  actually  “selling”  the  idea  of  Lyman- 
hurst to  them.  It  is  surprising  to  note  that  the 
larger  percentage  of  our  homes  are  broken  ones, 
either  through  loss  of  a parent  or  need  of  fi- 
nancial help. 

The  most  outstanding  problem  with  which 
we  have  to  deal  is  the  stigma  which  the 
public  unnecessarily  puts  upon  a child  who  at- 
tends here.  This  “stigmatizing”  is  not  con- 
fined to  the  uneducated  class,  but  as  much  to 
private  physicians,  nurses,  and  teachers,  who  do 
not  fully  understand  and  are  not  instructing 
wisely.  I am  not  sure  but  that  this  condition  of 
isolating  by  reason  of  stigma  would  be  greatly 
lessened  by  having  the  home  contacts  made  by 
a special  Lymanhurst  public-health  nurse,  rather 
than  by  one  from  either  the  Tuberculosis  Divi- 
sion of  the  Health  Department  or  the  school 
nurse. 

Although  there  is  no  lack  of  harmony,  it  seems 
to  me  that  at  the  present  time  there  is  a need  for 
standing  policies  among  the  Lymanhurst  staff 
and  workers.  Because  one  physician  may  be 
more  conservative  than  another,  the  activities 
need  to  be  previously  determined.  Minneapolis 
is  very  fortunate  to  be  in  a University  town 
where  we  have  access  to  a staff  such  as  we  have 
here,  who  are  making  possible  Dr.  Harrington’s 
vision  of  making  Minneapolis  safe  for  the 
school  children  from  the  ravages  of  tuberculosis. 

HOME  SUPERVISION  OF  THE  JUVE- 
NILE TUBERCULOSIS  CASE 
BY  Margaret  Holtiiaus,  R.N. 

Division  of  Public  Health 

One  of  the  many  important  duties  of  the 
Public  Health  Nurse  is  the  supervision  of  the 
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juvenile  tuberculosis  case.  Few  of  the  medical 
profession  and  fewer  still  of  the  laymen  are 
aware  of  the  relative  importance  of  this  branch 
of  our  work.  Indeed  to  some  the  term  juvenile 
tuberculosis  case  bears  no  special  significance, 
but  to  those  of  us  who  in  our  visits  to  the  vari- 
ous homes  come  in  contact  with  these  cases,  it 
becomes  a most  important  subject  and  one  in 
which  we  Public  Health  Nurses  can  and  do 
render  a great  deal  of  service. 

I have  in  mind  a recent  case  from  my  own 
expei'ience,  and  because  it  is  so  typical  of  numer- 
ous other  cases  which  some  of  you  no  doubt 
have  come  in  contact  with,  I shall  detail  for  you 
some  of  its  more  interesting  phases  and  explain, 
after  a fashion,  the  procedure  I followed  and  the 
methods  I used  as  a Public  Health  Nurse  in 
handling  this  particular  problem. 

For  professional  reasons,  I shall  name  my 
patient  Johnny  Jones.  Johnny  Jones,  an  eleven 
year  old  boy  of  slight  build,  fair  complexion, 
undernourished  and  underweight,  was  of  a fam- 
ily of  eight  which  included  the  father  and 
mother  who  were  of  the  age  of  forty,  one  brother, 
age  nine  and  four  sisters  of  the  ages  6 years,  4 
years,  2 years,  and  6 months,  respectively.  This 
family  with  the  children’s  uncle,  a man  of  about 
thirty-five,  lived  in  an  ordinary  low-roofed  dwel- 
ling consisting  of  four  rooms  located  in  that 
portion  of  Minneapolis  often  referred  to  as  the 
Bohemian  flats,  and  it  wa9  in  this  home  that  my 
acquaintance  with  Johnny  Jones  and  the  Jones 
family  started. 

Johnny  Jones  was  a juvenile  tuberculosis  case. 
This  much  I knew  from  the  records  before  enter- 
ing the  house.  Upon  entering  the  house  one  was 
instantly  aware  of  the  fact  that  it  was  fully  oc- 
cupied. Certainly  every  room  appeared  to  be 
crowded  with  what  we  like  to  call  home  neces- 
sities. In  a small  kitchen,  the  walls  of  which 
were  whitewashed,  stood  an  old-fashioned  wood 
range  which  served  a double  duty,  being  used 
for  cooking  purposes  and  to  heat  a part  of  the 
house.  The  various  accessories  to  a dining  room, 
such  as  a table  and  bench  were  also  here,  and  the 
children  made  it  clean-up  headquarters.  Another 
room  was  used  as  sleeping  quarters  for  the 
uncle  at  night  and  in  the  day  served  as  a sewing 
and  mending  room.  A third  room  was  used  as 
the  laundry  and  for  storage  of  fuel  and  other 
miscellaneous  items.  The  last  and  largest  of 
the  rooms,  was  utilized  as  the  family  bedroom. 

Here  the  eight  members  of  the  family  had 
their  sleeping  headquarters  making  use  of  three 
full-sized  beds  and  two  cribs  in  order  that  all 
of  them  might  sleep.  Only  one  window  served 


for  the  purpose  of  light  and  ventilation.  From 
a rather  hasty  observation  of  the  bedding  and 
conditions  in  general  throughout  the  house  it 
was  apparent  that  the  family  was  inclined  to 
be  clean  and  evidently  had  been  trying  to  make 
the  most  of  the  circumstances.  Even  the  bed 
linen  showed  signs  of  having  been  laundered  re- 
cently. 

Naturally,  my  first  duty  was  to  consult  with 
the  parents  and  secure  if  possible  their  confi- 
dence and  co-operation.  Here  I met  my  first 
obstacle,  for  the  mother  was  unable  to  under- 
stand English  and  could  not  speak  it.  This  dif- 
ficulty was  soon  overcome,  for  little  Johnny,  who 
had  been  attending  the  Public  School  and  is  now 
going  to  Lymanhurst  School,  bobbed  into  the 
room  and  acted  as  interpreter. 

Even  now  another  little  barrier  had  to  be  skill- 
fully removed.  Handicapped  as  I was  through 
the  mother  being  unable  to  understand  English 
it  was  doubly  hard  for  me  to  have  the  boy  act 
as  interpreter  because  we  Public  Health  Nurses 
never  discuss  tuberculosis  as  a separate  topic 
with  the  juvenile  even  though  he  be  a registered 
case.  Then  too  the  parents  are  more  or  less 
reluctant  about  giving  information  regarding  their 
home  life,  conditions,  or  surroundings.  Usually, 
as  in  this  case,  it  is  necessary  to  make  several 
visits  before  obtaining  their  full  co-operation. 
On  my  second  visit  I became  acquainted  with 
the  father  who  could  speak  and  understand 
English,  and  from  then  on  I was  quite  success- 
ful in  securing  the  family  co-operation  and  in 
observing  health  rules. 

I found  five  children  were  limited  to  one  quart 
of  milk  a day  between  them  and  that  the  youngest 
child  was  afflicted  with  what  physicians  later  de- 
termined was  furunculosis  due  to  malnutrition. 
Their  sleeping  hours  were  very  irregular,  Johnny 
not  getting  to  bed  before  eleven  and  sometimes 
twelve  o’clock  at  night,  meals  were  a hit  or  miss 
affair  the  children  eating  when  they  could  get  it, 
there  being  no  regularity  in  the  hours  and  no 
idea  whatsoever  of  what  constituted  a balanced 
diet. 

After  my  observations  my  first  duty  was  to 
educate  the  parents  to  have  them  realize  their 
responsibilities  as  heads  of  the  family,  to  teach 
and  make  them  understand  the  importance  of 
regularity  in  eating  habits,  the  value  of  retiring 
early  and  obtaining  good  and  sufficient  sleep  or 
rest,  the  importance  of  sleeping  alone  and  of 
having  proper  ventilation,  good  wholesome  men- 
tal exercise  and  proper  outdoor  exercise  unless 
restricted  by  the  physician’s  orders. 

It  is  hard  to  make  the  parents  feel  that  their  # 
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family  will  benefit  by  following  these  instructions. 
Improvement  in  health  does  not  come  overnight. 
It  is  a slow,  tedious  process  and  it  has  been 
hard  on  the  parents  of  Johnny  Jones.  Father 
had  to  spank  little  Johnny  several  times  in  order 
to  get  him  to  bed  at  the  proper  hour,  but  regu- 
larity has  been  established  and  our  instructions 
are  being  complied  with. 

The  children  have  been  taught  the  value  of 
milk  as  a food.  They  are  no  longer  limited  to 
one  quart  between  them,  but  through  the  kind 
co-operation  and  generosity  of  the  Citizen’s  Aid 
Association,  the  Public  Health  Division  has  fur- 
nished them  with  five  quarts  of  milk  per  day 
over  a considerable  period  of  time,  and  now  the 
family  continues  the  practice  at  their  own 
expense,  realizing  as  they  do  the  splendid  results 
obtained  from  it. 

They  have  been  taught  to  go  to  bed  early 
and  the  necessity  of  a good  night’s  sleep.  Johnny 
is  under  the  covers  at  eight  thirty  every  even- 
ing. The  children,  and  Johnny  especially,  have 
been  taught  to  cover  the  mouth  and  nose  when- 
ever they  cough  or  sneeze,  using  a handkerchief 
or  rag  or  even  a paper  to  catch  the  cough  or 
sneeze.  The  children  are  taught  to  wash  their 
hands  before  eating  or  after  going  to  the  toilet. 
The  entire  family  is  given  knowledge  and  in- 
structed in  those  matters  which  will  prevent  the 
spread  of  colds  or  other  communicable  diseases 
which  the  children  may  knowingly  or  unknow- 
ingly be  harboring. 

This  knowledge  imparted  to  the  family  is 
from  its  very  nature  termed  missionary  work. 
Its  chief  value,  although  educational,  lies  in  the 
fact  that  we  are  building  a foundation  for  what 
is  to  come.  Were  we  to  cease  in  our  effort  at 
this  point  little  good  would  result  to  the  family, 
but  we  do  not  stop  here,  we  go  on,  our  work 
has  just  begun.  During  our  visits  we  pay  par- 
ticular attention  to  their  meals,  instructing  them 
in  what  constitutes  a balanced  diet,  the  benefits 
obtained  from  abstaining  from  tea  and  coffee 
drinking,  the  necessity  of  vegetables  and  fresh 
fruits,  and  in  cases  where  the  physician  has  or- 
dered a special  diet  we  make  it  plain  that  the 
specified  orders  are  to  be  strictly  adhered  to. 

We  took  the  mother  and  the  youngest  child 
to  the  University  Dispensary.  Here  the  child 
who  was  suffering  with  furunculosis  was  given 
proper  medical  attention.  The  mother  was  told 
what  caused  this  condition,  that  it  was  due  to 
improper  diet.  She  was  given  a diet  formula 
and  instructed  in  its  use.  In  this  particular  case 
it  seems  that  the  patient  had  been  to  the  Dis- 
pensary several  times  previously,  but  because  of 
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the  mother’s  inability  to  understand  English  she 
was  unable  to  comprehend  the  necessity  of  fol- 
lowing the  diet  formula  and,  instead,  was  ad- 
hering to  an  external  remedy  in  the  nature  of 
a little  salve  which  she  had  expected  would 
remedy  the  condition. 

When  she  understood  the  proper  use  of  the 
diet  formula  it  was  only  a short  time  until  the 
condition  wasi  cleared  up.  And  I might  add 
that  adherence  to  this  diet  formula,  together 
with  regularity  in  habits,  has  caused  much  im- 
provement in  the  health  of  this  family. 

During  the  past  eighteen  months  it  has  been 
my  practice  as  a public  health  nurse  to  keep 
in  contact  with  this  family  and  its  home  condi- 
tions partly  as  a follow-up  measure  and  partly 
to  note  the  condition  of  the  family  in  general 
and  little  Johnny  Jones  in  particular.  During 
those  eighteen  months  every  member  of  the  fam- 
ily has  been  examined  for  tuberculosis  at  the 
various  chest  clinics,  the  children  being  examined 
at  Lymanhurst. 

The  advice  of  the  physician  has  been  carried 
out  to  a large  extent  because  of  our  co-operation, 
the  value  of  cleanliness,  the  benefits  to  be  de- 
rived from  regularity  of  habits,  the  improve- 
ments in  health  conditions  brought  about  by  pro- 
per food  at  regular  intervals,  the  necessity  for 
plenty  of  light,  ventilation,  and  plenty  of  rest- 
ful sleep,  all  these  have  been  impressed  upon  the 
family  through  our  follow-up  methods. 

The  results  I am  proud  to  state  are  surpris- 
ing. From  an  undernourished  pale-looking 
group  of  children,  underweight  eighteen  months 
ago,  we  have  developed  a happy,  lively  group  of 
healthy  children,  all  of  normal  weight,  except 
little  Johnny  for  whom  the  struggle  has  been 
somewhat  hard,  but  who  is  gaining  slowly  but 
surely  and  will,  I am  satisfied,  come  out  all  right. 

During  these  months  as  public  health  nurses 
we  have  encouraged  the  family  to  fight  on  to 
better  their  home  conditions  in  every  way  possi- 
ble. We  secured  jobs  for  the  father,  and  cloth- 
ing and  provisions  for  the  family. 

In  only  one  recommendation  have  we  fallen 
short,  and  that  is  regarding  the  sleeping  quarters. 
Naturally,  no  one  can  be  enthused  with  the  idea 
of  a family  of  eight  sleeping  in  a room  having 
only  one  window  for  ventilation.  We  very 
strongly  disapprove  of  this  arrangement  and  on 
every  visit  we  recommend  a change  and  some- 
times quite  emphatically,  but  because  of  the  cir- 
cumstances of  the  family,  it  being  self-support- 
ing, and  since  families  of  this  type  do  not  come 
under  public  agencies  we  have  been  unable  to 
make  a change  in  this  arrangement.  Even  so, 
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the  family  is  getting  along  better,  the  children 
are  growing  up  stronger  and  sturdier,  and  when 
these  sleeping  conditions  are  remedied  I feel  that 
the  time  and  effort  I have  put  forth  as  a public 
health  nurse  to  aid  this  family  will  have  been 
very  profitably  spent. 


Much  good  has  been  accomplished,  and  I know 
that  in  this  as  in  numerous  other  cases,  many  of 
which  no  doubt  you  could  recall,  the  efforts  of 
Public  Health  Nurses  in  the  juvenile  tubercu- 
losis case  have  been  of  inestimable  value  to  the 
individual  families  and  to  the  public  at  large. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  March  13,  1929 


The  regular  monthly  meeting  of  the  Minne- 
sota Academy  of  Medicine  was  held  at  the 
Town  and  Country  Club  on  Wednesday  even- 
ing, March  13,  1929.  Dinner  was  served  at 
7 p.  M. 

The  meeting  was  called  to  order  at  8 p.  m. 
by  the  President,  Dr.  C.  N.  McCloud.  There 
were  35  members  present. 

Minutes  of  the  February  meeting  were  read 
and  approved. 

Dr.  E.  T.  F.  Richards  read  the  following 
memorial  to  Dr.  Charles  Lyman  Greene,  and 
a motion  was  carried  that  this  be  spread  on  the 
permanent  records  of  the  Academy  and  a copy 
sent  to  the  family. 

Charles  Lyman  Greer.e  was  born  in  Gray,  Maine, 
in  1862.  He  died  in  St.  Paul  on  January  19,  1929, 
at  the  age  of  66  years,  from  cerebral  hemorrhage. 
His  father  was  a well-known  surgeon  of  Massachu- 
setts and  Maine  and  was  at  one  time  Professor  of 
Surgery  in  the  University  of  Michigan. 

Receiving  his  early  education  in  the  public  schools 
of  Portland,  Maine,  Dr.  Greene  was  graduated  from 
the  University  of  Michigan  in  1885.  He  then  studied 
medicine  at  the  Universities  of  Michigan  and  Min- 
nesota, receiving  his  M.D.  from  the  University  of 
Minnesota  in  1890.  This  was  followed  by  a year  of 
postgraduate  work  at  Harvard  and  Johns  Hopkins 
and  in  Europe. 

Dr.  Greene  held  many  important  positions  on 
the  Medical  Faculty  of  the  University  of  Minnesota: 
Instructor  in  Applied  Anatomy  1894-1897;  Profes- 
sor of  Clinical  Medicine  and  Physical  Diagnosis 
1897-1903;  Professor  of  the  Theory  and  Practice  of 
Medicine  1903-1909:  Professor  of  Medicine,  and 
Chief  of  the  Department  1909-1915.  He  was  also 
attending  physician  to  several  St.  Paul  hospitals: 
The  City,  St.  Luke’s,  the  Miller,  and  the  State 
Hospital  for  Crippled  Children. 

Dr.  Greene  was  a member  of  several  medical  so- 
cieties, including  the  Association  of  American  Phy- 
sicians, the  American  Association  for  the  Advance- 
ment of  Science,  American  Medical  Association, 
American  Therapeutic  Association,  American  Col- 
lege of  Physicians,  Minnesota  State  Medical  Associ- 
ation, Minnesota  Society  of  Internal  Medicine,  and 
the  Minnesota  Academy  of  Medicine.  He  served  on 
different  occasions  as  President  of  the  Minnesota 
State  Medical  Association  and  the  Minnesota  Society 


of  Internal  Medicine.  He  was  at  one  time  medical 
director  of  the  Minnesota  Mutual  Life  Insurance 
Company,  and  President  of  the  National  Association 
of  Life  Insurance  Examiners. 

Dr.  Greene  was  a prolific  writer  and  was  the  author 
of  several  well-known  works,  including  “Medical 
Examination  for  Life  Insurance,”  and  “Medical 
Diagnosis,”  as  well  as  numerous  articles  on  diseases 
of  the  heart  in  medical  periodicals. 

He  was  a member  of  the  Authors’,  the  Royal 
Societies’  and  the  American  Universities’  Clubs  in 
London,  England;  the  National  Arts,  and  the  Delta 
Kappa  Epsilon  Clubs  of  New  York  City;  the 
Lafayette  Club  of  Minneapolis,  and  the  Minnesota 
and  University  Clubs  of  St.  Paul. 

His  war  record,  though  hampered  by  physical 
disability,  was  a brilliant  one.  Appointed  Contract 
Surgeon  in  September,  1917,  he  secured  a commis- 
sion as  Captain  in  November,  1917,  received  his 
Majority  in  October,  1918,  was  commissioned  Lt. 
Colonel  in  April,  1919,  and  was  made  Colonel  of 
the  Medical  Section,  Officers  Reserve  Corps,  in  Tuly, 
1919. 

Possessed  of  a poise  and  composure  which  out- 
wardly nothing  disturbed,  Dr.  Greene  wras  able  at 
all  times  to  bring  to  the  bedside  of  the  sufferer  a 
helpful,  reassuring  sense  of  security.  His  ability 
to  attract  and  enthuse  students  and  the  younger 
members  of  the  profession  made  his  career  as  a 
teacher  a notably  happy  and  successful  one.  His 
unfailing  hospitality,  courtesy,  and  charm  endeared 
him  to  his  associates  who  by  his  passing  have  suf- 
fered the  loss  of  a loyal  friend. 

(Signed)  John  E.  Hynes,  M.D. 

G.  E.  Senkler  M.D. 

E.  T.  F.  Richards,  M.D. 

The  scientific  program  of  the  evening  con- 
sisted of  a paper  and  case  reports  as  follows : 
Dr.  Arnold  Schwyzer  (St.  Paul)  read  a paper 
on  “Chronic  Mastitis.” 

DISCUSSION 

Dr.  J.  F.  Corbett  (Minneapolis):  I wras  greatly 

interested  in  Dr.  Schwyzer’s  paper,  and,  as  he  read 
it,  it  occurred  to  me  what  I thought  was  a good 
definition  of  malignancy;  that  malignancy  is  a rio- 
tous atypical  proliferation  of  the  epithelial  cells; 
and  as  I looked  at  some  of  these  pictures — some  of 
them  suggesting  carcinoma  that  were  not  carcin- 
oma, and  others  that  looked  very  much  like  them 
that  were  malignant — it  occurred  to  me  how  easy 
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it  is  to  make  a mistake  in  the  histological  section. 

Bearing  in  mind  the  atypical  character  of  the 
cell,  that  it  is  riotous,  that  it  breaks  into  the  sur- 
rounding tissue  through  its  membrane,  we  have 
something  on  which  to  base  a diagnosis  of  mal- 
ignancy. 

In  papillomatous  growths  that  were  described 
by  Greenough  and  Hartley,  three  of  these  were 
encountered  in  a series  of  twenty  malignancies. 

On  the  other  hand,  I have  encountered  several 
cases  with  such  epithelial  proliferations,  have  re- 
moved them  locally,  and  followed  the  cases  for  years, 
and  no  malignancy  has  resulted. 

In  these,  as  one  studied  the  cells  carefully  under 
the  microscope,  our  first  impression  of  an  atypical 
cell  disappears,  and  we  find  we  are  dealing  with  an 
orderly  arrangement  of  cells  and  an  orderly  cell. 

Dr.  A.  R.  Colvin  (St.  Paul):  Dr.  Schwyzer  has 

presented  a subject  which  should  invite  a very  great 
deal  of  discussion.  Somebody  has  said  that  tumors 
of  the  breast  have  formed  the  pathological  and 
histological  high  school  of  pathology. 

What  is  adenocystic  disease,  and  what  are  we  go- 
ing to  call  all  the  various  phases  of  it?  Dr.  Schwy- 
zer has  indicated  the  various  names  applied  to  it, 
and  yet  we  do  not  know  what  it  is;  the  various 
names  given  it  are  an  indication  as  to  the  different 
views  held  as  to  its  nature;  that  is,  is  it  primarily 
neoplastic  or  primarily  inflammatory?  The  clinical 
pathological  picture  is  not  the  picture  we  see  in 
tumors  anywhere  else. 

Dr.  Schwyzer  has  reminded  us  of  the  changes 
that  breast  tissue  undergoes  at  different  times.  It 
is  interesting  that  the  periods  at  which  pathological 
changes  are  liable  to  occur  are  those  in  which 
physiological  changes  occur;  at  birth  we  frequently 
find  inflammatory  trouble,  even  abscess  at  puberty, 
and  again  in  lactation;  all  of  these  physiological 
slates  are  accompanied  by  hyperemia  and,  as  I have 
said,  by  acute  or  subacute  inflammation.  The  changes 
occurring  are  spoken  of  as  assimilatory  and  dis- 
similatory.  Changes  of  a somewhat  similar  nature 
occur  in  the  male  breast.  Clinically  these  breasts 
are  uniformly  enlarged  and  firm;  histologically  they 
present  something  of  the  pictures  seen  in  adeno- 
cystic disease,  in  dilatation  of  ducts  and  increase  in 
acini,  and  the  presence  of  a surrounding  loose 
fibrocellular  tissue.  This  condition  in  the  Imale 
breast  may  disappear  spontaneously  as  in  one  case, 
the  subject  being  a physician  about  thirty-five  years 
of  age,  one  breast  and  then  the  other  became  en- 
larged and  tender  and  puffy-looking.  This  condi- 
tion persisted  for  some  time  and  then  disappeared. 
The  doctor  told  me  that  during  his  wife’s  previous 
pregnancies  he  was  always  nauseated,  but  this  time 
the  breasts  assumed  the  condition  just  described. 
These  breasts  represent  plainly  a combination  of 
hypertrophy  and  inflammation;  in  other  words, 
about  the  same  picture  seen  after  birth  and  at  pu- 
berty and  during  lactation. 

Dr.  Schwyzer  has  shown  us  the  various  phases 
of  structural  changes  found  associated  with  adeno- 
cystic disease,  most  of  them  not  malignant,  but  in 
some  there  was  associated  malignancy.  The  great 
point  is,  and  the  point  upon  which  turns  the  im- 
portance of  the  surgeon’s  judgment,  whether  or  not 
such  a breast  has  anything  to  do  with  malignancy  or 
whether  malignancy  is  simply  an  associated  condi- 


tion. Ten  to  fifty  per  cent  of  such  breasts  are 
malignant  according  to  different  observers. 

The  recognition  clinically  of  adenocystic  disease, 
or  cystic  mastitis  is  usually  easy  and  when  one  feels 
in  the  breast  a lot  of  little  shot-like  bodies  one  can 
arrive  at  the  conclusion  that  the  patient  has  cystic 
mastitis. 

When  a definite  lump  is  felt  in  a breast  in  which 
one  has  diagnosed  cystic  mastitis,  there  may  be 
doubt  as  to  whether  or  not  the  lump  means  car- 
cinoma developing  in  such  a breast.  Such  breasts 
should,  I think,  be  explored.  At  exploration  the 
question  of  histological  examination  arises;  if  it 
is  positive  of  carcinoma,  well  and  good,  but  if  it  is 
negative  from  one  area  it  is  still  uncertain  as  to 
whether  carcinoma  has  not  begun  in  another  area, 
because  adenocystic  disease  is  a generalized  dis- 
ease of  the  breast  and,  indeed,  perhaps  always  both 
breasts.  Such  an  explored  breast  should,  I think, 
be  removed  whether  carcinoma  is  present  or  not. 
It  can  thus  be  inferred  that  great  judgment  is  re- 
quired in  the  therapeutic  approach  to  such  breasts. 
In  young  people,  I think  we  are  justified  in  leaving 
them  alone;  even  a bloody  discharge  from  the  nip- 
ple in  young  people  need  not  cause  alarm.  I can 
recall  one1  such  case  in  a young  girl,  ten  years  ago, 
who  had  been  advised  to  have  her  breast  removed 
and  did  not  have  it  done.  She  is  now  married,  has 
a child,  and  has  had  no  trouble. 

It  is  interesting  to  recall  a personal  conversation 
with  Dr.  Bloodgood,  years  ago,  in  which  he  said 
that  no  matter  whether  excision  of  an  area,  removal 
of  the  entire  breast,  or  radical  operation  had  been 
done,  in  no  case  had  they  seen  later  carcinoma  de- 
velop; and  breast  pathology  has  been  a very  inten- 
sive study  at  the  Hopkins. 

It  is  also  interesting  to  note  that  the  older  writers 
on  breast  pathology  did  not  stress  the  occurrence  of 
malignancy  in  cystic  mastitis,  and  that  the  greater 
the  tendency  to  cyst  formation  evidently  the  less 
tendency  to  malignant  degeneration. 

Dr.  Schwyzer  (closing):  Dr.  Corbett  has  spoken 
of  the  arrangement  of  the  epithelium.  The  regular 
arrangement  as  seen  under  low  power  is  most  im- 
portant. Unless  we  have  the  good  fortune  of  having 
a competent  pathologist  at  our  side,  and  even  then, 
we  ought  to  understand  the  pathology  of  this  con- 
dition ourselves  and  study  these  cases  carefully 
under  the  microscope.  In  private  practice  we  do 
not  get  enormous  material,  but  we  have  a good 
chance  to  study  the  cases  individually  and  follow 
them  up. 

I noticed  that  several  men  smiled  when  Dr.  Col- 
vin mentioned  the  swelling  of  some  husband’s 
breasts  when  his  wife  was  pregnant.  The  explana- 
tion must  be  looked  for  in  a very  reactive  sympa- 
thetic nervous  system.  In  support  of  that  case  I 
might  tell  you  of  a most  extreme  case  I read  of  in 
the  Swiss  Medical  Wochenschrift  some  time  ago. 
The  case  was  reported  by  a Swiss  doctor  who  had 
practiced  in  Syria  or  Palestine.  He  stated  the  fol- 
lowing personal  observation:  There  was  a young 
couple,  both  natives  of  that  country,  who  were  very 
happy.  The  young  wife  contracted  tuberculosis. 
Soon  after  the  birth  of  a child  the  wife  died  of 
tuberculosis.  The  man  was  so  wrapped  up  in  that 
child  and  was  so  frantically  afraid  that  it  might  not 
live,  that  his  breasts  became  lactating  and  he  was 
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able  to  nurse  the  child  for  a considerable  length  of 
time,  (relata  refero.) 

Dr.  Wallace  Cole  (St.  Paul)  reported  two 
cases  of  foreign  bodies  in  the  joints.  Lantern 
slides  were  shown. 

Dr.  J.  F.  Hammond  (St.  Paul)  reported  a 
case  of  ruptured  tubal  pregnancy,  as  follows : 

The  chief  interest  in  this  case  is  the  fact  that 
microscopically  there  was  no  evidence  of  pregnancy. 
The  woman  was  37  years  old,  and  in  1926  she  was 
operated  on  for  ruptured  tubal  pregnancy.  The 
tube  was  removed,  and  she  has  been  quite  well 
since.  In  December,  1928i  she  had  her  last  men- 
strual period  and  then  did  not  flow  until  some  days 
after  the  next  period  was  due,  when  there  was  a 
slight  show  for  one  day.  On  two  subsequent  oc- 
casions she  had  slight  showing  for  one  day.  On 
the  morning  of  February  13,  she  was  taken  with 
sudden  severe  pain  in  the  lower  right  quadrant  of 
the  abdomen  while  at  the  toilet;  she  collapsed  and 
had  to  be  helped  to  bed.  She  had  very  severe  pain 
during  the  day  and  was  admitted  to  the  City  Hos- 
pital. I saw  her  about  5 p.  M.,  when  she  was  almost 
pulseless,  abdomen  distended,  hb.  41  per  cent,  blood 
pressure  down  to  85,  pulse  rapid  130+,  and  leucocyte 
count  21,000. 

It  was  a definite  picture  of  hemorrhage.  There 
was  nothing  definite  to  be  made  out  in  the  pelvis. 
It  was  thought  the  patient  probably  had  a ruptured 
tubal  pregnancy.  We  opened  the  abdomen  at  once 
and  started  submammary  saline.  The  abdomen  wTas 
filled  with  blood.  We  delivered  the  tube  on  the 
left  side  and  it  was  perfectly  normal  in  appearance. 
The  tube  on  the  other  side  was  gone.  I went  back 
and  inspected  the  left  tube?  and  near  the  isthmus  of 
the  tube  there  was  a small  rupture,  but  no  clot  about 
it.  There  was  a cyst  of  the  left  ovary  but  it  was 
a rather  innocent-looking  affair.  There  was  also 
a tear  in  the  posterior  leaf  of  the  broad  ligament. 
There  was  no  bleeding  from  any  point;  the  patient 
probably  was  so  exsanguinated  that  there  was  noth- 
ing more  to  bleed.  We  took  out  the  tube  and 
sutured  up  the  broad  ligament.  She  recovered.  We 
gave  her  a transfusion  as  soon  as  we  could  manage 
it — that  evening. 

Microscopically  there  was  no  evidence  of  preg- 
nancy. And  a question  arose  over  the  diagnosis. 
One  can’t  get  over  the  fact  that  there  was  a definite 
rupture  of  the  tube.  Dr.  Noble  reported  no  evi- 
dence of  pregnancy  in  this  case. 

Dr.  A.  R.  Hall  (St.  Paul)  reported  a case 
of  Brucella  Abortus  Infection. 

In  the  literature  of  the  past  few  years  there 
has  been  an  increasing  number  of  reports  of 
cases  of  infection  by  Brucella  melitensis  abortus. 
In  these  reports  the  course  of  the  illness  has 
been  so  variable  and  the  establishing  of  a diag- 
nosis so  long  delayed  that  it  seems  worth  while 
to  report  a case  of  this  infection  which  came 
under  my  care. 

Mrs.  H.  M..  aged  35  years,  was  confined  in  the 
Miller  Hospital,  by  one  of  my  associates,  on  May 


9,  1928.  The  delivery  and  convalescence  were  un- 
eventful and  quite  free  from  fever. 

There  was  nothing  of  note  in  her  family  history 
or  in  her  own  personal  history. 

She  came  to  our  office  on  July  30,  1928,  (about 
two  and  one-half  months  after  her  discharge  from 
the  hospital  following  her  confinement).  She  stated 
that  after  her  confinement  she  had  been  quite  well 
until  about  one  week  before  coming  to  the  office, 
but  that  during  the  past  week  she  had  felt  weak, 
achey  all  over,  had  a poor  appetite,  and  had  chills 
(on  inquiry  these  were  described  as  chilly  sensa- 
tions rather  than  definite  chills).  Her  temperature 
was  100.2°  and  pulse  92. 

On  examination  nothing  abnormal  was  made  out 
except  that  her  spleen  was  palpable  one  finger’s 
breadth  below  the  costal  border.  The  leucocyte 
count  was  6,000,  and  the  Widal  reaction  was  nega- 
tive. She  returned  to  her  home  at  Birchwood,  but 
came  back  on  August  4,  1928,  and  on  that  date  was 
admitted  to  the  Miller  Hospital.  On  admission  she 
complained  of  much  the  same  symptoms  as  upon  her 
visit  to  the  office  on  July  30,  that  is  weakness,  loss 
of  appetite,  general  achev  sensation,  and  chills. 
Her  temperature  was  104.8°,  pulse  110.  She  did  not 
look  very  ill,  was  quite  clear  mentally,  her  tongue 
was  slightly  coated  but  moist.  No  new  findings  were 
made  out  other  than  that  her  spleen  was  now  pal- 
pable two  fingers’  breadth  below  the  costal  border. 
There  was  a mild  secondary  anemia  and  the  leu- 
cocyte count  was  6100,  with  45  per  cent  polymor- 
phonuclears  and  55  per  cent  lymphocytes.  A blood 
Wassermann  was  negative  and  the  Widal  reaction 
was  negative  for  typhoid  and  for  para-typhoid  A 
and  B.  Roentgenograms  of  her  chest  showed  noth- 
ing abnormal.  A blood  culture  taken  on  August  7, 
August  9,  and  again  August  15,  showed  no  growth. 
A search  was  made  for  malarial  parasites  but  none 
were  found.  Blood  taken  on  August  9,  1928,  gave  a' 
definite  agglutination  with  Brucella  abortus  in  a 
dilution  of  1 in  3400,  and  for  tularemia  in  a dilution 
of  1 in  80  (too  low  to  have  any  significance). 

She  continued  to  have  periods,  lasting  from  ten 
minutes  to  an  hour,  in  which  she  felt  very  uncom- 
fortable and  chilly  and  which  she  still  described  as 
chills,  but  in  which  observation  showed  there  was 
no  actual  chill.  She  ran  an  irregular  fever  ranging 
from  99°  to  104°,  her  temperature  curve  never 
striking  normal.  Her  pulse  ranged  from  90  to  120. 
Her  appetite  was  poor,  she  vomited  on  one  occasion 
only.  Her  bowels  were  somewhat  constipated,  the 
urinary  output  was  good  and  free  from  albumin  or 
casts.  Several  leucocyte  counts  were  done.  These 
showed  a definite  leucopenia.  While  at  first  the 
leucocyte  count  was  6,000,  it  was  later  3,750,  4,400, 
and  4,850.  This  leucopenia  was  at  the  expense  of 
the  polymorphonuclear  cells  rather  than  the  lym- 
phocytes, the  polymorphonuclear  percentage  being 
45  per  cent,  37  per  cent,  43  per  cent,  46  per  cent,  and 
41  per  cent  and  the  lymphocyte  percentage  55  per 
cent,  63  per  cent,  57  per  cent,  54  per  cent,  and  58 
per  cent  on  different  counts.  There  was  never  any 
definite  joint  pain  and  nothing  resembling  a neu- 
ritis. For  one  day  there  was  a skin  rash  resem- 
bling an  urticaria,  but  otherwise  the  skin  was  clear. 
The  fever  range  in  Malta  fever  cases  is  described 
as  undulating.  The  fever  chart  in  this  case  does  not 
show  the  undulating  type. 
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She  remained  in  the  hospital  until  September  6, 
1928,  a period  of  almost  five  weeks.  Towards  the 
end  of  this  period  there  was  a rather  rapid  subsi- 
dence of  the  fever.  From  her  history  she  apparently 
had  a continuous  fever  of  about  forty-five  days.  She 
was  then  free  from  fever  for  about  one  week,  when 
she  again  had  fever  for  three  days.  After  that 
there  was  no  further  rise  of  temperature,  and  she  was 
soon  back  to  her  former  health.  When  examined, 
on  September  28,  1928,  she  appeared  to  be  in  good 
health.  The  spleen  was  no  longer  palpable.  In 
spite  of  the  high  fever  she  at  no  time  had  the  ap- 
pearance of  a very  ill  patient. 

The  outstanding  features  of  her  illness  were  a 
long-continued  fever,  a pulse  which  was  at  all  times 
good  with  a rate  never  above  120,  systemic  reac- 
tions, which  she  described  as  chills,  an  appearance 
which  at  no  time  suggested  a very  sick  patient,  an 
absence  of  physical  findings  other  than  a palpable 
spleen,  a mild  secondary  anemia,  and  a leucopenia, 
in  which  there  was  a reversal  of  the  usual  relative 
percentage  of  polymorphonuclear  leucocytes  and 
lymphocytes. 

After  the  finding  of  the  agglutination  reaction  with 
Brucella  abortus  it  was  elicited  that  this  women 
had  been  drinking  a goodly  quantity  of  milk.  In- 
vestigation by  the  State  Board  of  Health  of  the 
dairy  herd  from  which  she  was  receiving  her  milk, 
showed  that  23  cows  gave  a positive  reaction  with 
Brucella  abortus,  13  a suspicious  reaction,  and  25 
a negative  reaction. 

Our  difficulty  in  making  a diagnosis  was  very  like 
the  story  recorded  in  many  of  the  case  reports  given 
in  the  literature.  We  at  first  thought  of  typhoid, 
paratyphoid,  malaria,  an  active  endocarditis,  tuber- 
culosis, and  some  hidden  infection.  A definite  diag- 
nosis was  not  made  until  the  11th  day  after  she  came 
under  our  observation. 

DISCUSSION 

Dr.  F.  L.  Adair  (Minneapolis):  The  relationship 

of  Brucella  abortus  to  the  human  being  is  rather 
interesting.  Several  years  ago  Dr.  W.  P.  Larson, 
at  the  University,  and  I took  cultures  of  the  amniotic 
fluid  from  some  dead-born  fetuses  and  also  from 
their  stomachs  in  different  stages  of  gestation  in 
the  hope  that  we  might  find  the  Bacillus  abortus, 
but  we  did  not  find/  it.  If  it  causes  abortion  in  the 
human,  it  does  not  seem  to  do  so  with  great  fre- 
quency. It  is  rather  peculiar  that  there  were  not 
more  abortions  in  the  herd  of  cattle  from  which  this 
woman  got  her  infection.  Among  cattle  it  is  a 
very  frequent  cause  of  dead-born  fetuses. 

Dr.  F.  L.  Adair  (Minneapolis)  reported  a 
case  of  bilateral  Krukenberg  tumor,  as  follows : 

M.  T.,  private  case  No.  2214,  hospital  No.  5345. 
The  patient  was  first  seen  in  February,  1913,  at  which 
time  she  was  30  years  old  and  had  been  married  six 
years  without  ever  having  been  pregnant.  Her  fam- 
ily history  was  essentially  negative.  Menstrual  his- 
tory was  established  at  17  years  of  age,  had  been 
slightly  irregular,  coming  sometimes  three  or  four 
days  before  time,  but  usually  about  at  four  weeks’ 
intervals.  The  flow  was  scanty,  lasting  two  days, 
sometimes  passed  clots.  Has  slight  leucorrhea  about 
one  week  before  her  period.  Had  some  disturbance 
of  urination  with  frequency  and  nocturia,  also  some 
neuritis  of  the  right  leg. 
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General  examination  revealed  nothing  of  impor- 
tance. Bimanual  examination  showed  a rather  small 
uterus  with  retroflexion-version.  The  adnexa 
showed  increased  resistance,  especially  on  the  left, 
but  no  special  tenderness  and  no  masses.  The  case 
was  diagnosed  sterility  associated  with  retroversion- 
flexion;  endocervicitis.  She  was  treated  with  silver 
nitrate  for  the  endocervicitis,  and  a pessary  was  used 
for  some  months,  up  until  June,  1913. 

There  was  no  record  of  the  patient  subsequently 
until  she  reported  to  the  Dispensary  of  the  Min- 
neapolis General  Hospital  in  March,  1928,  at  which 
time  she  complained  of  some  pain  in  the  epigastrium 
with  nausea  and  vomiting.  Physical  examination 
and  X-ray  of  the  gall-bladder  and  stomach  was  made. 
The  gall-bladder  was  reported  normal.  She  had 
an  Ewald  test  meal  which  showed  the  presence  of 
hydrochloric  acid.  There  was  no  blood  in  the  feces 
or  food.  She  was  admitted  to  the  Minneapolis  Gen- 
eral Hospital  on  July  30,  1928,  at  the  age  of  45.  The 
complaints  were,  as  given  above,  pain  in  the  epigas- 
trium and  nausea  and  vomiting.  This  present  at- 
tack started  on  the  28th  of  July  and  continued  until 
admission.  The  patient  has  had  stomach  trouble 
for  a long  time,  associated  with  attacks  of  vomiting 
after  meals,  not  related  to  any  particular  type  of 
food.  These  attacks  come  on  at  irregular  intervals, 
several  weeks  apart.  When  not  having  an  attack, 
she  had  no  particular  pain  or  distress.  She  also 
complains  of  some  pain  in  the  back,  especially  on 
the  left.  This  pain  does  not  radiate  from  the  epi- 
gastric region.  She  can  eat  almost  any  kind  of  food 
and  is  not  troubled  with  flatulency. 

The  physical  examination  was  unimportant  ex- 
cept for  slight  tenderness  in  the  epigastrium  on  very 
deep  palpation;  similar  tenderness  on  deep  palpa- 
tion over  the  appendiceal  region.  Liver  and  spleen 
were  not  palpable.  On  deep  palpation,  in  the  hypo- 
gastric region,  a mass  about  10  cm.  in  diameter  can 
be  palpated,  lying  rather  deeply  in  the  pelvis  and 
reaching  about  4-5  cm.  above  the  symphysis.  This 
mass  was  not  tender.  The  stomach  was  examined 
and  the  patient  placed  on  a Sippy  diet. 

On  August  15,  an  attempt  was  made  to  obtain 
stomach  contents  but  none  were  obtained.  August 
25,  70  c.c.  of  stomach  contents  were  obtained  and 
there  was  an  absence  of  free  hydrochloric  acid.  The 
patient’s  temperature  was  normal,  with  a pulse 
range  from  60  to  95,  blood  pressure  130/80. 

A gynecological  examination  was  made  on  August 
5,  at  which  time  the  following  findings  were  re- 
ported: nulliparous  external  genitalia,  perineum  in- 
tact; no  urethral  discharge;  both  Bartholin  glands 
slightly  enlarged,  but  no  redness  around  orifices. 
The  cervix  had  a slight  bilateral  tear  and  pointed 
downward  and  backward.  It  lay  to  the  left  of  the 
midline  and  felt  cystic  and  was  somewhat  eroded. 
The  corpus  of  the  uterus  seemed  somewhat  irregu- 
lar and  enlarged,  rather  firm,  and  lay  to  the  left  of 
the  midline  and  anteflexed.  In  the  left  adnexal 
region  no  masses  were  palpable.  In  the  right  ad- 
nexal region  there  was  a firm  hard  mass,  which 
seemed  to  be  about  5-6  cm.  in  diameter.  This  mass 
seemed  to  be  adherent.  The  diagnosis  was  a lacer- 
ated cystic  cervix;  chronic  Bartholinitis;  probable 
small  multiple  fibroids;  probably  chronic  bilateral 
salpingo-oophoritis  with  inflammatory  adnexal  tu- 
mor on  the  right. 
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On  August  1,  an  X-ray  examination  was  made, 
which  showed  two  projections  from  the  lumen  of 
the  stomach  along  the  lesser  curvature  near  the  an- 
trum. These  projections  are  fairly  characteristic 
of  ulcer  niche;  one  of  these  is  fairly  large  and  the 
base  of  the  niche  measures  about  3 cm.  A smaller 
niche  with  a base  of  about  14  mm.  is  located  distally 
to  the  larger  one.  The  appearance  is  fairly  char- 
acteristic of  multiple  gastric  ulcers.  At  six  hours 
there  is  about  25  per  cent  retention  meal  in  the 
stomach,  and  at  twenty-four  hours  there  is  still 
some  barium  in  the  terminal  ileum,  which  is  prob- 
ably associated  with  the  slow  emptying  of  the  stom- 
ach. X-ray  impressions:  multiple  gastric  ulcers  of 
a penetrating  type  and  probably  benign. 

During  her  stay  in  the  hospital  the  urine  examina- 
tion was  essentially  negative.  The  blood  examina- 
tion showed  hemoglobin  about  65  per  cent,  reds 
3,290,000;  white  count  was  practically  normal.  Op- 
eration was  advised  but  the  patient  refused  and  was 
discharged  September  1,  1928. 

The  patient  again  consulted  me  on  February  6, 
1929,  at  which  time  she  stated  that  she  had  noticed 
a firm  mass  in  the  left  lower  quadrant  of  the  ab- 
domen for  two  months  and  that  she  had  considerable 
pain  in  the  lower  abdomen  for  the  preceding  week. 
She  also  had  frequency  of  urination  with  no  dysuria 
and  some  nocturia.  She  passes  only  a small  quan- 
tity at  a time.  She  has  nausea  but  no  vomiting,  no 
soreness  of  the  breasts.  She  also  has  considerable 
epigastric  distress  and  flatulency.  Her  appetite  has 
been  very  poor  the  past  two  weeks.  Her  last  men- 
strual period  was  October  10t  1928,  and  before  that 
had  been  quite  regular. 

Physical  examination  was  essentially  negative,  ex- 
cept for  the  abdominal  and  pelvic  findings.  On  bi- 
manual examination  there  was  a rather  firm, 
rounded,  movable  mass  in  the  left  lower  quadrant 
of  the  abdomen  about  the  size  of  a grapefruit. 
There  was  also  a large  mass  in  the  right  lower 
quadrant  extending  about  two  fingers’  breadth 
above  the  navel,  firm  in  consistency.  Vascular  bruit 
was  heard  in  the  right  hypogastric  region.  On  pel- 
vic examination,  there  was  some  bloody  vaginal 
discharge.  There  was  some  bilateral  tear  of  the 
cervix  with  irregular  margins.  The  corpus  was  hard, 
mobility  restricted,  and  seemed  irregular  in  form. 
Bilateral  masses  could  be  felt,  the  larger  one  being 
on  the  right.  These  masses  were  not  fixed  and 
could  be  moved  more  or  less  independently  of  the 
uterus.  Operation  was  advised.  About  two  weeks 
later  the  patient  was  sent  to  the  hospital.  These 
movable  masses  were  more  distinct  in  the  lower 
abdomen;  she  also  had  considerable  distention  of 
the  abdomen  with  dullness  in  the  flanks  and  demon- 
strable fluid  waves. 

A diagnosis  of  probable  Krukenberg  tumors  was 
made,  and  an  exploratory  laparotomy  was  advised. 
This  was  done  on  the  23d  of  February  at  which  time 
these  masses,  though  somewhat  adherent,  were  re- 
moved without  great  difficulty.  Free  fluid  was 
evacuated  from  the  peritoneal  cavity  to  the  amount 
of  several  quarts.  This  fluid  was  somewhat  blood- 
stained. On  exploration  of  the  abdomen,  an  elon- 
gated mass  could  be  felt  toward  the  pyloric  end  of 
the  stomach  and  seemed  to  be  on  the  greater  curva- 
ture. This  mass  had  a somewhat  irregular  and 


granular  feeling  on  the  surface  and  was  quite  in- 
durated. No  implantations  of  metastases  were  de- 
monstrable in  the  uterovesical  or  rectovesical 
pouches. 

The  patient  has  made  a fairly  good  recovery  from 
the  operation  and  is  still  in  the  hospital.  She  now 
has  an  enlarged  lymphatic  node  in  the  supraclavicu- 
lar region  of  the  right  side. 

DISCUSSION 

Dr.  D.  C.  Balfour  (Rochester):  I have  never  per- 
sonally seen  an  implantation  of  that  type  from  the 
stomach.  It  will  be  very  interesting  to  prove  that 
later  on  if  it  can  be  done. 

Dr.  A.  Schwyzer  (St.  Paul):  This  is  the  largest 
Krukenberg  tumor  I have  seen.  They  are  as  a rule 
secondary  to  carcinoma  in  the  upper  part  of  the 
abdomen,  usually  of  the  stomach.  The  question  is 
— how  does  it  occur?  In  the  upper  abdomen  we  have 
a constant  motion  by  the  respiration.  I saw  in  one 
case  how  it  would  seem  that  transplantation  hap- 
pens. It  was  a carcinoma  of  the  fundus  of  the  gall- 
bladder with  Krukenberg  tumors  in  the  pelvis.  The 
gall-bladder  fundus  was  white  and  hard  and  nodu- 
lar. The  carcinoma  had  come  to  the  very  surface. 
It  rubbed  against  the  anterior  abdominal  wall,  and 
one  had  the  impression  that  the  endothelium  had 
become  rubbed  off  through  this  friction  of  the  res- 
piratory motion.  Thus  the  rubbed-off  carcinoma 
cells  would  gradually  wash  down  to  the  bottom  of 
the  peritoneal  cavity  and  become  implanted  on  the 
ovary,  where  the  soil  may  be  particularly  adapted. 
It  is  interesting  that  these  tumors  are  most  always 
found  on  both  ovaries.  But  why  should  the  ovaries 
be  a seat  of  predilection?  We  know  that,  in  gen- 
eral, in  carcinoma  a good  many  cells  become  de- 
tached and  are  transported  elsewhere.  It  was 
Petersen  and  Colmers,  of  Czerny’s  Clinic  in  Heidel- 
berg, who  studied  this  question  of  selective  trans- 
plantation in  cases  of  carcinoma  of  the  rectum.  In 
rectal  carcinoma  many  single  carcinoma  cells  were 
found  in  the  capillaries  of  the  lungs.  Nevertheless, 
metastatic  carcinoma  of  the  lungs  is  a very  rare 
occurrence  in  carcinoma  of  the  rectum  and  is  seen 
at  most  in  very  late  cases.  Thus  it  must  be  that 
the  organism  is  able  to  take  care  of  these  cells  in 
that  particular  location  as  long  as  it  is  not  over- 
whelmed by  them.  They  must  become  destroyed 
or  are  made  inert.  If  such  carcinoma  cells  then 
come  upon  a certain  soil,  they  do  not  develop.  For 
certain  carcinomata  of  the  upper  abdomen  the  ovary 
must  be  a fertile  soil  and  thus  become  a seat  of 
predilection  for  secondary  growth,  probably  through 
some  biological  or  chemical  cause. 

Dr.  Adair:  So  far  as  I can  find  there  is  no  good 
explanation  of  the  mechanism  of  the  migration  of 
these  cells  from  the  stomach  to  the  ovary.  It  has 
been  thought  that  perhaps  the  cells  would  come 
to  lie  on  the  surface  of  the  ovary  and  start  car- 
cinoma on  its  surface,  but  further  study  indicates 
that  the  carcinoma  seems  to  start  on  the  inside 
of  the  ovary  and  not  on  the  surface.  If  it  is  simply 
a falling  down  of  the  cells  into  the  peritoneal  cavity, 
one  would  expect  it  to  start  on  the  surface,  but  in 
most  of  the  cases  it  occurs  inside.  Just  why  the 
cells  should  be  deposited  through  the  circulatory 
system  to  this  site  is  difficult  to  explain.  Of  course. 
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we  do  get  primary  carcinoma  of  the  ovary,  but 
a very  large  percentage  of  bilateral  tumors  are 
metastatic.  There  is  a question  as  to  whether  or 
not  all  of  these  bilateral  ovarian  tumors  are  metas- 
tatic. Where  ascites  is  also  present  they  are  usually 
metastatic.  At  autopsy  the  primary  is  very  often 
found  in  the  stomach,  although  sometimes  it  is 
found  around  gall-bladder  and  other  portions  of 
the  intestinal  tract. 

I now  have  another  case  of  bilateral  cystic  car- 
cinoma of  the  ovaries,  and  I do  not  know  whether 
it  is  metastatic  or  not.  The  primary  carcinoma 


has  not  been  discovered.  On  the  surface  of  the 
appendix  there  i^  a carcinomatous  implantation. 
This  patient  may  have  carcinoma  in  other  places, 
but  it  is  not  apparent  clinically. 

Dr.  IT.  P.  Ritchie  (St.  Paul)  gave  a lantern- 
slide  talk  on  “Contraction  of  the  Axilla  and 
Contraction  of  the  Wrist,”  showing  method  of 
operating  on  these  cases. 

The  meeting  adjourned. 

Carl  Drake,  M.D. 

Secretary 
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By  A.  E.  Benjamin,  M.D. 

1.  Carcinoma  of  the  ovary:  A case  with 
photographic  and  microscopic  demonstration. 

The  case  is  that  of  E.  B.,  No.  6786,  aged  69,  wid- 
owed 13  years.  Admitted  October  10,  1928.  Now 
eight  days  post-operative. 

P.  C. — Incontinence  of  urine,  five  weeks.  2.  Se- 
vere pain  on  voiding,  six  weeks.  3.  Frequency,  past 
two  years. 

P.  I. — Urinary  difficulty  began  with  frequency 
two  years  ago,  gradually  grew  worse  until  last  six 
weeks  when  she  frequently  had  desire  to  void,  the  at- 
tempt to  void  being  accompanied  by  pain,  and  then 
patient  could  not  pass  urine  until  some  minutes 
later.  During  past  five  weeks  no  control  of  bladder; 
incontinence. 

F.  H. — Operation  on  womb  years  ago.  Patient 
does  not  know  what  was  done. 

Examination:  a.  Hard,  midline  abdominal  tumor 
reaching  half  way  to  umbilicus,  b.  Pelvic  examina- 
tion shows  hard,  firm,  tender  mass  filling  pelvis; 
quite  fixed.  Origin  indefinite.  Uterus  not  distinctly 
palpable,  c.  Indurated  dermatitis  of  vulva. 

Impressions:  1.  Fibromyoma  of  uterus.  2.  Cystic 
fibroma  of  ovary.  3.  Possible  malignancy  of  corpus 
uteri.  4.  Dermatitis  vulvas. 

X-ray — cystogram,  10/19/28:  Dense  mass  fills  pel- 
vis. Right  ureter  partly  filled  (5  per  cent  sodium 
iodide  used.) 

Laboratory:  10/12/28,  non-catheterized  urine;  pus 
cells  75-100;  trace  of  albumin.  Hgb.  92  per  cent 
R.  B.  C.  4,500,000.  Sed.  time  2 hours,  29  minutes. 
Smears,  10/12  and  10/18,  positive  for  gonorrhea. 

Operation,  10/28/28,  under  gas-ether  anesthesia. 

1.  Left  oophorectomy  for  cyst. 

2.  Few  small  metastatic  nodules  on  several  loops 
of  small  intestine. 


Ovarian  cyst  found  lying  in  midline  compressing 
bladder.  Bladder  very  atrophic. 

Post-operative  course: 

1.  A great  deal  of  pain  about  bladder  and  in  pelvis. 

2.  Morphia,  P.R.N.,  for  pain. 

3.  Retention  catheter  in  place  five  days. 

4.  Wound  healing  well. 

5.  Slight  post-operative  temperature  up  to  100.2° 
first  three  days. 

6.  Pulse  slightly  more  than  normal. 

Pathologic  report:  Adenocarcinoma  of  ovary  with 

many  variations  in  cellular  types. 

Demonstrations:  Cystogram  (pictures,  slides  un- 
der microscope.) 

Carcinomas  of  the  ovaries  constitute  about  7 
per  cent  of  the  tumors  of  these  organs.  They 
are  frequently  bilateral  and  often  result  from 
a malignant  transformation  of  papillary  cys- 
tadenomas  about  middle  life.  These  malignant 
growths  may  be  divided  into  the  primary,  sec- 
ondary, and  metastatic  types. 

The  primary  growths  arise  from  within  the 
capsule  and  may  maintain  the  characteristic 
form  of  the  ovary  until  a rapid  growth  in  one 
area  changes  their  contour.  They  may  be  quite 
firm,  but  when  degeneration  occurs,  soft  areas 
appear  and  yellow  nodular  growths  interspersed 
with  fibrous  tissue  give  the  tumors  their  char- 
acteristic appearance.  Cysts  are  often  present. 
Hemorrhages  may  be  found  within  these  cysts 
or  the  degenerated  areas. 

Secondary  carcinomata:  The  majority  of  sec- 
ondary carcinomata  of  the  ovaries  perhaps  de- 
velop from  serous  cystomas.  They  may  resemble 
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the  primary  carcinoma  type  in  having  cysts  and 
yellowish  areas  with  hemorrhages  into  these 
spaces  or  into  the  cystic  cavities. 

Metastatic  carcinoma:  Carcinoma  of  the  gas- 
trointestinal tract  may  frequently  result  in 
metastatic  growths  of  the  ovaries,  both  usually 
being  affected.  Some)  authors  believe  that  all 
bilateral  carcinomata  of  the  ovaries  are  secon- 
dary to  carcinomata  of  the  stomach. 

Carcinoma  of  the  ovary,  of  whatever  type, 
is  likely  to  invade  the  surrounding  tissue,  the 
contiguous  loops  of  the  intestine  being  involved, 
but  extension  usually  travels  from  the  base  along 
the  broad  ligaments  and  tubes,  and  to  the  uterus. 
Ascites  often  occurs  when  the  peritoneum  has 
been  extensively  invaded  and  may  be  the  para- 
mount symptom.  When  the  veins  of  the  pelvis 
are  invaded,  dilatation  of  the  surface  veins  of  the 
lower  abdomen  and  edema  of  the  legs  may  oc- 
cur. Death  often  results  from  exhaustion  be- 
fore other  organs,  such  as  the  bladder  and  rec- 
tum, are  involved.  Metastatic  growths  have, 
however,  occurred  early  in  other  organs,  such 
as  the  lungs  and  liver. 

Diagnosis:  A nodular  growth,  a rapidly  grow- 
ing tumor,  a cyst  rapidly  enlarging,  or  a tumor 
of  the  ovary  with  ascites  should  arouse  our  sus- 
picion, and  a tentative  diagnosis  of  malignancy 
should  be  made  without  delay.  With  a nodular 
growth  in  the  pelvis  in  the  presence  of  ascites, 
low  hemoglobin,  and  dilatation  of  the  superficial 
veins  of  the  lower  abdomen  and  upper  thighs, 
a diagnosis  of  malignancy  is  warranted,  and  the 
case  is  probably  inoperable. 

It  behooves  us,  therefore,  carefully  to  investi- 
gate all  tumors  of  the  ovary  early,  and  if  they 
persist  or  continue  to  enlarge,  an  operation  is 
warranted,  and  the  growth  should  be  thoroughly 
removed.  In  other  words,  no  growth  of  the 
ovary  should  be  allowed  to  develop  to  such  a 
degree  that  malignancy  is  a certainty,  as  the  case 
is  usually  hopeless  when  such  a positive  diagno- 
sis can  be  made. 


By  R.  T.  LaVake,  M.D. 

2.  Uterine  polyp:  A case  with  metrorrhagia 
following  a period  of  eighteen  years  of  amenor- 
rhea. 

The  case  is  that  of  A.  F.,  No.  6554,  age  58, 
widowed:  admitted  9/24/28. 

P.  C. — Vaginal  bleeding  three  weeks.  High  blood 
pressure. 

P.  I. — Bleeding  for  three  weeks  after  a period  of 
18  years  of  absolute  amenorrhea.  Slight  pain  in 
lower  abdomen  in  morning  on  arising,  disappears 
shortly  after  she  is  on  her  feet. 


P.  H. — Has  been  in  this  hospital  twice  before  on 
medical  service  for  hypertension.  Operation  for 
cyst  in  England  at  age  of  40  (18  years  ago).  Has 
never  menstruated  or  bled  since  until  the  present 
illness. 

F.  H. — Negative. 

Physical  examination:  Frail  type  of  woman. 

Heart,  systolic  murmur.  Blood  pressure,  236/128. 
Lungs,  negative.  Pelvis:  Cervix  very  small  (almost 
imperceptible).  Uterus,  questionable  if  present;  not 
definitely  palpated.  Adnexa,  no  pathology  palpable. 

Laboratory,  9/26/28:  Urine  neg.  Smear  negative. 
Blood,  Hgb.,  84;  R.  B.  C.,  4,700,000;  W.  B.  C„  4,700; 
sedimentation  time,  8 hrs.  P.  S.  P.,  10/14/28,  al- 
most normal. 

10/1/28,  Lipoiodal  injection  of  uterus  attempted. 
Unsuccessful. 

10/6/28,  Diagnostic  D.  & C. 

10/15/28,  Subtotal  hysterectomy. 

a.  Dense  adhesions  over  uterus. 

b.  LTerus  opened  after  operation;  polyp  suspended 
by  pedicle  from  fundus. 

c.  Cardiorespiratory  collapse  while  dressings  were 
being  put  on.  Ceased  breathing  two  minutes. 

1.  Artificial  respiration. 

2.  Oxygen. 

3.  Homocamphine,  1 ampoule. 

4.  Adrenalin,  1 c.c.,  subcutaneously. 

d.  Patient  responded  and  was  sent  back  to  ward 
in  fair  condition. 

Post-operative  course:  1.  Satisfactory.  2.  Slight 
post-operative  temperature  three  days  (99°-100.°) 
3.  Pulse  normal. 

Pathologist’s  report:  benign  uterine  polyp. 

This  case  illustrates  many  important  every- 
day problems  of  gynecology : First,  the  impera- 
tive demand  for  accurate  diagnosis  of  the  cause 
of  abnormal  uterine  bleeding  before  proper  treat- 
ment can  be  instituted.  To  arrive  at  that  diag- 
nosis it  illustrates  the  not  infrequent  necessity 
for  pelvic  examination  under  anesthesia. 

In  the  presence  of  abnormal  uterine  bleeding 
a diagnostic  curettage  should  always  be  done  to 
make  sure  that  malignancy  does  not  obtain  be- 
fore any  form  of  treatment  is  instituted.  Too 
frequently  abnormal  bleeding  is  treated  pallia- 
tively  without  attempt  to  establish  the  basic 
cause,  and  thus  too  frequently  an  unrecognized 
malignant  growth  gets  beyond  control. 

In  this  instance  we  feared  a malignancy.  Had 
it  been  found  in  the  cervix,  radium  would  have 
been  indicated  followed  by  deep  X-ray  therapy 
of  the  iliac  nodes ; had  it  been  found  in  the  cor- 
pus, total  hysterectomy  followed  by  deep  X-ray 
therapy  of  the  iliac  nodes  would  have  been  in- 
dicated. 

Malignancy  was  not  found,  and  the  choice  of 
treatment  lay  between  operation  and  radium. 
The  surest  way  to  make  a correct  choice  be- 
tween these  two  measures  is  to  exclude  the  con- 
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tra-indications  to  the  use  of  radium  in  bleeding 
from  the  corpus. 

1.  Uterus  larger  than  a three-months  pregnant 
uterus  due  to  fibromyomata. 

2.  Friable  myomata  in  the  child-bearing  period 
when  a myomectomy  can  be  consummated. 

3.  Pedunculated  fibromyomata  (here  radium  is 
likely  to  cut  off  the  circulation  with  consequent  de- 
generation). 

4.  Any  recent  history  of  signs  of  pelvic  inflamma- 
tion. 

5.  Any  demonstrable  extra-uterine  pelvic  pathol- 
ogy. (4  and  5 demonstrate  the  absolute  necessity 
for  a thorough  pelvic  examination  under  an  anes- 
thetic before  radium  can  be  safely  used). 

6.  The  presence  of  signs  or  symptoms  pointing  to 
a degeneration  of  the  fibromyomata. 

7.  Presence  of  urinary  symptoms. 

8.  History  of  pelvic  pain. 

9.  Presence  of  pressure  symptoms. 

10.  When,  as  in  this  case,  the  findings  of  a curet- 
tage leave  one  in  doubt  as  to  the  actual  diagnosis. 

In  this  case  radium  was  deemed  contra-indi- 
cated on  several  accounts,  and  hysterectomy  was 
determined  upon.  The  next  question  which  arose 
was  the  choice  between  supravaginal  hysterecto- 
my and  total  hysterectomy.  Many  men  prefer 
total  hysterectomy  to  assure  against  the  even 
small  chance  of  a later  malignancy  occurring  in 
the  cervix.  Some  of  us,  if  the  cervix  is  nor- 
mal, prefer  a supravaginal  hysterectomy  because 
it  is  attended  by  a lower  morbidity  and  mor- 
tality ; it  leaves  the  fascial  and  ligamentous  sup- 
ports of  the  vaginal  vault  in  better  condition, 
and  post-operative  changes  in  the  vaginal  vault 
are  less  likely  to  occur,  with  their  train  of  dis- 
tressing sequelae,  such  as  vaginitis  and  a nar- 
rowing or  obliteration  of  the  vault  with  its  effect 
upon  possible  coitus. 


By  C.  O.  Maland,  M.  D. 

3.  A case  of  pregnancy  in  an  achondroplastic 
dwarf: 

The  case  is  that  of  R.  R.,  No.  7801,  single,  ad- 
mitted 10/17/28. 

P.  C. — Pregnancy  at  seven  months.  Vaginal  bleed- 
ing and  backache. 

P.  H. — Whooping  cough  in  infancy,  smallpox  as 
a child,  influenza  at  7 years,  measles  at  13  years, 
mumps  at  17  years. 

F.  H. — Negative. 

C.  T.  A. — Menstruation  established  at  15  years, 
regular,  four  weeks  interval.  L.  M.  P.,  March  3, 
1928. 

P.  I. — Had  morning  sickness  during  first  and  sec- 
ond trimesters.  No  edema,  no  visual  disturbances, 
no  urinary  disturbances.  Appetite  good.  Bowels 
regular.  Began  to  bleed  moderately  a couple  hours 
before  admission  to  hospital.  Bleeding  accompanied 
by  backache  in  the  lumbar  region. 


Physical  examination:  Patient  is  an  achondro- 

plastic dwarf,  48  inches  tall  and  weighing  125  pounds. 
Head  large,  bridge  of  nose  depressed,  jaw  square. 
Eyes  normal.  Heart  and  lungs,  normal  findings. 
Abdomen:  fundus  uteri  five  fingers  below  xiphoid. 
Breech  in  fundus,  head  floating  at  pelvic  brim,  back 
on  right,  small  parts  on  left.  Fetal  heart  152  in 
right  lower  quadrant.  Rectal,  no  dilatation  or  ef- 
facement  of  cervix.  Presenting  part  not  palpable. 
Slight  amount  of  bloody  vaginal  discharge.  Ex- 
tremities short  and  fat.  Fingers  short.  Marked 
bowing  of  lower  extremities.  Spine,  marked  lordo- 
sis. 

Measurements:  External-intersp.,  23.5  cm.;  interc., 
24  cm.;  intertro-  29.5  cm.;  ext.  conj.,  17  cm.;  rt. 
oblique,  21  cm.;  It.  oblique,  20.5  cm.;  intertu.,  6 cm.; 
post,  sagittal,  7 cm;  internal,  diagonal  conjugate, 
7.5  cm. 

Laboratory:  Urine,  negative.  Blood,  Hgb.  81;  R. 
B.  C.,  4,140,000:  W.  B.  C.,  5,650.  Wassermann,  nega- 
tive. Blood  pressure  110/85.  Pulse  80. 

Course  in  hospital:  Patient  remained  in  bed  for 
one  week.  Bleeding  stopped  and  pain  disappeared. 
Is  up  and  about  at  present  and  has  no  complaints. 

Achondroplasia  was  first  described  by  Parrot, 
in  1876.  This  malformation  of  the  bones  re- 
sults from  defective  mesochondial  ossification, 
early  in  intra-uterine  life.  The  etiology  is  not 
known.  The  long  bones  and  the  basal  skull 
bones  reveal  the  most  marked  deformities.  The 
bones  of  the  extremities  are  short  and  curved. 
The  hand  is  broad  and  short.  The  head  is  large, 
the  frontal  and  parietal  bones  are  prominent. 
There  is  usually  a marked  depression  at  the  root 
of  the  nose.  The  alveolar  processes  of  the  upper 
jaw  are  pushed  forward  to  accommodate  the 
teeth.  Lordosis  as  observed  in  this  patient  is  ex- 
treme. A marked  tilting  of  the  sacrum  is  a fac- 
tor in  producing  contraction  of  the  pelvic  inlet. 
All  pelvic  diameters  are  diminished.  The  trunk 
otherwise  is  nearly  normal.  Spontaneous  de- 
livery can  not  occur.  The  child  usually  walks 
at  the  proper  time.  The  majority  of  cases  occur 
sporadically. 

Generally  the  majority  are  somewhat  back- 
ward mentally,  although  some  may  be  very  alert 
and  keen.  The  reason  some  are  backward  men- 
tally is  that  they  have  been  ridiculed  and  ostra- 
cised during  childhood  and  adolescence  so  often 
that  they  lose  interest  and  some  quit  school  as 
soon  as  they  are  of  age. 


By  F.  L.  Adair,  M.D. 

4.  A case  of  pregnancy  in  a woman  with  a 
Polycystic  Kidney  following  recent  Nephrecto- 
my: 

The  case  is:  that  of  M.  K. : No.  6443,  age  36,  mar- 
ried, Grav.  VIII.  Admitted,  10/23/28.  Discharged, 
10/26/28. 
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P.  C. — Pain  in  left  upper  quadrant.  Pregnancy. 

P.  H. — Measles  at  10,  pertussis  at  3,  sinus  trouble. 
Nephrectomy  for  right  polycystic  kidney  February 
28,  1928. 

C.  T.  A.— Established  at  16,  regular,  28-day  type, 
duration  1 week,  no  dysmenorrhea.  L.  M.  P.  July 
23,  1928. 

F.  H. — Husband  living  and  well.  Six  children 
living  and  well,  two  died,  one  at  five  hours,  and  the 
other  at  six  months.  Ancestry  negative. 

P.  I. — Patient  has  had  trouble  with  bladder  and 
kidneys  since  birth  of  first  child,  in  1911.  Troubled 
with  backache  off  and  on.  In  1917  or  1918  was  quite 
sick  with  pains  in  right  side  for  the  first  time.  Was 
treated  for  kidney  trouble.  When  carrying  last 
baby  felt  fullness  on  right,  side.  Was  told  she  had 
a tumor  there.  At  no  time  has  she  been  really  ill 
with  her  kidneys.  After  birth  of  last  baby,  was 
weak,  had  to  go  back  to  hospital  when  child  was 
one  month  old.  Had  backache,  headache,  and  weak- 
ness, which  were  the  only  symptoms  she  ever  had. 
After  removal  of  right  polycystic  kidney  in  Febru- 
ary, went  home  in  one  month.  After  2-3  months 
she  felt  better.  By  Tune  patient  felt  real  well.  In 
August,  1928,  caught  cold.  Latter  part  of  August 
developed  pain  in  left  upper  quadrant  plus  backache. 
Nausea  and  vomiting  in  mornings  which  was  re- 
lieved by  a cup  of  strong  coffee.  Also  had  back- 
aches. Went  to  doctor  who  sent  her  into  hospital 
with  a diagnosis  of  pregnancy  and  trouble  with  left 
kidney. 

Physical  examination:  Patient  is  5 ft.  7 inches, 
weighs  135  pounds,  general  condition  fair.  Skin, 
head,  and  thorax  gave  no  findings  of  importance. 
Lungs,  breath  sound,  fremitus,  and  percussion  were 
normal.  No  rales.  Heart-apex  beat  in  5th  inter- 
space within  midclavicular  line.  Borders  not  en- 
larged to  left.  Sounds  clear.  No  murmurs,  pulse 
84.  B.  P.  140/98  and  128/86.  Abdomen,  scar  in 
right  loin  over  kidney  region.  Mass  irregular  in 
shape,  nodular,  movable,  and  tender  in  left  kidney 
region.  Bimanual,  old  1°  perineal  tear.  Cervix, 
old  1°  cervical  tear,  points  downward  and  backward, 
softened.  Corpus,  spherical,  softened,  enlarged  to 
size  of  three  months’  pregnancy. 

Laboratory:  Urine,  acid,  1010;  albumin,  negative; 
sugar,  positive.  Microscopic,  1-2  pus  cells.  Hgb., 
66;  R.  B.  C.,  3,280,000;  W.  B.  C.,  8,600;  P.  M.  N„  75; 
Lymph.,  25.  Sedimentation  time,  1 hr.  37  minutes. 

Polycystic  kidney  appears  at  two  periods 
of  life,  in  fetal  life  or  in  the  newly-born,  and 
after  that  not  many  are  seen  until  after  40  years. 
Most  cases  become  apparent  in  people  between 
40  and  60  years  of  age.  It  is  usually  bilateral, 
that  is  the  kidneys  of  both  sides  are  involved 
in  90  per  cent  of  the  cases.  It  is  more  common 
in  females  than  in  males.  There  is  also  a cer- 
tain familial  tendency. 

The  development  is  interesting  and  is  probably 
due  to  some  embryonic  condition.  These  cysts 


occur  between  the  glomeruli  and  the  collecting 
tubules.  The  embryology  of  this  condition  is, 
according  to  Huber,  that  there  is  a failure  of 
perfect  union  between  the  primary  vesicles  and 
collecting  tubules. 

An  older  theory  was  that  they  are  retention 
cysts  which  develop  in  the  glomeruli  and  urinif- 
erous  tubules.  This  is  a progressive  condition. 
The  kidneys  gradually  enlarge  and  become  larger 
until  they  are  very  large  cystic  masses  which  are 
less  and  less  able  to  carry  on  the  renal  function. 

The  treatment  for  polycystic  kidneys  is  non- 
surgical.  One  kidney  may  be  better  than  the 
other,  but  in  over  90  per  cent  of  the  cases  both 
kidneys  are  impaired.  One  kidney  cannot  be 
removed  without  lessening  the  kidney  reserve 
of  the  other.  The  most  common  operation  is  a 
nephrectomy,  although  decapsulation  and  punc- 
ture are  often  done.  The  relief  from  puncture 
is  only  temporary,  and  decapsulation  is  unsatis- 
factory. The  condition  is  progressive,  not  only 
so  far  as  the  kidneys  themselves  are  concerned, 
but  also  the  sequelae  of  the  kidney  involvement. 
The  patients  develop  high  blood  pressure,  cardiac 
hypertrophy,  and  urinary  suppression. 

Hornstein  reported  two  cases  in  the  Veiltschift 
fur  Gyn.  Urologie,  vol.  ii,  p.  220,  of  polycystic 
kidney.  In  one  case  the  patient  had  an  infected 
kidney.  A nephrectomy  was  done  because  of 
the  infection  present  in  the  kidney  and  not  be- 
cause of  the  polycystic  disease.  One  year  after 
the  kidney  was  removed,  the  patient  developed 
signs  of  cardiac  decompensation  from  which  she 
recovered.  Later  she  had  two  pregnancies,  one 
after  five  years  and  the  other  after  six  years, 
both  of  which  were  normal.  She  also  had  three 
abortions  during  this  time.  Later,  the  patient 
developed  pulmonary  tuberculosis.  The  other 
case  had  a large  polycystic  kidney  which  was  re- 
moved. She  also  had  a normal  pregnancy  later. 

The  prognosis  is  bad  for  both  mother  and  fetus 
where  one  kidney  has  been  removed,  because 
the  kidney  reserve  is  more  apt  to  be  broken 
down. 

In  this  case,  upon  consultation  with  the  in- 
ternists, it  was  agreed  that  this  patient  should 
have  the  present  pregnancy  terminated  and  be 
sterilized.  This  patient  signed  out  against  the 
advice  of  the  physicians.  It  is  hard  to  say 
whether  or  not  this  pregnancy  will  result  fatally, 
but  certainly  the  kidney  remaining  will  be  im- 
paired, and  her  life  will  also  be  shortened. 
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By  E.  A.  Leggett,  M.D. 

J.  A.  Myers,  M.D. 

W.  W.  Swanson,  M.D. 

MINNEAPOLIS,  MINNESOTA 


In  1926  a study  of  the  cutaneous  reactions  to 
tuberculin  of  the  first  four  thousand  patients  ex- 
amined at  Lymanhurst  School  and  Clinic  was 
commenced.  In  these  cases  the  von  Pirquet  test 
was  a part  of  the  routine  examination,  and  had 
been  repeated  in  about  one-fourth  of  them. 

The  results  of  the  tests  as  recorded  on  the 


charts  were  as  follows : 

Only  one  test,  and  that  negative 40.35  per  cent 

Only  one  test,  and  that  positive 34.71  per  cent 

Repeated  postive  test 6.51  percent 

Repeated  negative  tests 5.21  per  cent 

Negative  tests  becoming  positive 5.83  per  cent 

Positive  tests  becoming  negative 0.87  per  cent 

Irregular  1.45  per  cent 

No  record  test  or  chart  missing 5.07  per  cent 


Total  - 100.00  per  cent 


Those  patients  in  whom  a positive  reaction 
later  became  negative  were  selected  for  special 
study.  They  were  subdivided  into  Groups  A 
and  B.  Group  A included  fourteen  patients 
who  had  had  at  some  time  a positive  diagnosis 
of  tuberculous  involvement  or  had  shown  physi- 
cal signs  which  made  such  a diagnosis  highly 
probable.  Group  B included  twenty-three  pa- 
tients who  had  had  no  positive  diagnosis  of  tu- 
berculous involvement  though  in  some  cases  the 
presence  of  cervical  adenopathy,  malnutrition 
or  elevated  temperature  made  such  a diagnosis 
possible. 

The  history  of  exposure,  X-ray  findings,  and 
diagnoses  in  the  two  groups  are  shown  in  the 
following  tables : 


EXPOSURE  Group  Group 

A B 

Exposure  reported  positive 8 13 

Exposure  reported  negative 1 3 

Exposure  reported  as  questionable 5 4 

Exposure  not  reported ; 0 3 


•Presented  before  the  Medical  Staff  of  the  Lymanhurst 
School  for  Tuberculous  Children,  Minneapolis,  June  28,  1927. 


X-RAY  FINDINGS  Group  Group 

A B 

Enlarged  and  calcified  hilum  nodes 8 17 

Enlarged  nodes  without  calcification 4 4 

Normal  chest  - 1 1 

No  report  _ 1 1 

DIAGNOSIS  Group  Group 

A B 

Positive  diagnosis  remaining  positive...-  4 0 

Positive  diagnosis  change  to  negative 6 0 

Negative  diagnosis  changed  to  positive  1 0 

Negative  diagnosis  remaining  negative-  3 23 


Because  of  the  greater  sensitivity  and  accu- 
racy of  the  intracutaneous  test  ( 1 ) the  negative 
von  Pirquet  reactions  were  checked  by  Man- 
teaux  tests  in  1928.  Of  the  original  thirty-seven 
cases,  twenty  were  not  available  for  re-testing 
Social  service  failed  to  trace  twelve ; four  re- 
fused the  test ; two  failed  to  keep  their  ap- 
pointments ; one  patient  had  died.  One  test  was 
applied  but  not  read.  The  results  are  summar- 


ized in  the  following  table. 

Group  Group 
A B 

Original  cases  14  23 

Manteaux  test  not  done 11  9 

Negative  Pirquet  positive  Manteaux 1 4 

Negative  Pirquet  negative  Manteaux 2 10 


The  first  negative  tuberculin  tests  were  re- 
corded in  the  following  age  groups : 


From  birth  to  five  years 8 

From  five  to  ten  years 15 

Over  ten  years 14 


Baldwin,  Petroff,  and  Gardner  have  summar- 
ized the  accepted  views  on  the  significance  of 
tuberculin  reactions  as  follows : “Sensitivity  to 
tuberculin  is  indicative  of  a state  of  allergy  or 
immunity  existing.  Allergy  persists  as  long  as 
tubercle  exists  in  the  body.  Complete  anatomi- 
cal healing  or  such  compact  fibrosis  of  the  tu- 
bercle that  no  diffusion  from  its  interior  into 
the  circulation  is  possible  results  in  dimunition 
or  loss  of  allergy.  Allergy  is  depressed  in  the 
terminal  stages  of  chronic  tuberculosis  in  preg- 
nancy and  in  certain  intercurrent  infectious  dis- 
eases, such  as  measles,  scarlatina,  etc.”  (2)  A 
patient  who  has  reacted  positively  to  tuberculin 
and  later  had  persistently  negative  reactions  can,. 
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in  the  absence  of  conditions  listed  above,  be 
assumed  to  have  lost  the  immunity  which  he 
earlier  possessed.  Such  a loss  of  immunity  has 
been  given  sometimes  as  an  explanation  of  the 
increase  in  active  tuberculosis  seen  in  the  early 
seventy-three  positive  reactions,  only  twelve  be- 


came negative  and  remained  negative  when 
checked  by  the  intracutaneous  test. 
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.Laboratory  Diagnosis  of  Pulmonary  Tuberculosis. 
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UTERINE  MYOMA  AND  PREGNANCY 

By  J.  G.  Engstad,  M.D. 

GRAND  FORKS,  NORTH  DAKOTA 


Mrs.  C.  A.,  aged  35,  was  admitted  to  Deacon- 
ess Hospital,  Minneapolis,  by  Dr.  Eugene  Wil- 
liams, May  10,  1915.  On  account  of  a very 
large  abdomen,  a tentative  diagnosis  of  twins 
was  made  by  her  attending  physician.  The  fetus 
was  unusually  restless,  and  movements  could  be 
felt  up  to  June  7,  when  they  ceased.  On  June 
9,  almost  complete  dilatation  was  noted,  and  a 
mass  protruded  which  gave  the  outline  and  al- 
most the  hardness  of  face  presentation. 

As  all  labor  pains  bad  ceased,  and  the  child 


Schematic  sagittal  section,  showing  condition  at  the  time 
of  operation. 


apparently  was  non-viable,  her  attending  physi- 
cian called  me  in  consultation.  The  protruding 
mass  in  the  vagina  in  the  position  of  second- 
stage  pregnancy  was  diagnosed  a myoma.  The 
operation  was  performed  in  the  afternoon,  June 
10,  1915,  at  the  Deaconess  Hospital,  Minneapo- 
lis. Cesarean  section  was  done,  Dr.  Williams 
assisting.  A non-viable  child,  weighing  seven 
pounds,  was  delivered.  The  wound  was  rapidly 
closed  by  through-and-through  sutures  to  stop 
the  flow  of  blood.  The  incision  was  enlarged 
toward  the  pubes,  and  the  bladder  was  separated 
from  the  anterior  wall  of  the  tumor,  which  filled 
the  lower  pelvis  and  the  enormously  extended 
abdominal  cavity.  A modified  Porro’s  operation 
was  performed,  leaving  the  cervical  segment  of 
the  uterus.  The  separation  of  the  bladder  and 
ligation  of  the  enlarged  veins  in  the  broad  liga- 
ment were  made  difficult  by  reason  of  the  size 
of  the  tumor,  as  its  weight  of  fourteen  pounds 
had  to  be  supported  by  a nurse  on  either  side, 
who  soon  tired  out,  holding  a weight  of  seven 
pounds  the  height  of  the  shoulders,  the  operat- 
ing table  being  very  high.  My  associate,  un- 
fortunately, ligated  the  ureter  on  his  side,  which 
was  only  discovered  on  the  eighth  day,  when  the 
field  was  suddenly  bathed  with  fresh  urine. 
Nephrectomy  was  hurriedly  performed,  from 
which  she  rallied  without  a shock. 

From  that  time  the  patient  made  a complete 
and  uninterrupted  recovery,  and  was  discharged 
from  the  hospital  June  16,  a little  over  four 
weeks  after  the  Cesarean  section  and  complete 
hysterectomy  and  nephrectomy  for  the  removal 
of  thq  unusually  large  myoma  had  been  per- 
formed. 

Comment : The  remnant  of  the  cervical  canal 
measured  18  inches,  the  spermatozoa  having 
flagellated  this  distance  to  impregnate  the  ovum. 
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RECENT  LEGISLATION 

The  Minnesota  legislators  ceased  to  exist  as 
a working  group  on  the  twenty-fourth  of  April, 
1929.  Most  of  the  problems  presented  and  solv- 
ed were  by  compromise,  but,  fortunately,  the 
Legislature  accomplished  nothing  that  was  in- 
jurious to  the  medical  profession  nor  of  any  help 
to  the  cultists.  They  idled  away  about  two  or 
three  months  of  time  before  getting  down  to 
business,  and  yet  set  a record  for  the  number  of 
bills  passed.  But  the  expense  of  the  session  was 
between  four  hundred  thousand  and  five  hun- 
dred thousand  dollars.  What  was  accomplished 
might  have  been  completed  in  half  the  time  if 
the  legislators  had  gotten  down  to  work  earlier. 
It  must  be  a great  treat  to  these  men  to  come 
from  distant  parts  of  the  state  to  orate,  in  spite 
of  the  fact  that  they  accomplish  very  little,  if 
anything. 

The  measures  which  the  Legislature  rejected 
or  failed  to  act  upon  were  of  far  greater  magni- 
tude, aside  from  the  question  of  acceptability, 
than  the  few  major  bills  enacted  into  laws.  The 
bill  of  outstanding  importance  in  both  houses  of 
the  Legislature  is  that  which  provides  for  in- 
creased funds  for  paved  highway  development, 


and  even  that  remains  in  doubt  at  this  present 
writing. 

Twenty-five  hundred  bills  were  introduced, 
including  duplicated  measures  which  had  been 
introduced  at  the  present  session  of  the  Legisla- 
ture. A total  of  2-10  of  these  had  been  enacted 
into  laws  following  approval  by  Governor 
Christianson,  and  nearly  200  more  will  reach  his 
desk  during  the  session.  The  Governor  signed 
466  bills  enacted  at  the  1927  session  of  the  Legis- 
lature and  429  approved  by  the  1925  Legislature. 
Of  course,  no  one  would  have  felt  it  very  keenly 
if  the  two  bodies  had  not  passed  as  many  bills 
as  they  did;  and  it  is  a queer  condition  of  affairs 
where  business  men  (supposedly)  are  gathered 
together  to  improve  the  conditions  of  the  country 
that  they  do  not  repeal  a number  of  the  foolish 
laws  at  present  existing  in  the  State  of  Min- 
nesota. Heaven  knows  how  many  there  may  be, 
but  there  are  a lot  of  them.  There  has  been  a 
good  deal  of  talk  in  several  legislatures  of  adopt- 
ing this  as  a principle  so  that  these  foolish  laws 
that  have  been  previously  passed  upon  would 
be  of  no  avail. 

Fortunately,  the  bills  that  were  rejected  are 
very  unimportant.  One  called  for  providing  a 
state  income  tax;  and  here  we  are  in  Minnesota, 
poorer  than  we  can  consider — and  yet  an  effort 
has  been  made  to  pass  a cigarette  tax.  Think 
of  a body  of  legislators  fooling  with  such  trivial 
matters  as  that,  even  though  it  might  bring  in 
an  income  of  two  million  dollars ! The  law 
would  never  be  applied,  and  never  pass  a test, 
and  probably  would  prove  to  be  unconstitutional, 
and  it  would  probably  be  fought  from  start  to 
finish  by  everyone  handling  cigarettes  for  profit. 
The  Brooks-Coleman  law  was  also  forgotten,  or, 
at  least,  was  so  debated  that  it  finally  lost  out. 
And,  of  course,  the  bill  providing  for  a two- 
million-dollar  assessment  for  the  losing  investors 
in  a common  quack-like  enterprise,  the  so-called 
Cochrane  business,  failed  of  passage. 

If  these  legislators  would  only  do  something 
really  constructive  instead  of  whiling  away  their 
time  on  fool  things  and  unnecessary  details  per- 
haps we  could  increase  the  value  of  farm  lands 
in  some,  way,  or  at  least  give  the  farmers  a 
chance  to  increase  their  own  values.  But  let  us 
thank  the  legislator  for  the  things  he  has  not 
done  and  forget  the  things  he  has  done — partic- 
ularly the  valueless  things.  We  will  have  them 
again  in  two  years,  and  the  same  old  thing  will 
come  up,  introduced  by  some  new  member  of  the 
House  or  Senate, — something  that  has  probably 
been  introduced  time  and  again. 

Later  news  indicates  that  the  Governor  has 
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vetoed  the  entire  appropriation  bill  for  the  uni- 
versity but  a compromise  was  effected  giving 
the  University  sufficient  money.  The  Gov. 
ernor’s  motive  is  economy  rather  than  that  he  has 
anything  against  educating  all  kinds  of  students  ; 
and  he  feels  the  State  is  not  in  a position  to 
carry  so  large  a weight,  financially,  at  this  time. 
So  it  may  be  necessary  to  adapt  ourselves  to  the 
circumstances  and  wait  until  the  times  are  better. 
We  are  not  an  isolated  state  so  far  as  hard  times 
are  concerned  because  the  condition  exists  all 
over  the  country,  or  the  greater  part  of  it,  and 
even  through  the  foreign  countries.  So  why 
not  look  upon  it  as  a symptom  or  an  illness,  a 
financial  illness  that  usually  ends  after  a time. 
(Addenda) 

The  outstanding  bill  which  passed  was  that 
affecting  the  masseurs,  abolishing  the  Massage 
Board.  Masseurs  and  masseuses  in  the  future 
will  be  licensed  by  the  State  Board  of  Medical 
Examiners  through  the  action  of  the  Senate  dur- 
ing the  last  session.  This  legislation  increases 
the  safety  of  the  people  of  Minnesota  in  securing 
medical  care  by  giving  the  Medical  Board  the 
authority  to  say  who  is  a masseur,  a messeuse, 
or  a quack.  The  “Four  Horsemen”  (Johnson, 
Boyer,  Sogge,  and  Workman)  were  on  the  job 
all  day  until  late  into  the  night.  The  successful 
conclusion  of  the  Legislative  Campaign  is  due 
to  the  above  and  a very  self-sacroficing  Legis- 
lative Committee.  Under  the  operation  of  the 
Massage  Board  all  sorts  of  people  who  called 
themselves  healer,  such  as  the  naturopaths  and 
the  chiropractors,  were  getting  licenses  from  the 
Massage  Board,  and,  of  course,  they  then  as- 
sumed they  were  competent  to  practice  medi- 
cine in  all  of  its  various  departments.  But  the 
legislators  had  learned  something  from  past  ex- 
perienceand  they  wisely  put  the  Massage  Board 
out  of  commission,  and  everyone  who  wants  a 
licence  to  practice  the  healing  art  must  now  go 
before  the  State  Board  of  Medical  Examiners. 
In  this  way  a flood  of  undesirable  healers  or 
practitioners  will  be  kept  out  of  the  way.  Of 
course  we  have  enough  of  them  at  the  present 
time  who  have  been  previously  licnsed  to  prac- 
tice massage,  but  have  not  been  licensed  to 
practice  medicine,  but  these  various  cults  con- 
sider themselves  fitted  to  practice  anything  they 
choose.  So  if  the  Legislature  has  done  nothing 
more  than  repeal  a part  of  the  Massage  Bill  and 
deprive  irregulars  from  coming  into  the  field 
they  have  accomplished  a great  deal.. 

Another  bill  which  is  of  some  importance  was 
that  abolishing  marathon  dancing — a cruel  and 
unwarranted  excercise  gotten  up  mainlv  for  the 


gain  of  the  promotors ; this  bill  failed  of  pas- 
sage. 

For  some  strange  reason  a bill  extending  the 
salary  of  the  legislators  five  hundred  dollars  was 
lost,  defeated  in  the  Senate.  Why?  These  men 
get  little  enough  as  it  is. 

It  seems,  too,  that  a bill  was  introduced  stop- 
ping drug  stores  from  serving  luncheons.  The 
mystery  of  it  all  is  why  the  restaurant  men  have 
not  introduced  chemical  and  drug  departments 
as  a sideline,  as  the  drug  stores  haxe  introduced 
the  lunch  counters  as  a side  issue  to  the  drug 
trade. 

CHICAGO  MEDICAL  SOCIETY  ROW 

It  seems  that  the  effort  to  build  up  an  institute 
supported  by  liberal-minded  men  has  outgrown 
itself  and  become  a menace  to  the  medical  pro- 
fession of  Chicago.  This  institute  is  called  a 
public-health  institute  and  was  ostensibly  for  the 
treatment  of  venereal  diseases,  but  it  grew  to 
such  enormous  proportions  and  took  so  much 
business  away  from  the  medical  profession  in 
general  that  the  Society  was  obliged  to  intervene. 

It  is  an  easy  matter  to  get  a large- number  of 
venereal  cases  to  attend  a clinic,  where  they  are 
promised  reasonable,  moderate  rates.  But  this 
whole  effort  resulted  in  the  dismissal  of  Doctor 
Schmidt,  who  seemed  to  be  the  actual  head  of 
the  Institute.  This  clinic  found  itself  in  very 
good  circumstances,  so  the  Journal  of  the  Ameri- 
can Medical  Association  tells  us,  and  they  had 
accumulated  thousands  of  dollars  in  surplus. 
Upon  the  dismissal  of  Dr.  L.  Schmidt,  Doctor 
Bundeson  withdrew  from  the  Chicago  Medical 
Society  in  order  to  express  his  appreciation,  as 
he  thought,  of  Doctor  Schmidt. 

The  whole  thing  seems  to  be  a great  row 
among  all  classes  of  medical  men,  whether  regu- 
lars or  irregulars.  This  is  simply  one  of  the 
events  in  the  trend  of  medical  ethics  so  called  if 
there  is  such  a thing;  medical  rows  would  be  a 
better  expression.  And  the  more  they  stir  up 
these  rows  the  more  it  injures  the  medical  pro- 
fession. How  long  is  it  going  to  take  us  to  get 
back  to  our  normal  profession  and  practice  med- 
icine as  we  should — in  order  to  help  the  suf- 
fering and  poor  unfortunates  and  relieve  sick- 
ness and  give  good  advice,  just  as  the  old  country 
doctor  used  to  do? 

The  Chicago  Tribune  had  arranged  to  break 
the  opening  story  concerning  Dr.  Schmidt,  fea- 
turing it  on  the  front  pages,  and  tie  up  the 
Institute  with  the  cost  of  medical  care.  Dr. 
Olin  West,  Secretarv  of  the  American  Medical 
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Association,  in  an  address  several  years  ago, 
voiced  the  situation  in  exactly  these  words : “The 
great  outstanding  problem  before  the  medical 
profession  to-day  is  that  involved  in  the  delivery 
of  adequate  scientific  medical  service  to  all  the 
people,  rich  and  poor,  at  a cost  that  can  reason- 
ably be  met  by  them  in  their  respective  stations  in 
life.”  That  seems  to  cover  the  situation  very 
completely,  and  why  not  accept  it  and  do  the 
best  we  can  under  the  circumstances  until  this 
phase  of  medical  disorder  has  passed  away  and 
normal  conditions  return?  Of  course,  the  pub- 
lic must  be  taken  more  or  less  into  our  confi- 
dence and  must  be  made  to  realize  that,  regard- 
less of  the  eventual  nature  of  medical  practice, 
physicians  will  be  requited  for  the  work.  Pa- 
tients able  to  pay  for  individual  care  will  receive 
better  attention  than  those  handled  by  mass 
methods.  Of  course  this  applies  to  all  sick  peo- 
ple. It  is  the  individual  we  are  treating,  not  a 
case  or  a special  disease  which  we  are  seeking 
information  about ; the  individual  should  be  re- 
membered, always,  under  whatever  category  of 
disease  he  comes.  Human  beings  cannot  be  re- 
lieved of  their  ailments  as  our  motorcars  are  re- 
paired or  overhauled. 

No  doubt  within  a week  the  newspapers  will 
find  that  the  public  interest,  usually  satiated  by 
a concentration  on  any  topic  for  a week,  is  turn- 
ing to  other  fields.  The  baseball  season  is  open- 
ing, and  that  will  concern  the  attention  of  the 
people  more  than  anything  else.  The  Chicago 
Tribune  is  shifting  the  story  from  page  one  (in 
large  type)  to  page  three  and  even  to  page 
twenty-two,  showing  that  it  soon  lost  its  interest 
in  this  upheaval. 

We  have  the  same  condition  all  over  the  coun- 
try, and  the  objection,  of  course,  was  the  adver- 
tising medium  which  cast  such  an  insolent  glare 
before  the  people.  The  time  may  be  coming,  al- 
though we  do  not  know  when  and  how,  when 
medical  men  will  be  allowed  to  advertise  in  a 
professional  manner,  but  none  of  us  may  see 
that  time.  And  too  many  of  us  are  over-cautious 
in  the  methods  in  which  our  names  get  into  the 
newspapers.  Yet  we  have  a great  deal  to  say 
about  the  community  in  which  we  live  and  we 
should  be  given  an  opportunity  to  express  our- 
selves and  to  perhaps  supply  the  daily  press  with 
important  information. 

The  editor  feels  that  we  can  safely  rely  on  it 
that  the  committee  who  are  undertaking  the  study 
of  the  cost  of  medical  care  for  the  sick  may  be 
relied  upon  to  give  it  full  attention  and  publicity 
at  the  proper  time. 


213 

“UNSUNG  HEROES” 

The  following  editorial  comment  on  unsung 
heroes  is  taken  from  the  Minneapolis  Star  of 
Minneapolis : 

We  may  cheer  the  heroes  who  “go  places  and  do 
things”  in  a bold  and  picturesque  way,  but  the  true 
heroes  in  this  vale  of  tears  are  those  who  quietly 
go  about  risking  their  lives,  not  for  aggrandizement 
or  glory,  but  for  mankind’s  sake. 

The  unsung  heroes  of  medicine  rarely  have  their 
achievements  announced  in  three-inch  capitals,  and 
often  they  reach  premature  and  obscure  graves. 
The  conquest  of  the  world’s  great  scourges  has 
exacted)  exorbitant  payment  in  the  lives  of  altruistic 
men  of  science. 

After  three  thousand  years,  a cure  for  leprosy  is 
in  sight.  A group  of  voluntary  workers,  located  in 
different  parts  of  the  world,  are  helping  medical 
scientists  in  the  practical  application  of  a new  rem- 
edy which  is  extracted  from  the  Hvdnocarpus  tree. 
Predictions  are  that  the  dread  malady  will  be  finally 
stamped  out  in  about  30  years. 

How  much  more  worthy  of  statues  and  medals 
are  these  workers  than  many  of  the  flash-in-the-pan 
idols  that  the  public  wastes  its  praise  upon. 

It  is  so  rarely  that  we  get  any  attention  from 
the  press  or  any  commendation  for  what  we  have 
done  that  the  above  is  an  unusual  compliment. 
To  this,  however,  should  be  added  the  fact  that 
the  United  States  has  profited  by  many  heroic 
men  who  have  given  themselves  up  to  various  ex- 
periments for  the  benefit  of  the  people ; for  in- 
stance, the  efforts  made  in  the  attempt  to  isolate 
the  yellow  fever  germ,  when  two  or  three  men 
offered  themselves  for  experimentation  and  per- 
mitted themselves  to  be  stung  by  malaria-bearing 
mosquitoes.  Yet  these  men  afterward  received 
no  attention  at  all  until  many  years  later  when 
someone  managed  to  get  their  names  and  the 
story  of  their  sacrifice  before  Congress,  and  the 
one  remaining  man  who  did  not  die  from  the  ex- 
periment was  awarded  a hundred  dollars  a month  ; 
a short  time  later  he  died  (from  somei  other 
cause)  and  his  widow  got  no  compensation  what- 
soever; vet  she  is  worthy  of  it  and  probably  needs 
it.  Such  heroism  is  evidently  but  little  known 
and  seldom  appreciated. 

NEWSPAPER  MEDICINE 

If  you  are  at  all  interested  in  this  subject  you 
will  find  much  to  contemplate  in  the  press 
throughout  the  country.  Recent  medical  gos- 
sip is  written  up  in  much  the  same  way  that  has 
always  been  employed  in  that  subject,  hence 
there  are  many  mistakes  and  many  misstate- 
ments in  recent  articles  appearing  in  the  daily 
press.  These  mistakes  are  well  illustrated,  as 
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all  know,  in  “Tonics  and  Sedatives”  in  the  Jour- 
nal of  the  A.  M.  A.  Here  are  assembled  articles 
appearing  in  the  lay  press  that  sound  very  fun- 
ny sometimes  to  doctors.  For  instance  the  last 
Journal  of  the  A.  M.  A.  prints  this  one;  “Doc- 
tor Brady  Tells  Them,”  copied  from  the  Grand 
Rapids  Press.  The  question  is,  “What  causes 
black  spots  before  the  eyes  and  puffiness  under 
the  eyes?”  It  is  signed  by  Mrs.  N.  The  sup- 
posed answer  to  the  question  was  printed  in 
this  way : “Sometimes  dizzipation  will  account 
for  it ; anyway  it  might  be  worth  looking  into. 
Is  there  no  doctor  in  your  community?”  Now, 
imagine  such  a break  as  this  being  published 
and  broadcast,  and  Dr.  Bradv  becomes  discredit- 
ed, whereas  he  is  a man  of  fine  talents  and  writes 
very  good  articles. 

Here  is  another  item,  headed  “Uncommon 
Indeed,”  and  reading  something  like  this : “LTn- 
usual  case  noted  in  the  Journal  of  the  A.  M.  A., 
page  1893,  and  found  by  C.  H.”  “The  condi- 
tion of  co-existing  uterin  and  extra-uterin  preg- 
nancy is  not  only  rare  although  uncommon  in 
the  experience  of  any  one  man.”  This  may  be 
read  from  two  angles:  as  a joke  on  a man;  or 
as  an  error  in  the  construction  of  a sentence. 
The  editor  of  the  Frankfort,  S.  D.,  Messenger 
gives  a friend  a sendoff : “There  has  been  a 
great  deal  of  sickness  from  flu  in  this  community 
the  past  week  or  two.  Doctors  are  hardly  en- 
couraging in  regard  to  the  flu  epidemic  sweep- 
ing the  country.  They  say  there  is  a liklihood 
that  a second  and  more  severe  epidemic  will 
come  later.  Dr.  H.  has  been  busy  caring  for  a 
large  number  of  cases.  During  the  epidemic 
of  1918  he  never  lost  a case.”  This  hardly 
seems  more  than  a good  bit  of  advertising,  and 
the  facts  about  having  a greater  epidemic  than 
ever  are  not  true  to  form.  For  instance,  in 
California  the  epidemic  is  subsiding  and  is  now 
appearing  in  the  extreme  eastern  portion  of  the 
country.  It  looks  to  us  here  who  are  in  the 
Middle-West  as  if  the  epidemic  had  receded. 
It  is  much  like  the  weather:  it  comes  and  goes; 
but  the  idea  that  we  are  going  to  have  a more 
severe  epidemic  is  purely  a fanciful  suggestion. 
We  know  nothing  about  it, — what  causes  it, 
when  it  is  going  to  appear  either  as  a simple 
cold,  a hard  cold,  or  a real  influenza  followed 
by  pleuropneumonia.  In  the  various  marginal 
cases  this  cold  that  has  been  going  through  the 
patients  may  get  very  prompt  and  early  recovery 
even  with  elderly  people,  with  no  ill  effects  fol- 
lowing. Others  have  a long-continued  feeling  of 
tire  and  exhaustion  following  the  attack,  whether 
it  be  mild  or  more  severe.  In  this  part  of  the 


country  at  least  we  are  not  suffering  from  any 
great  or  severe  epidemic.  Careful  watching  and 
advising  the  patient  to  abstain  from  very  inti- 
mate exposure  in  the  case  of  a cold,  and  advise 
to  keep  a handkerchief  over  the  nose  and  mouth 
when  coughing  is  of  benefit  to  those  nearby. 

There  are  all  kinds  of  remedial  suggestions 
and  most  of  the  literature  which  comes  from 
drug  and  medicine  manufacturers  insists  that 
the  product  is  good  for  influenzal  conditions. 
Whether  it  is  or  not  is  not  very  material.  Just 
now  the  medicine  men  are  taking  advantage  of 
a situation  in  promoting  their  remedies  while 
the  doctor  is  taking  care  of  the  patients,  using 
ordinary  intelligence  and  common-sense  treat- 
ment. Yet  the  daily  press  urges,  through  its 
ads,  the  use  of  fig  syrups  made  in  California 
for  the  cure  of  influenza.  We  wonder  how 
many  other  laxatives  are  advertised  by  the  news- 
papers for  the  same  use  and  purpose?  It  is 
just  the  taking  advantage  of  a situation  to  ex- 
ploit their  wares.  We  have  wished  some 
times  that  we  had  a collection  of  the  various 
newspaper  items  that  have  been  brought  out  as 
cures  for  disease.  We  hesitate  to  say  too  much  on 
the  subject  for  fear  of  offending  our  newspaper 
friends,  though  we  are  reasonably  safe  in  that 
we  are  not  likely  to  be  quoted  by  them.  The 
lay  editor  is  hardly  expected  to  know  much 
about  the  subject  of  medicines  and  cures  per- 
haps, yet  he  is  often  very  bold  in  coming  forth 
with  a statement  or  recommendation  covering 
this  subject.  But  after  all  that  is  his  business 
and  not  ours. 

We  should  be  consoled  by  an  article  appearing 
in  the  Minneapolis  Star:  “It  is  not  the  money 
we  make ; it  is  the  /uninteresting  • people  we 
meet.” 


MISCELLLANY 


FROM  THE  MINNESOTA  STATE  MEDICAL 
ASSOCIATION— MAY  13,  14  and  15,  1929 

Offering  a remarkable  scientific  program,  including 
a meeting  devoted  to  medical  economics,  and  an 
open  forum  luncheon  in  the  general  program,  the 
sixty-first  annual  meeting  of  the  Minnesota  State 
Medical  Association,  opens  Monday,  May  13,  at  the 
Masonic  Temple,  in  St.  Paul. 

Medical  men  from  all  parts  of  Minnesota  will 
gather  to  participate  in  the  three-day  program. 
Speakers  will  include  out-of-state  medical  men  out- 
standing for  their  contributions  to  the  field  of  medi- 
cal science.  Dr.  Elliot  Proctor  Joslin,  Boston,  Pro- 
fessor of  Medicine,  Harvard  University;  Dr.  George 
P.  Muller,  Philadelphia,  Professor  of  Clinical  Sur- 
gery, University  of  Pennsylvania;  Dr.  William 
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Engelbach,  endocrinologist,  now  on  leave  of  ab- 
sence from  Washington  University,  St.  Louis,  to 
write  a book;  Dr.  Arthur  L.  Chute,  Associate  Pro- 
fessor, Genito-urinary  Diseases,  Tufts  College,  Bos- 
ton, Mass.;  Michael  M.  Davis,  Ph.D.,  Julius  Rosen- 
wald  Fund,  Chicago;  Dr.  Morris  Fishbein,  editor  of 
the  Journal  of  the  American  Medical  Association,  Chi- 
cago; and  Dr.  Kellog  Speed,  Associate  Professor 
of  Clinical  Surgery,  Rush  Medical  College,  Chicago, 
will  take  part  in  the  program. 

Both  scientific  and  business  meetings  will  be  con- 
ducted the  opening  day  of  the  meeting.  Monday 
morning  the  Council  will  meet  at  10:00  a.  m.,  in 
the  Blue  Room  of  the  Masonic  Temple,  where  reg- 
istration and  meetings  will  be  held.  Ramsey  Coun- 
ty Medical  Society  has  arranged  a clinical  pro- 
gram. This  clinical  program,  which  will  open  at 
8:30  a.  M.,  will  be  followed  by  a luncheon,  at  which 
Ramsey  County  Medical  Society  will  be  host  to  the 
delegates. 

At  1:45  p.  m.,  in  the  auditorium  of  the  Masonic 
Temple,  the  two  and  one-half  day  scientific  program 
of  the  State  Association  will  begin.  Due  to  the 
demand  of  Minnesota  physicians  for  a symposium 
on  fractures,  the  program  was  extended,  and  the 
symposium,  which  will  be  of  unusual  interest,  ar- 
ranged. 

The  meeting  of  the  House  of  Delegates  will  be 
conducted  in  the  Blue  Room  of  the  Masonic  Temple 
at  2:00  p.  m.,  Monday  afternoon. 

The  medical  economics  meetings,  which  will  be 
held  Monday  evening  at  8:00  in  the  auditorium  of 
the  Temple,  will  have  as  chairman,  Dr.  E.  A. 
Meyerding,  secretary  of  the  Minnesota  State  Medi- 
cal Association.  An  unusual  program  is  offered, 
which  will  feature  Michael  M.  Davis,  Ph.D.,  who 
will  speak  on  “Social  and  Economic  Research.”  Dr. 
Fishbein  will  discuss  “The  Doctor’s  Problem,”  and 
that  important  phase  of  medical  economics,  legisla- 
tion, will  be  considered  by  Dr.  Herman  M.  John- 
son, Dawson.  Dr.  O.  E.  Locken,  Crookston,  will 
take  part  in  the  program  speaking  on  “The  Cost 
of  Medical  Care.”  Members  of  the  Women’s  Aux- 
iliary will  present  a sketch,  “Better  Halves.” 

Tuesday  morning  the  scientific  program  will  con- 
tinue with  Dr.  Joslin,  the  first  speaker  of  the  morn- 
ing, opening  the  session,  a Symposium  on  Diabetes, 
at  8:30.  Dr.  Joslin  will  give  an  illustrated  lecture 
on  “The  Treatment  of  Diabetes.” 

A special  session,  which  will  be  open  to  the  pub- 
lic and  in  which  many  physicians  will  undoubtedly 
be  interested,  will  be  the  Open  Forum  luncheon, 
to  be  held  at  the  St.  Paul  Athletic  Club,  at  12:30 
P.  m.,  Tuesday.  Talks  by  Dr.  Joslin,  Dr.  G.  A. 
Skinner,  Surgeon,  U.  S.  Medical  Corps,  Fort  Omaha, 
Nebraska,  and  Dr.  C.  H.  Mayo,  Mayo  Clinic,  Ro- 
chester, will  comprise  the  program. 

A goiter  symposium  will  feature  the  afternoon’s 
program.  Dr.  Joslin  will  conduct  the  medical  dis- 
cussion, and  Dr.  Charles  Mayo,  the  surgical. 

Delightful  entertainment  and  interesting  speakers 
will  render  enjoyable  the  annual  banquet  of  the 
association,  which  will  be  held  in  the  Palm  Room 
of  the  St.  Paul  Hotel,  Tuesday  evening,  at  6:30  p.  m. 
All  attending  physicians  and  their  wives  are  in- 
vited. 

A joint  meeting  will  be  held  Wednesday  after- 
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noon,  following  the  morning’s  scientific  program. 
At  2:00  p.m.,  the  meeting  will  be  divided  into  two 
groups  as  noted  on  the  program. 

The  scientific  exhibits  are  considered  among  the 
most  unusual  and  interesting  features  of  the  con- 
vention. These  exhibits  include  entries  from  the 
University  of  Minnesota,  State  Board  of  Health, 
and  the  Mayo  Clinic,  in  addition  to  extensive  com- 
mercial displays. 

The  Women’s  Auxiliary  of  the  Minnesota  Medi- 
cal Association  will  conduct  a program  of  value  and 
entertainment  for  the  visiting  auxiliary  members. 
This  will  open  at  2:30'  p.  M.,  Monday,  with  the  meet- 
ing of  the  Executive  Board. 

Movies  will  be  shown  at  the  noon  luncheons. 

Officers  of  the  Association  are  Dr.  J.  T.  Christi- 
son,  St.  Paul,  president;  Dr.  A.  G.  Kiedloff,  Man- 
kato, first  vice-president;  Dr.  C.  O.  Estrem,  Fergus 
Falls,  second  vice-president;  Dr.  E.  A.  Meyerding, 
St.  Paul,  secretary;  and  Dr.  A.  G.  Schulze,  St.  Paul, 
treasurer. 


NEWS  ITEMS 


Dr.  V.  P.  Johnson,  of  Minneapolis,  has  lo- 
cated in  Delano,  Minn. 

Dr.  C.  Eugene  Riggs,  of  St.  Paul,  has  re- 
turned from  his  usual  winter  trip  to  Florida. 

The  Fairmont  (Minn.)  Clinic  has  purchased 
$3,500  worth  of  radium  for  use  in  its  hospital. 

Dr.  L.  A.  Nippert  and  wife,  of  Minneapolis, 
have  returned  from  a trip  to  the  Hawaiian  Is- 
lands. 

Dr.  A.  Garbrecht,  of  St.  Paul,  has  gone 
to  Europe  to  spend  six  months  in  postgraduate 
work. 

Dr.  Thomas  Mulligan  and  wife,  of  Grand 
Forks,  N.  D.,  are  home  from  a trip  to  Florida 
and  Cuba. 

A series  of  radio  talks  on  tuberculosis  is  now 
being  given  by  the  Minnesota  Public  Health  As- 
sociation. 

Dr.  H.  W.  Huseby,  of  Cloquet,  Minn.,  and 
Miss  Agnes  L.  Kealy,  of  Duluth,  were  married 
last  month. 

The  American  College  of  Physicians,  recently 
in  session  in  Boston,  will  meet  in  Minneapolis 
next  year. 

Dr.  and  Mrs.  F.  E.  Vrooman,  of  St.  Francis, 
Minn.,  have  returned  from  a three  months’  trip 
in  the  South. 

Sixty-five  nurses  successfully  passed  the  ex- 
aminations of  the  State  Boards  at  Fargo  and 
Bismarck  last  month. 
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The  south  wing  of  the  Sacred  Heart  Hospital 
of  Yankton,  S.  D.,  was  dedicated  last  month  by 
the  Benedictine  Sisters. 

Dr.  J.  H.  McKinnon  has  resigned  as  super- 
intendent of  the  Todd-Wadena  Tuberculosis 
Sanitarium  of  Minnesota. 

Dr.  R.  H.  Stobie,  who  practiced  in  North  Da- 
kota from  1906  to  1918,  recently  died  at  Mason, 
Michigan,  at  the  age  of  45. 

Dr.  Henry  E.  Comebacker  of  Osceola,  Wis., 
well  known  to  many  Minnesota  physicians,  died 
last  month  at  the  age  of  75. 

The  dedication  of  the  new  wing  of  St.  An- 
drew’s Hospital  at  Bottineau,  N.  D.,  will  take 
place  the  latter  part  of  this  month. 

Dr.  F.  E.  Griebenow,  of  Bismarck,  N.  D.,  has 
returned  from  Europe,  where  he  has  been  doing 
postgraduate  work  for  several  months. 

The  Minnesota  State  Board  of  Examiners  of 
Nurses  will  hold  examinations  on  May  13  and 
14  in  St.  Paul,  Duluth,  Rochester,  and  Crook- 
ston. 

Dr.  Herbert  B.  Twitched,  who  was  born  in 
Chatfield,  Minn.,  and  practiced  medicine  there 
for  many  years,  died  last  month  at  Akron,  Ohio, 
at  the  age  of  74. 

Dr.  F.  F.  Lang,  of  Montpelier,  N.  D.,  has 
gone  to  Berlin,  Germany,  to  take  a course  in 
postgraduate  surgical  work.  He  expects  to  re- 
turn by  October  1. 

A boarding  club  has  been  opened  in  Minne- 
apolis, at  1520  Park  Ave.,  bv  the  Hennepin 
County  Tuberculosis  Association  for  discharged 
tuberculosis  patients. 

Dr.  A.  F.  Bratrud,  of  Minneapolis,  spoke  last 
month  before  the  Blue  Earth  County  Medical 
Society  in  the  Extension  Course  given  by  the 
University  of  Minnesota. 

Dr.  R.  Buckley,  a recent  graduate  of  the  Med- 
ical School  of  the  U.  of  M.,  who  has  been  a 
year  on  the  staff  of  St.  Mary’s  Hospital,  Duluth, 
has  located  in  Pine  City,  Minn. 

Dr.  A.  L.  Herman,  of  Minneapolis,  who  re- 
cently went  to  Boston  to  visit  the  Children’s  Hos- 
pital of  that  city,  decided  to  go  on  to  Europe 
for  further  postgraduate  work. 

The  St.  Louis  County  (Duluth)  Public  Health 
Association  of  Minnesota  has  worked  out  a 
plan  to  obtain  employment  for  former  tubercu- 
losis sanatorium  patients  in  that  county. 


Dr.  Clifford  E.  Henry,  of  Minneapolis,  was 
elected  Surgeon-General  of  the  Military  Order 
of  Foreign  Wars  at  the  triannual  convention  of 
that  order  recently  held  in  New  York  City. 

The  two-year  course  in  the  South  Dakota  Med- 
ical School  at  Vermillion,  S.  D.,  costs  53  per  cent 
less  than  in  any  other  two-year  medical  school 
in  the  country,  and  there  is  no  better  school  of 
the  kind  in  any  state  in  the  Union. 

The  Phi  Beta  Pi  national  medical  fraternity 
will  hold  a luncheon  at  noon  on  Wednesday,  May 
8,  at  Mitchell,  S.  D.,  during  the  State  Associa- 
tion meeting.  All  Phi  Beta  Pi  living  in  South 
Dakota  and  vicinity  are  urged  to  attend. 

At  the  annual  meeting  of  the  Staff  of  Fair- 
view  Hospital,  Minneapolis,  on  April  11,  the 
following  were1  elected  officers : President,  Dr. 
Looe  Baker ; vice-president,  Dr.  O.  F.  Schus- 
sler ; secretary-treasurer,  Dr.  A.  W.  Dahlstrom. 

The  national  Phi  Beta  Pi  medical  fraternity 
will  hold  a luncheon  at  noon  on  June  7,  at  Fargo, 
North  Dakota,  during  the  annual  meetings  of  the 
State  Medical  Association.  All  Phi  Beta  Pi  liv- 
ing in  North  Dakota  and  vicinity  are  urged  to 
attend. 

Dr.  Alonzo  P.  Peeke,  a recent  graduate  of  the 
Medical  School  of  the  U.  of  M.,  has  located  in 
Sioux  Falls,  S.  D.  Dr.  Peeke,  the  son  of  a mis- 
sionary, was  born  in  Japan  and  was  educated  in 
Japan  and  China,  and  took  his  medical  course 
in  Minnesota. 

Dr.  Earle  J.  Bratrude,  a 1921  graduate  of  the 
Medical  School  of  the  U.  of  M.,  has  located  in 
Minneapolis  at  500  P.  & S.  Building.  Dr.  Brat- 
rude received  a fellowship  in  the  Mayo  Founda- 
tion which  gave  him  three  years  of  surgical  work 
in  the  Mayo  Clinic. 

Dr.  Clifford  E.  Henry,  of  Minneapolis,  at- 
tended the  meeting  of  the  American  College  of 
Physicians  in  Boston  last  week,  and  as  a National 
Delegate  of  the  Military  Order  of  Foreign  Wars, 
attended  the  Triennial  Convention  of  the  Order 
in  New  York  City. 

Dr.  W.  G.  Paradis,  a member  of  the  staff  of 
the  Glen  Lake  Sanatorium,  has  been  appointed 
superintendent  of  the  Sunnyrest  Sanatorium  at 
Crookston,  Minn.,  to  succeed  Dr.  J.  K.  Anderson, 
who  has  entered  private  practice  in  Minneapolis 
in  association  with  Dr.  W.  A.  Fansler. 

Dr.  Charles  J.  Goodheart,  formerly  of  Akeley, 
Minn.,  died  at  South  Gate,  Calif.,  on  April  11, 
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at  the  age  of  43.  Dr.  Goodheart  was  a graduate 
of  the  Minneapolis  College  of  Physicians  and 
Surgeons,  class  of  ’ll.  He  moved  to  California 
two  years  ago  and  had  established  a large  prac- 
tice. 

Dr.  W.  G.  Crandall,  of  Watertown,  S.  D.,  has 
been  appointed  chief  surgeon  of  the  Lutheran 
Hospital  and  Sanitarium  at  Hot  Springs,  S.  D., 
and  assumed  his  new  position  at  once.  Dr. 
Crandall  has  long  been  prominent  in  medical  and 
civic  affairs  in  Watertown.  He  is  a graduate 
of  the  Medical  School  of  the  U.  of  M.,  class  of 
’20. 

At  a meeting  of  the  Sixth  District  Medical 
Society  of  North  Dakota  held  in  Bismarck,  N. 
D.,  addresses  were  made  by  Governor  Shafer, 
Dr.  Jungman,  epidemiologist,  of  the  State  Health 
Department,  Mr.  S.  S.  McDonald,  chairman  of 
the  State  Workmen’s  Compensation  Bureau  and 
by  Dr.  W.  H.  Bodenstab,  medical  director  of  the 
Bureau. 

Dr.  A.  C.  Strachauer,  director  and  surgeon- 
in-chief  of  the  Cancer  Institute  at  the  University 
of  Minnesota,  has  been  notified  of  his  election 
to  the  board  of  directors  of  the  American  So- 
ciety for  the  Control  of  Cancer.  This  is  a na- 
tional organization,  having  its  headquarters  in 
New  York  City,  and  recently  reorganized  as  a 
Foundation  with  an  endowment  of  one  million 
dollars  for  research  into  the  problem  of  malig- 
nancy. 

Secretary  Cook  of  the  South  Dakota  State 
Medical  Association  is  predicting  the  largest  an- 
nual meeting  ever  held  by  the  Association.  He 
bases  his  prediction  upon  the  excellence  of  the 
program,  the  accessibility  of  Mitchell  from  all 
parts  of  the  state,  a continuously  increasing  in- 
terest in  the  work  of  the  medical  profession  by 
its  members,  and  promise  of  good  weather  in 
South  Dakota  at  this  season  of  the  year.  The 
annual  meeting  occurs  at  Mitchell  on  May  7,  8, 
and  9. 


Good  Opening  for  Eye,  Ear,  Nose,  and  Throat  Man 

Location  for  a good  eye,  ear,  nose,  and  throat  man 
in  a North  Dakota  town.  Nothing  to  sell.  For 
particulars  address  593,  care  of  this  office. 

Practice  Wanted 

An  unopposed  practice  in  town  of  500  or  more, 
where  only  small  cash  investment  is  required.  Ad- 
dress 597,  care  of  this  office. 

Position  Wanted 

As  business  manager  for  clinic  or  group  of  phy- 
sicians. Experienced  as  accountant,  collector,  and 
executive.  Address  585,  care  of  this  office. 


Locum  Tenens  Wanted 

During  my  absence  in  Europe  from  May  24,  1929, 
to  September  1,  1929.  Office  free  (office  girl  $30  a 
month.)  Make  wrhat  you  can.  Address  J.  Louis 
Waldner,  Parkston,  So.  Dak. 

Physician  and  Surgeon  Wanted 

In  city  of  800  in  good  farming  community,  young 
man,  married  preferred.  Wonderful  opportunity 
for  man  who  can  make  good.  Address  Committee 
on  Doctors,  Commercial  Club,  Aneta,  N.  D. 

Institutional  Property  for  Sale  in  Minneapolis 

A Minneapolis  institution  moving  to  California  in 
the  fall  offers  its  property  for  sale.  Suitable  for 
rest  home  or  sanatorium.  Good  grounds  facing  a 
park.  Twenty  rooms.  Address  583,  care  of  this 
office. 

Office  for  Physician  or  Dentist 

Office  rooms  suitable  for  physician  or  dentist  with 
common  reception  room  with  practicing  dentist  in 
Minneapolis  in  a brick  building  on  a1  busy  corner. 
Address  E.  Oredson  or  Dr.  Lemeiux,  3757  Chicago 
Ave.,  Minneapolis. 

Locum  Tenens  Wanted 

Young  Protestant  physician  is  wanted  to  take 
over  practice  in  a small  modern  Wisconsin  village 
near  the  Twin  Cities  for  a month  or  six  weeks,  be- 
ginning soon.  Salary  $200  per  month.  Address 
598,  care  of  this  office. 

Practice  for  Sale 

For  sale,  Southeastern  North  Dakota;  town  750; 
rich  diversified  farming  country;  collections  85  per 
cent  cash;  no  other  physician  within  fourteen  miles; 
modern  residence,  with  or  without  equipment.  Ad- 
dress 596,  care  of  this  office. 

Physician  and  Surgeon  Wanted 

In  a Minnesota  town  of  about  1,000  people,  thirty 
miles  from  Minneapolis.  German-Catholic  preferred. 
Large  modern  home  can  be  used  for  small  hospital. 
Village  located  in  one  of  the  best  farming  sections 
in  the  state.  Address  592,  care  of  this  office. 

Practice  for  Sale 

Excellent  practice  in  city  of  5,000  in  North  Da- 
kota, County  Seat;  N.  P.  division  point.  Best  of- 
fice location  in  the  city.  Well  established  practice 
for  11  years.  No  property  to  sell.  Reasonable  pay 
asked  for  introduction.  Address  599,  care  of  this 
office. 

Position  Wanted 

A young  woman  of  refinement,  with  splendid 
qualifications,  experienced  in  medical  secretarial 
work,  desires  position  in  a doctor’s  office  or  clinic; 
capable  of  assuming  responsibility.  Six  years  of  ex- 
perience in  clinical  work,  clerical,  bookkeeping,  col- 
lections, etc.  A-l  references.  Address  594,  care  of 
this  office. 

Work  Wanted 

By  a 1927  graduate  of  the  University  of  Minne- 
sota who  has  worked  as  interne  and  assistant  in 
three  city  hospitals  and  practiced  about  one  year 
in  the  country.  Desires  a good  general  practice, 
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a fellowship,  an  assistantship,  or  a long  locum 
tenency.  Age  26  and  unmarried.  Address  600, 
care  of  this  office. 

For  Sale 

One  motor  ambulance.  Body  was  made  to  order 
and  mounted  on  a three-quarter  ton  truck  chassis, 
G.  M.  C.  four  cylinder  motor,  several  years  ago. 
$600.00  for  quick  sale.  Also:  Two-horse  drawn 
ambulance  with  four  sleigh  runners  to  use  in  winter. 
Wheels  will  need  new  rubber  tires.  $100.00  takes  it. 

Reason  for  selling:  Do  not  need  three  ambulances. 
Address  Box  “E”,  Eveleth,  Minnesota. 

Surgical  Assistant  Wanted 

Protestant,  under  40  years  of  age,  registered  in 
Minnesota,  for  resident  physician  in  small  hospital 
(18  beds  for  patients).  My  practice  limited  to  sur- 
gical treatment  of  cancer  and  tumor  diseases.  Hos- 


pital established  18  years.  Position  permanent.  Will 
admit  to  partnership  after  three  years  if  so  desired. 
Salary,  $200  to  $300  per  month  first  year,  according 
to  experience.  Address  601,  care  of  this  office. 

Physician  Wanted 

We  are  badly  in  need  of  a physician,  and  if  we 
can  get  a young  physician  interested  we  will  assure 
him  plenty  to  do,  as  there  is  a large  territory  to 
draw  from  and  pretty  good  pay.  We  are  situated 
in  the  middle  of  a good  dairy  community  with  a 
new  creamery  which  is  well  patronized.  Our  roads 
are  good  and  it’s  easy  to  get  around.  The  nearest 
good  doctor  is  twenty  miles  away.  We  had  a good 
physician  here  for  several  years,  but  he  left  for 
good  reasons.  Can  furnish  good  office  rooms  and 
the  villagei  will  da  all  we  can  for  a good  live  man. 
Address  the  Gully  Commercial  Club,  L.  H.  Aos, 
President,  Gully,  Minn. 
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PHYSICAL  SYMPTOMS  IN  MENTAL  STATES* 

By  W.  G.  Richards*  M.D. 

BILLINGS,  MONTANA 


It  would  be  altogether  foolish  to  belittle 
the  importance  of  a knowledge  of  pathology. 
To  understand  a disease  one  should  be  able  to 
visualize  what  is  going  on  in  the  body  of  the 
sick  person,  and  much  of  the  progress  of  medi- 
cine has  been  due  to  this  very  understanding. 
None  the  less  too  great  concentration  on  mere 
structural  changes  is  most  undesirable,  for  what 
are  of  the  greatest  concern  to  the  patient  are  the 
derangements  of  function.  A patient,  for  in- 
stance, may  have  a damaged  heart  valve,  pro- 
ducing a well-marked  murmur,  but,  in  spite  of 
this,  his  heart  may  be  perfectly  well  able  to 
carry  on  its  work,  and  any  treatment  will  not 
only  be  futile,  but  may  do  actual  harm  by  di- 
recting attention  to  it.  On  the  other  hand,  one 
may  be  the  sufferer  from  so-called  idiopathic 
epilepsy,  and,  though  no  pathological  change  can 
be  discovered,  the  disordered  function  may  ab- 
solutely incapacitate  him.  The  arbitrary  divi- 
sion into  organic  and  functional  diseases,  while 
necessary  from  a nosological  standpoint,  is  not 
always  of  advantage  clinically,  for  it  tends  to 
make  one  regard  lightly  functional  disease,  and 
to  emphasize  unduly  organic,  though  only  as 
disease  affects  function  does  it  become  impor- 
tant, no  matter  what  the  structural  changes 
may  be. 

Among  the  most  important  causes  of  func- 
tional derangements  are  the  emotions,  such  as 
fear,  anger,  hatred,  grief,  and  joy,  any  of  which, 
by  stimulating  or  inhibiting  the  activity  of  or- 

♦Read  at  the  Deaconess  Hospital  Staff  meeting,  Billings, 
Mont.,  February  25,  1929. 


gans,  either  somatic  or  visceral,  can  produce 
very  marked  bodily  symptoms.  Some  of  these 
are  readily  recognized  as  of  emotional  origin, 
as  those  exhibited  by  a man  in  a paroxysm  of 
rage  or  a woman  bitterly  weeping,  but  the  ones 
presented  by  a person  in  a chronic  state  of  ap- 
prehension, or  nursing  a grievance,  or  sorrowing 
over  some  loss,  are  not  always  as  easy  to  assign 
to  their  cause,  and  may  easily  be  attributed  to 
some  coincident  physical  condition  or  abnormal- 
ity, and  treatment  directed  to  this. 

It  is  because  of  the  universality  of  the  emo- 
tions that  they  are  so  important  in  the  study  of 
disease,  for  we  are  all  emotional,  even  in  the 
pursuit  of  the  purely  intellectual.  Without  emo- 
tions life  would  be  a drab  and  dreary  affair, 
lacking  all  zest  and  interest,  and  reduced  to 
the  level  of  inanimate  material.  Naturally 
enough,  however,  we  want  our  feelings  to  be 
pleasant  ones,  and  accordingly  our  whole  life 
is  spent  in  trying  to  achieve  conditions  which 
will  assure  this,  or,  in  the  language  of  the 
Declaration  of  Independence,  in  “the  pursuit  of 
happiness.”  While  we  are  in  this  enviable  con- 
dition of  euphoria  our  bodily  functions,  in  the 
absence  of  some  extraneous  insult,  as  accidents, 
bacteria,  etc.,  work  harmoniously  and  well. 
When  we  are  not,  they  work  badly.  Unfortu- 
nately, we  are  continually  meeting  conditions 
which  tend  to  disturb  this  ideal  state,  and  the 
more  we  become  civilized,  that  is,  the  more  we 
enlarge  our  conception  of  things  desirable  the 
more  likely  we  are  to  become  dissatisfied  and 
therefore  unhappy.  Primitive  man  was  con- 
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tented  with  food  and  shelter  and  the  gratifica- 
tion of  Ins  elemental  instincts.  When  he  pos- 
sessed these  he  was  happy,  though  any  of  us 
would  now  be  actually  miserable  under  those 
conditions.  We  want  fine  houses,  silk  under- 
wear, automobiles,  radios,  and  a host  of  other 
things.  At  the  same  time  we  still  have  our 
primitive  instincts,  which  also  need  satisfying, 
and  quite  often  the  achievement  of  the  one  set 
of  desires  makes  it  impossible  to  get  the  other. 
The  multiplication  of  desires  is  the  driving 
force  in  modern  life,  but  each  new  acquisition 
only  seems  to  whet  the  appetite  for  more,  and 
the  more  people  have  the  less  contended  they 
become. 

With  this  discontent  comes  a feeling  of  being 
ill  at  ease, — a disease, — ranging  all  the  way 
from  vague  feelings  of  discomfort  to  actual 
pain.  The  organs  no  longer  work  at  their  best. 
They  lack  the  lubricating  oil  of  happiness,  and 
develop  heat  and  friction.  It  is  suggestive  that 
both  these  words  have  long  had  an  emotional 
significance  in  ordinary  language.  We  speak  of 
a person  becoming  heated  when  he  is  angry, 
and  say  that  there  is  friction  between  individuals 
when  they  develop  hatred  towards  one  another. 

The  wide  range  these  symptoms  may  take  is 
well  shown  in  two  classical  descriptions  of  rep- 
resentative emotions.  Darwin  says  of  fear : 
“The  frightened  man  at  first  stands  like  a statue, 
motionless  and  breathless,  or  crouches  down  as 
if  instinctively  to  escape  observation.  The  heart 
beats  quickly  and  violently.  The  skin  becomes 
pale,  . . . and  perspiration  exudes  from  it, 

— a cold  sweat.  . . . The  hairs  on  the 
skin  stand  erect,  and  the  superficial  muscles 
quiver.  The  breathing  is  hurried.  . . . The 

salivary  glands  act  imperfectly,  and  the  mouth 
becomes  dry.  . . . In  other  cases  there  is  a 

sudden  arid  uncontrollable  tendency  to  headlong 
flight,  and  so  strong  is  this  that  the  boldest 
soldiers  may  be  seized  with  a sudden  panic.”1 
Cannon  and  others  have  shown  'the  visceral 
changes  which  also  occur.  The  digestive  secre- 
tions may  be  diminished  and  the  excretions  dis- 
charged, while  an  increased  secretion  of  adre- 
nalin occurs  and  a mobilization  of  the  sugar  re- 
serves, all  to  facilitate  the  effort  on  the  part  of 
the  animal  either  by  fighting  to  remove  the  of- 
dending  object,  or  by  flight  to  convey  itself  to 
a place  of  safety. 

Lange  says  of  grief : “The  chief  feature  in 
the  physiology  of  grief  is,  perhaps,  its  paralyz- 
ing effect  on  the  voluntary  muscles.  It  is  a feel- 
ing of  weariness,  and  movements  are  made 
slowly,  heavily,  without  strength,  unwillingly, 


and  with  exertion,  and  are  limited  to  the  fewest 
possible.  His  voice  is  weak  and  without  reso- 
nance. He  prefers  to  sit  still,  sunk  in  himself, 
and  silent.  The  tonicity  of  the  muscles  is  strik- 
ingly diminished.  The  neck  is  bent,  the  head 
hangs  (“bowed  dowm  with  grief”),  the  relaxa- 
tion of  the  cheek  and  jaw  muscles  makes  the 
face  look  long  and  narrow,  the  jaw  may  even 
hang  open.  . . . The  involuntary  muscles 

and  their  nerves,  however,  act  in  grief  con- 
trarily  to  the  voluntary  motor  apparatus.  In- 
stead of  being  paralyzed  the  vascular  muscles 
are  more  strongly  contracted  than  usual,  so  that 
the  tissues  and  organs  of  the  body  become 
anemic.  The  immediate  consequences  of  this 
bloodlessness  are  pallor  and  shrunkenness,  and 
the  pale  color  and  collapsed  features  are  the  pe- 
culiarities which,  in  connection  with  the  relaxa- 
tion of  the  visage,  give  to  the  victim  his  char- 
acteristic physiognomy.  . . .A  constant  symp- 

tom of  grief  is  sensitivenes  to  cold  and  difficulty 
in  keeping  warm.  The  mouth  grows  dry,  the 
tongue  sticky,  and  a bitter  taste  ensues  (‘bitter 
grief’ a).  In  nursing  women  the  milk  diminishes 
or  altogether  dries  up.  There  is  weeping,  with 
its  profuse  secretion  of  tears,  it's  swollen  red- 
dened face,  red  eyes,  and  augmented  secretion 
from  the  nasal  mucous  membrane.”2 

Of  course  one  does  not  find  all  these  symp- 
toms in  every  case,  for  there  are  degrees  of 
emotion.  Neither  does  every  individual  react 
in  exactly  the  same  wav.  Fear  may  cause  one 
to  fight  and  another  to  flee.  Grief  does  not  al- 
ways lead  to  tears,  while  its  opposite  emotion 
may  do  so,  the  affected  one  weeping  “tears  of 
joy.”  Rage  makes  one  speechless,  and  produces 
in  another  a torrent  of  words,  generally  abusive. 
Then,  too,  the  manifestations  may  be  profoundly 
affected  by  various  factors.  One  wrould  not 
expect  to  find  a cultured  lady  acting  in  the  same 
way  as  an  ignorant  peasant  woman.  Indeed, 
“in  vino  veritas”  may  be  paraphrased  to  mean 
that  under  emotional  stress  also  the  true  char- 
acter will  reveal  itself  and  the  thin  veneer  of 
culture  of  the  new  rich  will  be  sloughed  off.  A 
reserved  Englishman,  though  overjoyed  to  meet 
again  a dear  friend,  would  probably  simply  shake 
his  hand,  while  the  more  demonstrative  French- 
man would  very  likely  embrace  and  kiss  him. 
A man  may  be  insulted  and  react  by  promptly 
knocking  down  the  offender,  but  the  same  man 
may  receive  an  equal  insult  from  one  upon  whom 
he  is  dependent,  and  “swallow  it,”  though  his 
resentment  may  be  equally  great. 

This  suppression  of  the  motor  equivalent  of 
the  emotion  is  the  cause  of  much  harm.  It  is 
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what  produces  neuroses.  Of  course,  one  may 
receive  an  insult  and  ignore  it  because  one’s  re- 
ligion has  taught  him  to  forgive  an  injury  or 
because  of  a low  opinion  of  the  insulter,  but  in 
such  cases  the  stimulus  has  produced  a differ- 
ent emotion  than  anger,  in  the  one  case  that  of 
pity,  and  in  the  other  that  of  contempt,  and  there 
will  be  no  repression.  In  behaviouristic  termin- 
ology the  reflex  has  become  conditioned.  A 
suppressed  emotion  is  the  fruitful  source  of  phy- 
sical symptoms,  and  these  physical  symptoms 
may  be  of  infinite  variety.  This  is  what  ren- 
ders their  recognition  difficult.  They  may  involve 
widely  different  organs  or  systems  of  organs, 
and  may  closely  mimic  disorders  of  undoubted 
physical  origin.  Recently  I saw  in  the  window 
of  a drug-store  an  advertisement  of  somebody’s 
cure  for  constipation.  There  was  a picture  of 
a middle  aged  man,  sitting  sunken  down  in  his 
chair,  relaxed,  and  wearing  a most  depressed 
expression,  in  all  respects  corresponding  to 
Lange’s  description  of  grief,  but  intended  to 
represent  the  evil  effects  of  constipation.  The 
similarity  should  make  one  a little  cautious  in 
jumping  to  conclusions  regarding  the  origin  of 
symptoms  in  constipated  patients.  The  consti- 
pation may  be  the  effect  and  not  the  cause.  In 
fact,  constipation  is  the  rule  in  the  depressive 
phase  of  manic-depressive  insanity,  and,  as 
MacDougall  says,  “L^p  to  the  present  time,  the 
great  amount  of  industry  devoted  to  research 
in  the  hope  of  finding  purely  chemical  explana- 
tions has  remained  without  definite  result.”  3 
The  alimentary  tract  is  very  liable  to  be  in- 
volved in  emotional  states.  McLester4  says : 
“We  shall  not  miss  the  mark  far  when  we  as- 
sume that  one-third  of  the  patients  who  come  to 
the  consultant  because  of  digestive  complaints 
are  of  the  psychoneurotic  type.”  Eggleston3  says: 
“I  have  reviewed  a large  number  of  cases  show- 
ing symptoms  of  spastic  colitis,  and  find  that 
the  majority  exhibit  a definite  neurosis.  There 
appears  to  be  a fear  complex.  To  anticipate 
relief  by  attempting  to  correct  only  the  intestinal 
stasis  is  usually  doomed  to  failure,  as  with  the 
neurosis  still  persisting  it  is  but  a little  time  until 
the  symptoms  recur.”  Woodvatt6  says  he  saw 
a patient  “in  an  attack  of  acute  abdominal  pain 
so  strongly  suggesting  obstruction  that  a surgeon 
was  called  in.  A fluoroscopy  of  the  large  bowel 
showed  the  barium  filling  the  rectum  and  sig- 
moid to  a point  fourteen  inches  above  the  sphinc- 
ter, but  it  was  impossible  to  make  the  barium 
pass  any  higher.  After  the  bowel  had  been 
emptied  the  pain  quieted  down,  and  it  was  de- 
cided to  wait  before  operating  until  the  follow- 


ing day,  when  the  fluoroscopy  was  repeated.  This 
time  the  patient  did  not  complain  of  pain,  and 
the  filling  defect  was  entirely  gone.  Further 
investigation  revealed  the  fact  that  the  patient 
had  been  passing  through  a period  of  severe 
emotional  stress,  and  the  emotional  conflict  had 
produced  an  obstruction  of  the  bowel  due  to 
muscular  spasm.” 

The  effects  of  emotional  influences  on  the 
stomach  are  well  known.  An  offensive  odor  or 
a disgusting  sight  will  produce  muscular  con- 
tractions and  vomiting.  Malinowski7  relates 
that  among  the  Melanesians  of  New  Guinea  it 
is  a ritual  custom  to  eat  some  of  the  flesh  of 
dead  relatives,  but  that  this  is  done  with  extreme 
repugnance  and  dread,  and  in  nearly  all  cases 
is  immediately  followed  by  vomiting.  Recently 
I was  consulted  by  a man  who  complained  of 
nausea  and  vomiting,  having  vomited  every  day 
for  some  weeks.  Middle-aged,  somewhat  pale 
and  with  little  adipose,  malignancy  naturally  sug- 
gested itself.  Physical  examination  revealed  noth- 
ing, nor  did  a thorough  X-ray  investigation  of 
the  alimentary  tract.  I positively  assured  him 
there  was  nothing  wrong  with  him,  and  from 
that  time  on’  he  has  had  no  trouble  with  his 
stomach.  Only  the  other  day  he  told  me  he  is 
now  eating  dill  pickles  with  impunity.  What  he 
suffered  from  was  fear.  Some  little  gastro- 
intestinal upset  had  alarmed  him,  and  he  feared 
a recurrence  of  the  trouble  and  some  serious 
organic  disease.  He  said  he  even  felt  a con- 
striction of  the  throat  as  if  he  would  choke  to 
death,  evidently  a spasmodic  condition  of  the 
muscles  of  deglutition  to  prevent  the  ingestion 
of  the  food  which  he  thought  might  harm.  When 
the  fear  was  removed  and  the  alimentary  tract 
permitted  to  function  automatically,  as  it  should, 
the  trouble  disappeared.  Too  often,  I am  afraid, 
we  make  our  dyspeptic  cases  worse  with  a list 
of  prohibited  foods.  Each  item  tabooed  sug- 
gests another  fear,  and  soon  the  poor  unfortu- 
nate is  reduced  to  a condition  of  malnutrition  in 
which  the  stomach  itself  shares,  and  its  function 
is  further  disturbed  thereby.  One  of  the  many 
“vicious  circles”  in  disease  has  been  established. 
On  the  fear-producing  effects  of  prohibitions 
may  I suggest  to  you  the  reading  of  Sir  James 
Frazer’s  “Golden  Bough”  and  Sigmund  Freud’s 
“Totem  and  Taboo”? 

Spastic  states  of  the  stomach  and  duodenum 
are  common  in  emotional  conditions,  as  X-ray 
examinations  will  show.  How  much  of  a factor 
are  these  in  the  production  of  ulcer?  Certainly 
we  find  this  frequently  in  people  who  are  in  a 
constant  state  of  mental  tension,  in  the  man  who 
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wishes  to  make  a name  or  a fortune  in  a few 
years  and  in  the  woman  who  frets  and  worries. 
Muscular  spasm  from  emotional  conditions  de- 
serves remembering  in  the  interpretation  of  tests 
for  gall-bladder  disease,  which,  after  all,  are 
really  tests  of  function,  which  function  may  be 
interfered  with  by  other  than  organic  disease. 

Even  in  the  presence  of  organic  disease  the 
functional  disturbance  may  be  due  to  other  fac- 
tors. Julius  Bauer,  of  Vienna,  relates  the  case 
of  a woman  who  suffered  from  attacks  of  gall- 
stone colic,  the  stones  being  demonstrated  by 
X-ray.  However,  in  spite  of  the  fact,  or  perhaps 
because  of  it,  that  the  patient’s  husband  was  a 
surgeon,  operation  was  decided  against,  because 
it  was  noticed  that  the  attacks  were  definitely 
connected  with  psychic  disturbances,  attention 
to  which  relieved.  He  adds : “She  had  gall- 

stones but  suffered  from  a nervous  condition 
closely  related  to  this  organic  abnormality,”  and, 
he  further  remarks : “It  exemplifies  that  we  are 
quite  wrong  to  separate  sharply  organic  and 
functional,  nervous  and  psychogenic,  disorders. 
It  is  individualisation  in  the  diagnostic  analysis 
beyond  the  diagnosis  of  the  disease,  and  it  is 
individualisation  in  the  treatment,  that  we 
want.”8 

Perhaps  this  is  an  extreme  position,  for  re- 
moval of  the  gall-stones  would  have  prevented 
the  recurrence  of  the  particular  symptoms  pro- 
duced by  them,  but  it  would  not  have  removed 
all  her  symptoms.  Too  often  the  patient  is  led 
to  believe  that  the  mere  correction  of  some  phys- 
ical abnormality  will  cure  all  his  disorders,  and 
Bauer’s  emphasis  on  the  need  for  considering  the 
patient  as  a complete  individual,  and  not  as 
simply  the  possessor  of  a diseased  organ,  is  al- 
together admirable,  especially  when  so  much  gall- 
bladder surgery  is  unsatisfactory  in  its  end- 
results. 

The  effects  of  the  emotions  upon  the  secre- 
tions are  profound.  Grief  will  cause  the  lach- 
rymal glands  to  pour  out  tears.  Anger  will  make 
one  “foam  at  the  mouth.”  Excitement  will 
empty  the  bowels  or  bladder.  Need  we  then  be 
surprised  at  the  hyperchlorrhydria  or  achlorrhy- 
dria  of  the  “nervous”?  The  digestive  secretions 
are  all  markedly  influenced  by  mental  states. 
Pavlov,  in  his  “Work  of  the  Digestive  Glands,” 
shows  how  these  glands  are  all  first  affected  by 
the  psychic  impressions  of  food,  and  Ivy  divides 
the  phases  of  secretion  into  a cephalic  and  an 
intestinal,  the  cephalic  depending  on  psychic  im- 
pressions concerned  with  the  anticipation  of  food, 
and  the  intestinal  with  its  actual  reception.  An 
inhibition  of  the  internal  secretion  of  the  pan- 


creas may  be  the  cause  of  what  we  know  as 
emotional  glycosuria,  or,  possibly,  a discharge  of 
adrenalin  mobilizing  the  sugar  reserves.  Ner- 
vousness in  a public  speaker  will  inhibit  the 
secretion  of  saliva,  and  produce  a dryness  of  the 
mouth.  Hence  the  jug  of  water  conspicuously 
placed  within  his  reach.  A friend  of  mine 
thoroughly  accustomed  to  public  speaking,  with 
an  enviable  flow  of  ideas,  a ready  command  of 
words,  and  a most  happy  delivery,  tells  me  that 
at  times  before  making  an  address  his  hands 
and  feet  become  positively  cold  with  apprehen- 
sion, a veritable  case  of  “cold  feet,” 

Because  their  effects  upon  it  were  so  evident, 
the  heart  was  long  considered  the  seat  of  the 
emotions,  a fact  testified  to  by  many  current  ex- 
pressions. A rapid  heart  is  the  rule  in  excited 
or  apprehensive  states,  and  a slow  in  depressed 
ones.  Probably  many  of  you  felt  a tightness  in 
your  chests  before  important  examinations  in 
your  student  days.  Certain  cardiac  irregular- 
ities seem  to  have  no  other  cause  than  mental 
conditions,  and  if  this  be  true  of  the  healthy 
heart  it  must  be  equally  true  of  hearts  demon- 
strably diseased.  Certainly  nervous  and  excit- 
able people  do  not  do  as  well  with  heart  disease 
as  those  with  self-control.  I have  one  on  my 
hands  now  who  puzzles  me  a good  deal.  I 
know  the  heart  is  abnormal,  but  I cannot  satisfy 
myself  as  to  how  many  of  its  symptoms  are  of 
psychic  origin.  I know  of  a certainty  that  there 
is  much  in  the  conditions  under  which  the  wo- 
man lives  to  cause  these  symptoms.  I heartily 
wish  that  she  would  fall  into  the  hands  of  some 
faith-healer  or  even  some  quack  who,  knowing 
nothing  of  heart  pathology,  would  put  her  to  the 
therapeutic  test  of  direct  or  indirect  faith-healing. 
I have  not  the  courage  myself  to  attempt  any- 
thing of  this  nature,  for  I know  too  well  she  has 
a diseased  heart,  and  I fear  to  do  her  harm. 

I think  the  most  brilliant  cure  I ever  effected 
was  in  a boy  of  about  ten  who  had  been  awaken- 
ing each  night  for  some  time  complaining  of 
intense  pain  in  the  region  of  the  heart.  I could 
find  nothing  wrong  wfith  it,  so  I told  the  mother 
to  attach  a brass  chain  to  his  left  big  toe,  and  to 
fasten  the  other  end  to  a piece  of  tin  immersed 
in  a hydrochloric  acid  solution  in  a can  placed 
at  the  foot  of  the  bed.  I assured  the  boy  that 
the  electricity  so  generated  would  draw  the  pain 
out  of  his  body  from  his  heart  to  his  toe.  It 
worked  like  a charm,  which  indeed  it  was,  for 
the  next  day  he  informed  me  that  he  had  awaken- 
ed at  the  usual  hour  with  the  usual  pain,  but 
had  remembered  what  I had  told  him,  and  im- 
mediately felt  the  pain  passing  down  the  left 
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side  of  his  body  and  out  at  his  big  toe.  Now, 
it  is  not  reasonable  to  say  that  the  boy  had  no 
pain,  and  that  it  was  all  his  imagination.  It  is 
far  too  common,  when  no  cause  can  be  discovered 
for  symptoms,  to  say  it  is  all  in  the  patient’s 
head.  This  is  what  brings  psychological  medi- 
cine into  disrepute.  The  boy  had  pain,  pain  as 
real  as  that  of  true  angina  pectoris,  and  from  a 
similar  cause.  He  was  highly  neurotic,  as  were 
his  parents,  and  neurotic  people  are  very  apt 
to  realize  their  fears  in  their  dreams,  the  dream 
producing  a state  of  vascular  tension  in  the 
heart,  causing  the  pain,  analogous  to  the  spasm 
of  angina.  When  his  mind  was  diverted  from 
his  heart  to  his  leg  and  its  magic  fittings  the 
tension  was  relaxed  and  the  pain  disappeared. 

In  the  production  of  physical  symptoms  the 
emotions  connected  with  sex  occupy  a prominent 
place.  The  biological  function  of  woman  is  to 
reproduce  the  race.  To  do  this  she  must  be 
fertilized,  and  for  the  purpose  of  fertilization 
she  must  attract  the  male.  Hence  the  ever- 
changing  fashion  in  clothing,  alternately  exhibit- 
ing or  concealing  her  physical  charms,  which,  in 
spite  of  condemnation  of  priest  and  parson,  re- 
main as  persistent  to-day  as  in  pagan  times,  and 
are  only  a little  less  evident  in  church  than  in 
dance  hall.  Romantic  love  has  further  exalted 
woman  until  she  has  become  the  personification 
of  desire.  By  her  beauty  and  her  charm  she 
captivates  the  hearts  of  men  and]  holds  sway 
over  them.  She  is  the  center  of  social  life,  the 
inspiration  and  stimulus  of  man’s  activities. 
Power,  how’ever,  has  an  intoxicating  effect,  often 
worse  than  strong  drink,  and  one  who  has  once 
wielded  it  dreads  its  loss  and  will  take  almost 
any  measures  to  retain  or  recover  it.  A man’s 
interests  in  life  are  generally  more  varied  than 
a woman’s  and  with  achievement  and  possession 
the  ardor  with  which  he  pursued  the  object  of 
his  affections  often  flags  and  diminishes.  Later 
in  life  her  personal  charms  become  less,  and 
there  is  no  greater  tragedy  than  that  of  the  wo- 
man whose  only  asset  is  her  beauty,  as  she 
watches  this  gradually  fade  and  her  powers  of 
attraction  fail.  What  wonder  that  she  tries  to 
substitute  other  means  for  those  she  is  no  longer 
able  to  command,  and  no  more  effectual  method 
can  be  chosen  than  that  of  becoming  an  invalid. 
As  such  she  again  becomes  an  object  of  interest. 
The  neglectful  husband  solicitously  inquires 
after  her  welfare  and  listens  to  her  complaints, 
her  children  render  her  attentive  consideration, 
and  her  friends  sympathetically  visit  her.  She 
develops  pains  in  some  part  or  other,  and,  if 
these  pains  can  be  related  to  some  organ,  its  re- 


moval may  be  effected.  While  in  the  hospital 
she  holds  court  from  the  sick-bed,  has  maids  in 
waiting,  floral  tributes,  and,  in  short,  becomes 
the  very  center  of  the  stage.  What  wonder  that 
such  women  are  hard  to  cure  when  sickness 
brings  them  their  hearts’  desires.  When  one  or- 
gan is  removed  she  will  develop  symptoms  in 
another,  and  so  the  merry  round  goes  on. 

Or  a woman  may  have  never  married,  and 
has  consequently  lacked  the  normal  satisfactions 
of  her  sexual  life.  There  are  some  women  who 
are  satisfied  with  this  state,  but  they  are  those 
who,  from  endocrine  abnormalities,  approach  the 
masculine  type.  The  complete  functioning  of 
the  sexual  organs  is  as  necessary  for  the  normal 
development  of  a woman  as  opportunity  to  fly 
for  the  development  of  a bird’s  wings.  Sooner 
or  later  teaching  a school  or  manipulating  a type- 
writer fails  to  satisfy,  and  disharmony  or  dis- 
ease develops.  She,  too,  finds  a vicarious  satis- 
faction in  the  accompaniments  of  sickness  and 
becomes  a chronic  invalid. 

All  this,  of  course,  is  not  consciously  reasoned 
out.  They  have  neither  the  ability  nor  the 
training  to  do  this.  As  the  behaviourists  con- 
tend, the  conduct  of  most  people  is  simply  that 
of  stimulus  and  response,  of  instinctive  actions, 
reflexes,  conditioned  and  unconditioned,  and 
habits.  They  are  conscious  of  bodily  discomfort, 
and,  like  any  other  animal,  make  random  pur- 
posive movements  or  actions  to  give  them  re- 
lief. By  a process  of  trial  and  error  they  hit 
upon  the  means  which  bring  them  their  desires, 
and,  naturally  enough,  repeat  the  actions  as  long 
as  they  prove  effectual.  The  troubles  are  not 
imaginary.  They  are  very  real.  It  is  the  ex- 
planations which  are  usually  given  for  them  that 
are  false. 

In  men  we  have  similar  conditions  from  frus- 
trated desires.  A recent  case  was  that  of  a pro- 
fessional man,  able  and  energetic,  of  an  intelli- 
gence above  the  average,  but  a sensitive  soul  who 
lacked  the  necessary  obtundity  of  feeling  to  push 
himself,  or,  in  business  phraseology,  to  “sell” 
himself,  and  had  only  succeeded  in  just  about 
making  a living.  He  developed  all  sorts  of  phys- 
ical symptoms,  but  had  really  arrived  at  a mild 
condition  of  paranoia,  the  so-called  paranoid 
state.  He  was  largely  indebted  to  a relative  for 
what  business  he  had,  a man  who,  though  of  dis- 
tinctly lesser  ability,  had  achieved  considerable 
success,  and  this  semidependent  condition  had 
produced  an  inferiority  complex  and  led  to  de- 
lusions of  persecution.  Such  cases,  of  varying 
degrees,  are  by  no  means  uncommon,  and  gener- 
ally seek  the  doctor  because  of  some  physical 
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symptoms,  such  as  heart  irregularities  or  diges- 
tive disturbances.  There  is  little  chance  of  im- 
proving these  unless  the  mental  state  can  be 
improved. 

When  we  come  to  the  treatment  of  these  con- 
ditions we  are  at  once  confronted  with  a large 
variety  of  methods,  all  claiming  some  degree  of 
success.  This  is  in  itself  enough  to  make  one 
somewhat  skeptical.  As  in  organic  disease,  when 
one  finds  enumerated  a perfectly  appalling  list 
of  drugs  and  other  agencies  for  treatment  one 
may  feel  pretty  sure  that  either  none  is  effectual 
or  there  is  a little  virtue  in  all.  Certainly  there 
are  many  ways  of  treating  the  neuroses,  from 
chiropractic  or  Christian  Science  to  psychoan- 
alysis. Unfortunately,  however,  no  one  method 
is  universally  applicable.  Again,  one  meets  the 
need  for  individualization.  Some  method  of  psy- 
choanalysis must  be  used  in  all,  which  is  but 
another  way  of  saying  that  one  must  make  a 
diagnosis  of  the  mental  trouble  and  get  to  the 
bottom  of  it.  With  sufficient  intelligence  on  the 
part  of  the  patient  and  the  will  to  get  well  the 
knowledge  of  the  real  cause  of  the  disturbing 
svmptoms  will  start  him  on  the  road  to  recovery. 
But,  unfortunately,  these  necessary  conditions 
cannot  always  be  realized,  and,  though  almost 
any  method  may  have  some  success  as  long  as 
the  novelty  lasts  and  the  patient’s  interest  per- 
sists, when  these  fail  the  inevitable  relapse  oc- 
curs, and  it  is  on  account  of  this  that  our  irregu- 
lar brethren  insist  on  getting  their  pay  in  ad- 
vance. The  reason  for  it  is  easily  apparent.  In 
organic  medicine  we  do  not  expect  to  cure  un- 
less the  cause  of  the  disease  can  be  removed,  and 
it  is  bcause  we  cannot  do  this  in  many  of  the 
neuroses  that  we  fail  to  make  the  patient  well. 
What  can  we  do  with  a woman  unhappily  mar- 
ried, or  one  unmarried,  but  desiring  sexual  sat- 
isfactions? How  can  we  help  the  round  peg  in 
the  square  hole?  How  can  we  supply  the  fi- 
nancial needs  of  the  person  with  a champagne 
appetite  and  a beer  pocket-book?  Or  how  can 
we  satisfy  the  social  aspirations  of  those  who 
would  “keep  up  with  the  Jones’,”  in  their  Rolls- 
Royce,  but  have  only  a flivver  to  do  it  with  ? 

Some  of  these  things  could  be  done  by  an 
organized  system  of  social  service,  but  we  will 
never  obtain  this  until  social  psychology  receives 
more  attention  than  it  does  now.  With  the  pres- 
ent self-satisfied  frame  of  mind  of  the  Ameri- 
can people  the  prospects  of  this  seem  rather  re- 
mote. Some  day,  perhaps,  boards  of  health  will 
take  over  some  of  these  functions,  but  not  until 
their  members  enlarge  their  conception  of  dis- 
ease and  preventive  medicine. 


We  need,  too,  some  philosophy  of  life  which 
will  enable  people  to  endure  evils  which  cannot 
be  remedied,  which  will  put  courage  into  their 
hearts  to  meet  their  troubles  and  their  difficulties. 
One  might  expect  that  religion  would  be  of 
greater  assistance  in  these  matters  than  it  is,  but 
too  often  it  fails  when  most  needed.  Indeed, 
some!  of  the  more  emotional  of  religions  seem 
to  make  things  worse.  Perhaps  if  religious 
bodies  paid  less  attention  to  politics,  and,  instead 
of  putting  their  trust  in  prohibitory  laws  to  force 
people  to  live  according  to  their  particular  stand- 
ards, would  make  a serious  attempt  to  teach 
their  adherents  to  sublimate  their  social  desires, 
religion  would  be  more  effective.  Personally  I 
think  it  might  be  made  so. 

The  one  gleam  of  hope  is  that  attention  is 
now  being  given  by  progressive  educators  to 
mental  hygiene  in  the  schools  and  colleges,  but 
it  is  a reflection  on  the  medical  profession  that 
this  movement  comes  from  outside  it.  We  have 
been  so  obsessed  with  the  changing  fashions  and 
temporary  fancies  of  medical  practice,  with  the 
removal  of  ovaries,  gall-bladders,  appendices, 
with  the  mythical  entity  of  chronic  appendicitis, 
with  fixation  of  kidneys,  stomachs,  uteri,  with  ex- 
traction of  teeth,  and  what  not,  that  wq  have 
overlooked  the  presence  of  fears  and  phobias 
and  complexes.  We  readily  recognize  the  de- 
formed limb,  but  the  distorted  mind  escapes  our 
attention.  The  present  attempt  to  unravel  the 
problems  of  the  endocrines  is  altogether  com- 
mendable, but  there,  is  danger  here,  too,  of  con- 
fusing cause  and  effect,  and  of  forgetting  that 
the  emotions  themselves  are  frequently  the  cause 
of  stimulation  of  these  glands. 

The  medical  profession  has  been  altogether 
too  fond  of  peddling  pills  and  performing  me- 
chanical operations,  often  very  clever  and  alto- 
gether admirable  as  far  as  they  go,  but  man  is 
something  more  than  a machine  or  a system  of 
plumbing,  and  he  who  would  cure  his  ills  must 
remember  his  mind  also.  Even  so  marked  an 
extrovert  as  Oliver  Cromwell  saw  the  importance 
of  the  mind  when  he  said,  “The  mind  is  the  man.” 
Until  we  do  this  we  shall  continue  to  earn  the 
scorn  of  the  Molieres  and  the  Shaws,  and  see 
our  patients  cured  by  Christian  Science  and 
allied  cults. 

Do  not  misunderstand  me.  There  are  such 
things  as  intestinal  intoxications,  gall-bladder 
disease,  focal  infections,  heart  lesions,  gastric 
and  duodenal  ulcers,  etc.,  but  there  are  mental 
conditions  also  presenting  similar  symptoms, 
mental  conditions,  too,  often  coincident  with 
these  conditions,  and  to  unravel  the  problems 


225 


THE  JOURNAL-LANCET 


they  present  we  need  a broader  culture  and  a 
wider  viewpoint,  and  the  ability  to  look  beyond 
the  confines  of  the  laboratory  and  the  autopsy 
room. 

Psychological  medicine  is  to-day  the  orphan 
child  of  the  profession,  neglected  and  abused. 
It  is  little  taught  in  medical  colleges,  and  the 
recent  graduate  is  little,  if  any,  better  informed 
in  the  matter  than  his  seniors.  Possibly  he  is 
even  worse  off,  for  too  often  an  over-depend- 
ence on  the  laboratory  blinds  him  to  the  impon- 
derables of  human  nature.  But  a profession 
alive  to  the  importance  of  mental  states  in  the 
production  of  physical  symptoms  could  exert  an 
enormous  influence  in  training  the  public  to  a 
realization  of  the  true  causation  of  many  of  their 
troubles,  and  we  could  meet  the  Christian  Scien- 


tists and  the  mental  healers  of  “57  varieties” 
from  the  superior  vantage  point  of  our  knowl- 
edge of  physical  conditions  also,  and  direct  our 
treatment  to  the  whole  man  and  not  simply  to 
one  part  of  him,  Sometime  we  will  be  able 
to  help  him  bv  proper  treatment,  but,  if  not,  we 
will  avoid  engaging  in  that  which  is  futile  or 
even  harmful. 

REFERENCES 

1.  Darwin:  Origin  of  the  Emotions.  Quoted  by  James, 
Principles  of  Psychology,  Henry  Holt  & Co.,  New  York,  p. 
44  6. 

2.  Danger  Ibid.  p.  443. 

J.  McDougall:  Outline  of  Abnormal  Psychology,  Charles 
Scribner’s  Sons,  New  York,  1926,  p.  353. 

4.  McLester:  Jour.  A.  M.  A.,  89:1019,  September  24,  1927. 

5.  Eggleston:  lb.  91:2049,  December  29,  1928. 

G.  "YVooclyatt:  lb.  89:1013,  September  24,  1927. 

7.  Malinowski:  Science,  Religion,  and  Reality.  The  Mac- 
millan Co.,  New  York,  p.  48. 

8.  Julius  Bauer:  Annals  of  Int.  Med.,  2:128,  August,  1928. 


TONSILS  AND  TONSILLECTOMY  IN  GENERAL  PRACTICE* 

By  Gilbert  Hendrickson,  B.Sc.,  M.D. 

ENDERLIN,  NORTH  DAKOTA 


The  subject  “Tonsils  and  Tonsillectomy”  is 
one  that  is  passing  rapidly  into  the  field  of  the 
specialties.  And  yet,  because  of  the  interrela- 
tionship of  pathological  conditions  of  the  tonsils 
and  other  pathological  conditions  of  the  human 
body,  it  is  a subject  of  vital  concern  to  the  gen- 
eral practitioner. 

An  extensive  treatise  of  such  a comprehensive 
topic  is  impossible  in  a few  minutes.  In  order  to 
gain  a general  understanding  of  the  subject, — 
the  embryology,  anatomy,  physiology,  pathology, 
and  bacteriology  of  the  tonsils  will  be  briefly 
considered,  followed  by  a short  discussion  of 
tonsillectomy  in  general  practice. 

The  tonsillar  fossse  and  tonsils  are  developed 
from  the  second  visceral  pouch1  beginning  in  the 
third  month  of  fetal  life.  The  tonsil2  itself  may 
be  described  as  a more  or  less  oval  or  elliptical 
mass  Situated  between  the  pillars  of  the  fauces 
extending  upward  to  the  origin  of  the  soft  palate, 
and  downward  to  the  base  of  the  tongue.  The 
substance  of  the  tonsil  is  lymphoid  tissue  in 
a connective-tissue  network.  The  visible  surface 
presents  numerous  crypts  (ten  to  twenty  or 
more).  Covering  the  tonsil  externally  and  sep- 
arating it  from:  adjacent  tissues  is  a fibrous  cap- 
sule. Extending  from  the  free  margin  of  the 
anterior  pillar  to  form  a part  of  the  covering  of 
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the  tonsil  in  front  is  a fold  called  the  plica  tri- 
angularis. The  tonsil  is  divided  into  an  upper 
and  lower  part  separated  by  a fibrous  fold  named 
the  plica  transversa.  This  division  is  not  clearly 
marked  in  all  tonsils,  but  becomes  of  great  im- 
portance in  removal  of  the  tonsil.  The  masses 
are  usually  of  unequal  size,  the  larger  one  crowd- 
ing the  smaller.  The  upper  mass  is  often  refer- 
red to  as  the  velar  lobe. 

The  blood  supply  of  the  tonsil  is  formed  by 
the  ascending  pharyngeal  branch  of  the  external 
carotid,  the  descending  palatine  and  tonsillar 
branches  of  the  facial,  the  tonsillar  branch  of 
the  dorsalis  linguae  and  the  internal  branch  of  the 
internal  maxillary.  These  all  receive  their  blood 
from  the  external  carotid,  which  is  therefore 
the  vessel  to  ligate  in  case  of  severe  hemorrhage. 
The  internal  carotid  lies  about  one-half  inch  ex- 
ternally and  three-quarters  of  an  inch  posterior- 
ly to  the  tonsil. 

The  physiology  of  the  tonsil  is  not  definitely 
established,  although  several  theories  of  tonsil 
function  have  been  propounded.  The  production 
of  lymphocytes  in  the  tonsil  according  to  some 
authorities  suggests  a hematopoietic  function. 
Their  location  at  the  inlet  to  the  respiratory  and 
alimentary  tracts  has  suggested  that  they  may 
serve  as  a protection  against  bacterial  invasion. 
Other  theories  are  those  of  elimination,  an  in- 
ternal secretion,  and  the  theory  of  immunity. 
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It  being  exceedingly  difficult  to  determine  when 
a tonsil  is  normal,  it  becomes  equally  difficult  to 
determine  definitely  when  a tonsil  is  pathologi- 
cal or  diseased.  To  this  end  a study  of  the 
crypt  contents  is  of  unquestionable  value,  and 
yet  few  authorities  agree  as  to  the  normal  con- 
tents of  tonsillar  crypts. 

Davis3  states  that  in  man  the  granules  found 
in  the  crypts  are,  for  the  most  part,  composed 
of  radiate,  non-branching,  mycelial  structures, 
fusiform  bacilli,  spirochetes,  and  cocci.  Food 
particles  and  lime  may  be  found  in  these  gran- 
ules. Davis3  also  found,  after  extensive  experi- 
ments, that  not  every  germ  that  enters  the  ton- 
sil will  live  and  grow  there  and  that  the  bacte- 
rial content  of  the  various  crypts  varies  in  the 
same  tonsil. 

Various  forms  of  streptococci  occur.  Davis3 
has  found  that  on  the  surface  the  streptococcus 
viridans  type  predominates,  whereas  the  crypts 
harbor  the  more  virulent  hemolytic  streptococci. 
His  experience  shows  that  more  than  90  per  cent 
of  crypt  cultures  made  are  positive  for  the 
hemolytic  streptococci,  a higher  percentage  than 
for  any  other  part  of  the  body.  Davis3  also 
reports  that  in  a series  of  twenty-four  normal 
persons,  cultures  from  the  throat  and  phaVynx 
yielded  streptococci  in  58  per  cent ; in  nine- 
teen persons  without  tonsils,  cultures  similarly 
made  gave  positive  results  in  15  per  cent,  and  in 
these  persons  were  found  either  bad  teeth  or 
remnants  of  tonsil  tissue. 

Howarth  and  Glovne4  are  convinced  that  about 
one-half  the  children  with  enlarged  and  un- 
healthy tonsils  associated  with  cervical  adenitis 
harbor,  in  some  portion  of  their  tonsils,  bacteria 
which  are  pathogenic  to  mice,  the  streptococcus 
being  the  organism  most  commonly  found.  The 
line  of  march  of  these  infecting  bacteria  appears 
to  be  through  the  stratified  epithelium  (generally 
of  the  crypts)  into  the  diffuse  lymphoid  tissue 
immediately  beneath,  and  thence  along  the  tra- 
becula? to  the  capsule  where  thev  pass  into  the 
larger  lymph  vessels  of  the  pharyngeal  wall, 
which  drain  into  the  deep  cervical  glands. 

Caylor  and  Dick-'  found  that  the  tonsils  from 
patients  subject  to  sore  throat  or  showing  hy- 
pertrophy of  cervical  glands,  contain  from  two 
to  twenty  times  as  many  bacteria  per  gram  of 
tonsil  tissue  as  do  the  tonsils  from  patients  not 
so  afflicted,  which  substantiates  the  contention, 
clinically  made,  that  bacteria  produce  disease  in 
tonsils  and  that  the  infection  can  penetrate  be- 
yond the  tonsil  itself. 

Let  us  now  consider  some  of  the  indications 
and  contra-indications  for  the  removal  of  ton- 


sils. To-day  the  removal  of  tonsils,  especially 
in  children,  is  so  common  that  the  question  natu- 
rally arises,  is  it  always  justifiable?  There 
seems  to  be  no  general  agreement  on  this  ques- 
tion as  the  indications  for  tonsillectomy  seem  to 
vary  in  different  parts  of  the  country  and  with 
different  physicians.  The  universal  removal  of 
tonsils  as  a prophylactic  measure  is  certainly  not 
justifiable,  as  it  has  not1  been  established  that 
the  tonsil  is  a harmful  organ,  and  devoid  of 
function.  Moreover,  it  is  an  operation  which 
requires  skill  for  its  proper  performance,  and  is 
not  devoid  of  risk  to  the  patient. 

Only  through  a study  of  end-results  can  we 
gather  knowledge  as  to  definite  indications  for 
tonsillectomy.  The  general  practitioner  may  not 
see  enough  cases  to  warrant  forming  definite 
conclusions,  but  many  of  our  larger  clinics  have 
given  us  some  very  interesting  and  valuable  sta- 
tistics an  the  subject. 

Hvperplasia  of  the  tonsils,  causing  difficulty 
in  swallowing,  articulation,  or  breathing  offers 
a rather  definite  indication  for  the  removal  of 
tonsils.  Mouth-breathing  is  corrected  in  a ma- 
jority of  patients  following  the  removal  of  the 
palatine  and  pharyngeal  tonsils.  Kaiser6  reports 
that  in  one  clinic  the  tonsils  were  removed  in  a 
group  of  8,000  children.  This  was  a part  of 
a group  of  18,000  children  in  all  of  whom  ton- 
sillectomy had  been  recommended.  The  larger 
group  which  failed  to  be  operated  on  was  used 
as  a control.  A later  examination  of  1,200 
children  in  the  group  operated  on  revealed  that 
mouth  breathing  was  relieved  in  88.5  per  cent 
of  the  children,  while  in  the  control  group  over 
the  same  period  only  4.5  per  cent  were  relieved. 

Repeated  attacks  of  acute  follicular  tonsil- 
litis is  likewise  an  indication  for  tonsillectomy, 
as  it  offers  relief  to  the  majority  of  patients 
subject  to  frequent  sore  throats.  In  the  north- 
ern states  with  their  changeable  climate  head 
colds  are  very  common,  and  no  doubt  tonsils 
are  often  blamed  for  this  condition.  Where  ton- 
sils are  removed  in  early  childhood  or  in  cases 
where  paranasal  sinus  infection  does  not  already 
exist,  relief  is  no  doubt  offered  in  a large  number 
of  cases.  Yet  we  see  a large  number  of  patients 
in  whom  tonsils  have  been  removed  without  any 
relief  from  head  colds.  The  removal  of  tonsils 
and  adenoids  is  also  indicated  for  the  relief  of 
recurrent  attacks  of  otitis  media,  especially  in 
younger  children. 

In  children  suffering  from  malnutrition  a 
rather  marked  improvement  is  observed  follow- 
ing tonsillectomy,  although  this  cannot  be  said 
to  be  a general  occurrence.  In  cervical  adenitis 
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involving  the  lymphatic  glands  in  the  anterior 
triangle  of  the  neck  much  benefit  is  nearly  al- 
ways derived  from  the  removal  of  tonsils. 

In  chorea,  acute  rheumatic  fever,  and  heart 
lesions,  it  is  often  advisable  to  remove  the  ton- 
sils and  adenoids  in  order  to  prevent  further 
cardiac  lesions  that  may  result  from  an  acute 
tonsillitis.  The  operation  should  not  be  under- 
taken, however,  during  the  acute  stage  of  the 
disease.  There  is  nothing  to  be  gained  by  such 
a procedure,  and  the  consequences  might  be  se- 
rious. In  cases  of  chronic  nephritis  giving  a his- 
tory of  repeated  attacks  of  tonsillitis,  a tonsil- 
lectomy, by  preventing  further  acute  attacks, 
may  be  of  decided  benefit  to  the  patient. 

Chronic  diphtheria  carriers  may  be  cleared  up 
by  the  removal  of  tonsils  and  adenoids.  In  such 
cases  a prophylactic  dose  of  antitoxin  should  be 
given  at  least  twelve  hours  before  the  opera- 
tion. The  incidence  of  scarlet  fever  and  diph- 
theria is  slightly  less6  in  children  operated  on, 
and  when  they  do  occur,  the  sequelae  are  less 
serious  when  the  tonsils  have  been  removed. 

The  contra-indications  for  tonsillectomy  also 
vary  in  the  opinion  of  different  operators.  The 
writer  does  not  believe  that  a tonsillectomy 
should  ever  be  performed  in  the  presence  of  an 
acute  sore  throat.  It  is  best  to  wait  at  least  three 
weeks  after  all  symptoms  have  subsided.  Sev- 
eral cases  have  been  reported  in  which  a cere- 
bral abscess  resulted  from  a tonsillectomy  done 
while  the  tonsils  were  inflamed.  Also  many  cases 
of  fatal  septicemia  have  occurred  after  opera- 
tions during  the  acute  stage.  Hemophilia,  nat- 
urally, is  an  absolute  contra-indication  to  ton- 
sillectomy where  it  is  known  to  exist.  Status 
lymphaticus  is  likewise  a contra-indication.  The 
size  of  the  thymus  may,  however,  be  reduced  by 
X-ray  treatment  and  when  it  has  been  absorbed 
the  patient  may  be  operated  on.  Again,  the 
patient’s  condition  may  be  such  that  all  surgical 
procedures  are  contra-indicated,  save  those  that 
are  immediately  necessary  to  save  life.  The  dia- 
betic belongs  in  this  class.  Since  the  advent  of 
insulin  in  the  treatment  of  diabetes  these  cases 
can  now  be  prepared  so  as  to  become  fairly 
good  surgical  risks. 

As  to  whether  or  not  tonsillectomy  should  be 
performed  by  the  general  practitioner  is  still 
an  unsettled  question.  I do  not  believe  that  the 
operation  is  so  simple  as  to  make  it  seem  tri- 
fling. I believe  it  requires  considerable  more 
dexterity  for  its  proper  performance  than  the 
removal  of  a simple  appendix,  and  yet  we  find 
a much  larger  percentage  of  physicians  in  gen- 
eral practice  doing  tonsillectomies  than  appen- 
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dectomies.  The  principal  reason  for  this  is  that 
an  appendectomy  requires  greater  pre-operative 
and  post-operative  care  than  does  a tonsillec- 
tomy. 

The  end-results  in  tonsillectomy  probably  will 
be  better  if  greater  attention  is  given  to  prepara- 
tion for  the  operation  and  after-care.  Altogether 
too  frequently  a child  is  operated  on  for  the  re- 
moval of  tonsils  and  adenoids  under  general 
anesthesia  without  any  preparation,  either  be- 
cause the  surgeon  has  forgotten  to  give  the 
necessary  orders  or  it  has  not  been  convenient 
to  do  so. 

The  operation  should  be  performed  in  a hos- 
pital, if  possible.  This  may  be  possible  in  the 
larger  municipalities  where  hospital  facilities  are 
available.  In  smaller  towns  and  in  country  prac- 
tice this  is  not  always  feasible,  as  many  locali- 
ties have  no  hospitals,  and  the  financial  status 
of  the  patient  does  not  always  permit  that  he  be 
taken  away  to  a hospital.  Under  such  conditions 
the  pre-operative  examination  and  preparation 
of  the  patient  take  on  added  importance.  The 
surgeon  must  familiarize  himself  thoroughly 
with  the  past  and  present  history  of  the  case, 
and  make  a general  physical  examination  of  the 
patient  before  deciding  to  operate.  The  clot- 
ting time  of  the  blood  should  be  determined  be- 
fore operation. 

Where  a general  anesthetic  is  employed,  it  is 
necessary  to  see  that  no  liquid  or  solid  food 
has  been  taken  on  the  day  of  the  operation  so 
as  to  insure  an  empty  stomach.  It  is  not  advis- 
able to  administer  morphine  before  the  anesthet- 
ic, as  it  abolishes  the  cough  reflex,  thus  favor- 
ing the  aspiration  of  blood  and  bacteria  into  the 
bronchial  tubes  with  a subsequent  danger  of 
formation  of  a lung  abscess.  After  the  operation 
a hypodermic  of  morphine  sulphate  may  be  ad- 
ministered if  the  pain  or  restlessness  is  suffi- 
cient to  require  it.  It  is  seldom  needed  in  child- 
ren. In  my  experience  the  most  satisfactory 
after-treatment  is  rest,  without  local  applica- 
tions to  the  tonsillar  fossae,  and  the  application 
of  an  ice-bag  to  the  throat  externally.  The  pa- 
tient should  be  urged  to  take  nourishment  as 
soon  as  possible.  The  soreness  of  the  throat 
seems  to  be  of  shorter  duration  if  the  throat 
muscles  are  exercised.  It  is  advisable  to  give 
a laxative  the  night  after  operation  to  rid  the 
intestinal  tract  of  the  blood  that  is  usually  swal- 
lowed. 

The  choice  of  method  of  operation  is  a matter 
for  the  individual  surgeon  to  decide,  the  main 
issue  being  to  use  a method  that  will  secure  a 
complete  extirpation  of  the  entire  tonsil  together 
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with  its  fibrous  capsule.  The  dissection  method, 
variously  modified,  is  probably  most  commonly 
employed,  and  lends  itself  readily  to  all  forms 
of  tonsils.  It  requires  considerable  practice  for 
its  proper  performance  and  in  the  hands  of  the 
unskilled  is  not  always  successful,  and  may  even 
be  a very  dangerous  procedure  if  the  surgeon 
is  not  thoroughly  familiar  with  tonsil  and  sur- 
rounding anatomy.  Under  local  anesthesia  it 
is  perhaps  the  most  satisfactory  method.  If  a 
general  anesthetic  is  used  dissection  is  not  always 
easy  on  account  of  blood  obscuring  the  field 
to  a greater  or  less  degree.  This  may  be  ob- 
viated by  the  use  of  a suction  apparatus. 

When  a general  anesthetic  is  used  the  writer 
has  had  very  good  results  employing  the  method 
evolved  by  Dr.  Sluder.  By  this  method  the  ton- 
sil is  removed  intact,  within  its  capsule,  through 
the  use  of  a single  instrument.  To  my  mind  it 
is  the  safest  method  in  the  hands  of  the  general 
practitioner,  and  when  properly  performed  will 
give  as  good  results  as  any  method  now  in  use. 
Imbedded,  thin  flat  tonsils  are  difficult  to  remove 
under  local  anesthesia  bv  this  method  because  of 
difficulty  in  securing  sufficient  relaxation  of  the 
throat  muscles  properly  to  engage  the  tonsils  in 
the  Sluder  guillotine.  The  main  advantages  of 
the  Sluder  technic  are : speed,  little  bleeding,  a 
shorter  anesthesia,  lessened  shock,  performance 
largely  bv  the  sense  of  touch  alone,  and  less  trau- 
ma to  the  tissues  of  the  throat.  A perfect  mas- 
tery of  the  technic  is  absolutely  essential,  and 
this  is  not  so  difficult  that  it  cannot  be  acquired 
by  the  average  practitioner  of  medicine  and  sur- 
gery. 

Regardless  of  what  method  is  used  in  the  re- 
moval of  tonsils,  it  is  very  necessary  to  make  a 
careful  examination  of  the  tonsil  at  the  time  of 
removal  in  order  to  determine  whether  or  not  a 
complete  extirpation  has  been  accomplished.  An 
examination  of  the  tonsillar  fossae  alone  is  not 
sufficient  to  prove  that  a complete  tonsillectomy 
has  been  performed.  Often  little  bits  of  capsule 
are  left  which  cannot  be  recognized  by  an  ex- 
amination of  the  wound.  An  examination  of  the 
specimen  removed  will  always  tell.  If  only  a 
small  portion  of  the  fibrous  capsule  has  been  left 
behind  it  may  result  in  the  development  of  a con- 
siderable amount  of  lymphoid  tissue  which  may 
later  give  trouble.  Where  the  tonsil  is  removed 
in  fragments,  as  sometimes  happens,  it  is  prac- 
tically impossible  to  tell  whether  or  not  the  enu- 
cleation is  complete.  The  removal  of  the  ton- 
sil en  masse,  permitting  of  a satisfactory  exami- 
nation of  the  specimen  after  removal,  should  be 
the  aim  of  every  surgeon  in  doing  a tonsillectomy. 


SUMMARY 

1.  A knowledge  of  the  anatomy,  physiology, 
pathology,  and  bacteriology  is  essential  to  a prop- 
er understanding  of  the  clinical  pathology  and 
surgery  of  the  tonsil. 

2.  The  indications  and  contra-indications  for 
tonsillectomy  should  be  applied  to  the  individual 
patient  before  deciding  to  operate.  A consider- 
ation and  study  of  end  results  is  of  primary 
importance  in  surgery  of  the  tonsil. 

3.  The  choice  of  method  of  operation  must 
be  decided  by  the  individual  surgeon,  the  only 
consideration  being  to  use  a method  that  ac- 
complishes a complete  extirpation  of  the  tonsil 
together  with  its  fibrous  capsule.  A careful 
study  of  the  specimen  after  removal  is  very 
necessary. 
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DISCUSSION 

Dr.  C.  D’a  Wright  (Minneapolis,  Minn.):  We 
learn  by  comparing  our  experiences  with  what  is 
compiled  as  good  literature,  and  Dr.  Hendrickson 
has  given  us  a scientific  as  well  as  a practical  paper. 
As  to  the  “sore  back”  portion  of  the  title:  when  I 
first  saw  this  I was  inclined  to  smile  at  the  apparent 
changing  of  the  topic;  but  there  is  a point  in  that 
when  we  consider  that  the  lymph  vessels  in  this 
region  go  to  the  deep  cervical  glands,  Phen  to  the 
thoracic  gland  and  to  the  thoracic  duct.  While 
the  railway  surgeon  is  mainly  concerned  with  minor 
injuries,  in  any  form  of  injury  due  to  accident  the 
possibility  of  tonsillar  infection  complicating  the 
condition  is  well  worthy  of  consideration.  In  the 
Doctor’s  paper  are  one  or  two  points  that  I would 
emphasize,  and  one  or  two  with  which  I would 
differ  with  him  a little.  One  point  especially,  that 
as  to  the  percentage  of  relief  from  head  colds  after 
tonsillectomy.  Up  to  the  last  three  or  four  years 
I would  have  agreed  very  thoroughly  that  cases  of 
head  cold  were  not  relieved  universally. 

After  my  former  associate,  Dr.  Benson,  had  been 
with  me  for  some  five  or  ten  years  he  did  the  ton- 
sil work  in  our  practice  up  to  the  time  of  his  death, 
three  or  four  years  ago,  at  which  time  I resumed 
this  work. 

In  reviewing  the  situation  I was  surprised  to  find 
the  universally  accepted  practice  of  performing  ton- 
sillectomy on  very  young  children  and  the  extreme 
attention  paid  to  the  sinuses,  as  well  as  the  tonsils, 
in  each  case. 
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When  I stopped  doing  tonsil  work,  along  in  1910, 
this  was  not  the  case  and  a great  many  children 
were  not  relieved  of  their  head  colds  by  tonsillec- 
tomy. 

On  the  resumption  of  tonsil  work  I was  surprised 
to  find  two  things:  first,  that  the  age  limit  for  ton- 
sillectomy had  been  virtually  removed  and  that  the 
throat  men  had  reduced  this  limit,  first,  upon  the 
demand  of  the  pediatrists. 

Children  come  in  twelve  to  twenty-four  months 
old  with  instructions  from  pediatrists  to  remove 
tonsils,  wash  antrums  and  make  cultures  from  the 
same  and  carefully  inspect  the  other  sinuses.  On 
such  erudite  advice  I did  not  hesitate  to  proceed, 
however,  with  some  feeling  of  trepidation  in  the  first 
few  cases.  Of  course,  these  were  exceptionally  had 
cases. 

I was  rejoiced  to  find  that  with  this  line  of  pro- 
cedure these  children  received  the  desired  benefit 
in  nearly  100  per  cent  of  the  cases.  Where  no  symp- 
toms of  antrum  trouble  existed,  the  laboratory  re- 
turned positive  culture  reports  in  between  30  and 
40  per  cent  of  the  cases  sent  in  and  these  antrums 
were  treated. 

I believe  that  where  the  removal  of  tonsils  does 
not  relieve  head  colds,  we  have  overlooked  some 
sinus  trouble. 

The  essayist  referred  to  the  fact  that  tonsillec- 
tomy should  not  be  performed  in  the  presence  of 
an  inflamed  tonsil,  stating  that  we  should  wait 
at  least  three  weeks  after  all  symptoms  had  sub- 
sided. I would  agree  with  this,  and  then  add  three 
weeks  more.  Unless  there  is  extreme  urgency,  it 
seems  to  me  that  an  interval  of  six  weeks  is  none 
too  long  before  removal  of  the  tonsils  is  under- 
taken. There  is  only  one  exception,  and  that  is 
where  we  have  a suppurative  tonsillitis,  and  in  open- 
ing the  abscess  before  the  pus  is  found  it  is  neces- 
sary to  dissect  out  a good  deal  around  the  tonsil, 
thus  partially  freeing  the  tonsil.  In  such  cases 
when  our  dissection  frees  the  tonsil  to  a consider- 
able extent,  we  can  then  go  on  and  remove  the 
tonsil,  when  we  find  that  the  case  goes  on  to  re- 
covery more  quickly  and  there  is  no  postoperative 
infection. 

There  is  another  point  on  the  practical  side  of  the 
subject  which  I have  found  wonderfully  beneficial. 
In  doing  tonsillectomy  under  general  anesthesia  we 
have  a good  deal  of  trouble  with  hemorrhage,  and 
in  young  children  it  then  becomes  quite  difficult  to 
get  every  bit  of  the  capsule  and  plica  out.  Every 
man  doing  this  work  finds  that  under  these  condi- 
tions sometimes  a pit  or  capsule  is  left,  due  to  the 
fact  that  it  is  difficult  to  control  hemorrhage  and 
get  a clear  field.  Therefore  we  have  all  tried  to 
devise  means  which  would  help  us  in  this  matter, 
but  did  not  have  very  satisfactory  results  until  we 
began  to  use  fibrogen.  This  agent  is  administered 
in  cold  water  one-half  hour  before  operating.  One 
of  the  first  cases  in  which  I used  it  was  that  of  a 
woman.  We  gave  her  a full  dose  of  fibrogen  and 
had  no  trouble  in  operating.  She  was  menstruating 
at  the  time,  and  later  reported  that  following  the 
taking  of  fibrogen  menstruation  ceased.  In  local 
work  it  furnishes  such  a dry  field  that  one  can 
operate  very  much  better,  and  in  inducing  general 
anesthesia  in  young  children  the  administration  of 


fibrogen  has  been  the  greatest  blessing  I have  ex- 
perienced. If  those  doing  this  type  of  work  will 
use  fibrogen  they  will  be  grateful  for  it,  I believe. 

When  in  any  case  you  cannot  do  tonsillectomy 
on  account  of  other  disease,  1 think  it  is  well  to 
sterilize  the  tonsil,  or  remove  it  by  radiotherapy. 
The  last  is  difficult  to  do,  but  it  can  be  done,  and 
has  saved  some  lives  in  my  hands  in  cases  which 
could  not  be  operated  on,  though  I prefer  that  the 
“other  fellow”  get  the  job,  as  it  carries  a,  good  deal 
of  worry  and  unusual  responsibility  even  when  one 
is  fully  equipped  and  has  special  knowledge  in  the 
use  of  radium. 

Dr.  Richard  C.  Smith  (Superior,  Wis.) : There  is 
no  question  but  this  is  a very  important  subject  and 
the  essayist  has  covered  it  well.  I was  glad  to  hear 
Dr.  Wright  mention  the  maxillary  sinuses  in  young 
children.  During  the  last  few  years  we  have  been 
washing  out  the  maxillary  sinuses  where  such  pro- 
cedure was  indicated. 

In  regard  to  hemorrhage:  I am  glad  to  know  about 
fibrogen.  We  have  been  practicing  the  method 
of  giving  calcium  a day  or  two  before  the  opera- 
tion, according  to  the  method  used  in  the  office  of 
Dr.  Gifford,  of  Omaha.  Pituitrin,  injected  hypoder- 
mically, also  seems  to  control  the  postoperative 
bleeding. 

The  rhinologist  is  grateful  indeed  to  the  pediatrist 
and  internist  for  calling  his  attention  to  focal  in- 
fection as  a result  of  diseased  tonsils,  teeth,  and 
sinuses.  Rosenow,  of  Rochester,  has  called  our  at- 
tention to  the  fact  that  the  mouth  is  full  of  non- 
pathogenic  organisms,  which,  under  ordinary  con- 
ditions, are  practically  harmless,  and  it  is  only  when 
oxygen  is  excluded  that  they  become  pathogenic. 
If  the  ordinary  harmless  streptococcic  organism  is 
in  a cavity  and  oxygen  is  excluded  it  becomes  more 
virulent  and  may  cause  systemic  disease.  We  find 
this  in  the  case  of  the  antrum  or  the  ethmoidal 
sinuses,  we  find  infection  present  in  the  bottom  of 
a tonsillar  crypt  where  oxygen  is  excluded,  and 
we  also  find  it  in  the  bottom  of  root-canals  when 
a tooth  has  been  devitalized  and  an  attempt  made 
to  fill  the  root-canal.  It  is  not  the  lesion  that  makes 
the  condition  serious,  it  is  the  small  amount  of  in- 
fection that  is  sealed  up  which  sometimes  causes 
a fatal  issue.  Therefore  we  should  not  overlook 
this  possibility. 

Dr.  Joseph  F.  Quin  (Milwaukee,  Wis.):  Tonsil- 
lectomy is  a major  operation,  and  in  spite  of  the 
medical  aspect  of  it  we  must  remember  that  in  one 
out  of  5,000  cases  the  tonsillar  artery  is  almost  the 
same  caliber  as  the  internal  carotid  artery,  and  we 
must  approach  this  operation  with  great  caution. 

Dr.  A.  D.  McCannel  (Minot,  N.  D.):  I desire  first 
to  congratulate  the  essayist  on  the  splendid  way 
he  has  handled  this  very  important  subject. 

A great  deal  has  been  written  and  many  question- 
naires have  been  sent  out  in  the  hope  of  finding 
out  the  importance  of  the  clotting  time  of  blood 
and  its  importance  in  these  tonsil  cases,  and  al- 
though the  facts  accumulated  are  very  interesting 
from  a scientific  standpoint,  I think  most  men  have 
paid  but  very  little  attention  to  the  findings  and 
go  ahead  and  remove  the  tonsils  if  the  operation 
is  indicated,  irrespective  of  the  clotting  time. 
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In  my  limited  experience  I have  never  seen  any 
occasion  for  alarm  from  tonsil  hemorrhage.  I be- 
lieve the  whole  danger  lies  in  injuring  the  muscular 
tissue  of  the  tonsillar  fossa.  If  you  stay  within  the 
capsule  and  get  the  capsule  clean,  there  is  no  danger 
of  severe  hemorrhage.  It  is  only  when  the  muscu- 
lar tissue  is  disturbed  and  traumatized  that  we 
have  troublesome  hemorrhage. 

I am  thoroughly  in  accord  with  the  Doctor  in 
regard  to  the  Sluder  technic,  as  I believe  it  is  the 
most  satisfactory  technic  for  children  and  where  a 
general  anesthesia  is  used,  with  one  exception,  and 
that  is  the  Sluder  technic  does  not  remove  the  plica 
triangularis,  which  often  contains  some  lymphoid 
nodules  and  frequently  will  give  trouble  after  a ton- 
sil has  been  thoroughly  removed. 

So,  for  the  past  six  years,  in  all  cases  after  the 
Sluder  operation  is  completed,  I have  picked  up 
the  plica  triangularis  and  dissected  it,  removing  it 
by  scissors  and  snare. 

The  leaving  of  this  lymphoid  tissue  will  often 
bring  a patient  back  complaining  of  the  old  symp- 
toms and  signs  of  focal  infection.  Therefore  I 
think  it  advisable  not  only  to  do  a clean  tonsillec- 
tomy, but  also  to  see  that  all  lymphoid  tissue  in  the 
plica  is  thoroughly  removed. 

Dr.  Hendrickson  (closing):  T am  very  glad  that 
the  treatment  of  the  paranasal  sinuses  has  been 
brought  out.  I did  not  in  my  paper  sufficiently 
stress  that  point.  I think  I stated  that  where  para- 
nasal infection  does  not  already  exist,  tonsillectomy 


gives  relief  in  cases  of  head  colds,  but  when  after 
tonsillectomy  we  do  not  get  rid  of  head  colds  we 
should  look  for  infection  elsewhere,  particularly  in 
the  paranasal  sinuses. 

I agree  with  Dr.  McCannel  that  the  main  issue 
in  doing  this  work  is  to  secure  a clean  removal  of 
the  tonsil.  Sometimes  we  have  a very  troublesome 
hemorrhage  from  the  posterior  pillar,  consequently 
in  removal  of  the  tonsil  it  is  necessary  not  to  dis- 
turb the  posterior  pillar. 

In  regard  to  the  bacteriology  of  the  subject  as 
it  pertains  to  lymphoid  tissue,  it  is  very  interesting 
to  note  that  where  we  have  the  largest  masses  of 
lymphoid  tissue  in  the  body  we  have  the  greatest 
numbers  of  bacteria.  Beginning  in  the  oral  cavity, 
as  we  get  into  the  throat  the  palatine  tonsil  harbors 
large  numbers  of  bacteria,  but  as  we  go  down  the 
gastro-intestinal  tract  and  into  the  small  bowel 
where  there  is  a smaller  amount  of  lymphoid  tissue, 
we  find  fewer  bacteria;  then  as  we  get  down  to  the 
ileocecal  valve  there  is  again  an  increase  in  the 
amount  of  lymphoid  tissue  and  an  increase  in  the 
bacterial  flora,  and1  it  is  here  that  we  have  our  seri- 
ous intestinal  infections,  such  as  appendicitis,  ty- 
phoid fever,  the  dysenteries,  etc.  Also  we  see 
trouble  in  the  throat  as  evidenced  by  the  exanthe- 
mata in  childhood.  It  would  almost  seem  that,  al- 
though lymphoid  tissue  is  apparently  intended  as 
a protective  agent,  when  its  natural  protective 
forces  have  been  broken  down  it  becomes  a1  source 
of  infection  that  is  a menace  to  the  body. 


SOME  HISTORICAL  ASPECTS  OF  THE  FIGHT  AGAINST  TUBERCULOSIS 

IN  HENNEPIN  COUNTY* 

By  H.  S.  Boquist,  M.D. 

MINNEAPOLIS,  MINNESOTA 


Carlyle  affirms  that  history,  "lies  at  the  root 
of  all  science.”  When  it  comes  to  recording 
and  properly  evaluating  happenings  of  import 
he  expresses  despair.  He  says,  “It  is  not  en- 
acted, as  it  is  in  written  history:  actual  events 
are  nowise  so  simply  related  to  each  other  as 
parent  and  offspring  are;  every  single  event  is 
the  offspring,  not  of  one,  but  of  all  other  events 
prior  or  contemporaneous,  and  will  in  its  turn 
combine  with  all  others  to  give  birth  to  new:  it 
is  an  ever-living,  ever-working  Chaos  of  Being, 
wherein  shape  after  shape  bodies  itself  forth 
from  innumerable  elements.  And  this  Chaos, 
boundless  as  the  habitation  and  duration  of  man, 
unfathomable  as  the  soul  and  destiny  of  man,  is 
what  the  historian  will  depict,  and  scientifically 
gauge,  we  may  say,  by  threading  it  with  single 
lines  of  a few  ells  in  length!” 

•Presented  before  the  Minnesota  Trudeau  Medical  So- 
ciety, January,  192S. 


So  our  efforts  to  understand  and  record  the 
events  in  the  tuberculosis  movement  are  at  best 
inadequate.  Nevertheless,  believing  that  it  is 
wise  to  turn  to  the  recording  of  events  before 
they  slip  too  far  away  from  us  I have  made  an 
attempt  at  a beginning. 

The  study  of  the  movement  against  tubercu- 
losis in  Minneapolis  must  of  necessity  take  one 
further  afield  than  the  corporate  limits  of  that 
city.  Perhaps  the  first  official  documents  to  give 
serious  consideration  to  the  problem  are  the  re- 
ports of  the  State  Board  of  Health,  with  Dr. 
Hewitt,  of  Red  Wing,  as  its  secretary.  Dr. 
Hewitt  was  an  early  agitator  in  the  field.  Our 
own  President  Eolwell  is  authority  for  the  state- 
ment that  he  was  the  first  professor  of  public 
health  in  the  United  States,  being  made  so  by  the 
Board  of  Regents  of  the  University  of  Minne- 
sota, in  1876.  His  reports  are  burdened  with 
the  tuberculosis  problem.  Analysis  of  the  causes 
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of  deaths  shows  the  preponderance  of  consump- 
tion as  a factor.  Efforts  are  made  to  gather 
authentic  facts  as  to  morbidity  and  pamphlets 
prepared  to  spread  the  gospel  of  prevention. 

The  total  number  of  deaths  from  consumption 
in  Minneasota  for  the  years  1871  to  and  includ- 
ing 1875,  are  given  as  2,768.  During  this  period 
the  population  of  Minnesota  was  about  500,000. 
The  rate  about  111.  But  during  this  period 
there  were  about  5,000  deaths  not  classified  as 
to  cause. 

In  1875  Hennepin  County  was  credited  with 
81  deaths  due  to  phthisis.  Her  population  then 
was  about  48,000,  rate  172. 

In  the  report  of  1876  the  Board  urges  pre- 
vention of  the  disease  by  sanitary  measures,  bet- 
ter ventilation,  and  adequate  heating,  but  at  the 
same  time  speaks  of  tuberculosis  as  largely 
hereditary. 

In  1877  the  climate  of  Minnesota  as  a cure 
for  tuberculosis  received  considerable  attention. 
A certain  Charles  Gronwald,  in  an  article  on 
the  “Effects  of  Immigration  on  the  Immigrated 
Norwegian”  discusses  this  point.  The  author 
believed  the  Minnesota  climate  to  be  quite  salu- 
brious. This  article,  it  seems,  aroused  Dr. 
Hoegh,  of  La  Crosse,  Wis.,  who  made  this  state- 
ment : “It  is  not  in  accord  with  my  observations 
that  this  climate  is  favorable  to  the  cure  of 
catarrh  or  phthisis.”  It  now  became  necessary 
to  have  a referendum  and  thirty  professional 
men  (of  Minnesota)  agreed  that: 

“A  tubercular  consumption  is  not  as  liable  to 
be  developed  here  as  in  the  Eastern  or  South- 
ern states  in  persons  predisposed  to  it,  the  cli- 
mate of  Minnesota  favors  the  cure  of  phthisis 
pulmonum  originating  elsewhere.” 

In  1877  Hennepin  County  had  76  deaths  from 
phthisis  and  Ramsey  58.  The  population  of 
Hennepin  County  was  then  67,013  and  that  of 
Ramsey  45,890  making  the  death  rate  for  the 
two  counties  114  and  128  respectively. 

After  1878,  the  reports  of  the  State  Board 
of  Health  are  silent  on  the  question  of  tuber- 
culosis until  the  middle  80’s  are  reached.  Then 
the  bacteriums  of  tuberculosis  received  mention. 
Dr.  Hewitt  seems  to  have  gone  abroad  for  the 
purpose  of  learning  more  about  this  and  April, 
1890,  in  a monthly  report,  he  mentions  Koch’s 
discovery  of  the  bacillus,  Pasteur’s  advice  about 
boiling  milk,  and  further  makes  this  statement, 
“Thus  it  is  believed  and,  in  fact,  distinctly 
proved,  that  the  dried  spittle  of  a consumptive 
person,  or  the  discharges  from  the  nose  of  a 
consumptive  cow,  adhering  to  wood  work  and 
similar  substances,  may  be  the  means  of  infect- 
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ing  healthy  persons  or  animals  long  after  they 
have  been  deposited.” 

Further:  “The  methods  by  which  bacilli  or 
their  spores  are  most  likely  to  gain  access  to 
the  living  body  are  (1)  by  inhalation,  (2)  by  in- 
gestion of  any  fluid  or  solid  containing  tubercu- 
lar products.” 

During  the  years  1895-1898  the  State  Board 
of  Health  prepared  a circular  furnishing  infor- 
mation relating  to  the  infectious  character  of 
tuberculosis  and  the  means  of  preventing  such 
infection.  This  circular  was  to  be  distributed 
to  those  patients  found  to  have  contracted  the 
disease  and  to  others.  The  following  is  a reso- 
lution by  a previous  Conference  of  State  Boards 
of  Health : 

To  be  sent  to  legislatives,  departments  of  edu- 
cation and  municipal  authorities  of  the  several 
states  and  provinces  respectively  in  this  confer- 
ence, urging  on  them  the  imperative  need  of : 

1.  Having  all  schools  and  colleges  placed 
under  medical  supervision  with  regard  to  ven- 
tilation, overcrowding  and  overpressure  from 
studies. 

2.  Having  all  hotels,  boarding  houses  and 
workshops  where  consumptives  may  be  em- 
ployed, placed  under  municipal  supervision  and 
inspection. 

3.  Urging  all  state  legislatures  to  devote  pub- 
lic funds  and  encourage  private  philanthropy  in 
the  establishment  of  homes  or  sanatoriums,  to 
which  patients  may  be  sent  early,  either  at  their 
own  or  municipal  expense,  under  proper  regula- 
tions, and  be  encouraged  to  remain  therein  until 
recovery  shall  have  taken  place,  while,  at  the 
same  time,  they  shall  prevent  the  continuance  of 
centers  of  infection  in  their  homes. 

In  June,  1898,  with  Dr.  Bracken  as  its  secre- 
tary, the  Board  sent  out  a questionnaire  to  the 
health  officers,  or  acting  health  officers,  of  228 
cities  or  villages  in  Minnesota  having  a popula- 
tion of  four  hundred  or  more. 

As  to  the  number  of  cases,  there  were  190 
replies;  100  reported  a total  of  390  cases.  Twen- 
ty-six, including  Minneapolis  and  St.  Paul  and 
most  of  the  larger  cities,  reported  the  number  as 
unknown.  Sixty-two  said  they  had  no  cases. 

To  the  question,  “Is  any  effort  made  to  edu- 
cate the  people  as  to  the  infectious  nature  of 
tuberculosis?”  there  were  193  replies;  126  said 
yes,  67  say  no. 

To  the  question  , “Is  any  effort  made  to  regu- 
late the  disinfection  of  tuberculosis  discharges?” 
112  say  yes,  73  say  no. 

The  report  of  1898  recommends  the  isolation  • 
of  the  tuberculous  insane  and  also  recommends 
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the  establishment  of  a State  Sanatorium  for  the 
care  of  the  tuberculous  of  the  State  in  Cass 
County. 

In  1873  the,  State  Board  of  Health  established 
the  Chemical  Laboratory.  In  1889  the  Bacterio- 
logical Section  was  commenced. 

In  1890  vaccine  for  smallpox  was  being  pre- 
pared. In  1889-90  examinations  for  tuberculo- 
sis, rabies,  and  anthrax  were  done.  However, 
it  was  not  until  about  ten  years  later  that  the 
laboratory  was  used  at  all  extensively. 

In  1896  there  were  84  specimens  of  sputum 
examined  for  tuberculosis ; 25  of  these  were 
from  Minneapolis,  7 from  St.  Paul.  In  1897 
141  specimens  of  sputum  were  examined. 

The  first  annual  report  of  the  laboratory  was 
made  in  1898.  This  annual  report  gives  the 
following  recommendations  from  the  October 
quarterly  meeting  of  the  Board  of  Health. 

1.  The  secretary  of  the  Board  should  issue 
blanks  to  local  officers  to  report  tuberculosis 
among  infectious  diseases. 

2.  The  secretary  should  issue  circulars  setting 
forth  the  contagiousness  of  the  disease,  as  well 
as  precautions  necessary  for  patients  to  take  to 
be  sent  to  every  patient  for  whom  examination 
is  made. 

3.  Houses  of  patients  who  are  positive  could 
be  placarded  with  some  form  of  notice,  such  as 
adopted  in  New  York  City,  in  which  people  M ere 
warned  of  the  nature  of  the  disease  from  which 
the  occupant  Mas  or  has  been  suffering. 

4.  The  secretary  of  the  Board  should  for- 
M'ard  the  necessary  notices. 

As  to  bovine  tuberculosis  the  Board  had, 
back  in  1891-92,  arranged  for  a thorough  study 
of  the  conditions  of  milch  cow  herds,  relative  to 
tuberculosis.  Tuberculin  Mas  issued  as  a diag- 
nostic agent.  In  1897  a law  Mas  passed  pro- 
viding for  condemnation  of  cattle  responding 
to  the  tuberculosis  test. 

While  the  State,  through  its  Board  of  Health 
and  the  legislatures,  M'as  agitating  for  increased 
control  of  tuberculosis,  the  local  doctors  of 
Minneapolis, ’as  Dr.  C.  B.  Wright  has  pointed 
out,  were  also  active.  The  Northwestern  Lan- 
cet published  a paper  read  before  the  Hennepin 
County  Medical  Association  in  1894  by  Dr. 
Thomas  S.  Roberts  in  which  Mere  outlined 
methods  of  control  and  cure  of  tuberculosis. 
The  Minneapolis  Medical  Club,  organized  in 
1896,  helped  to  lay  the  foundation  for  future 
work  along  the  lines  of  pure  milk,  pure  M'ater, 
pure  food  and  especially  tuberculosis. 

In  1898  appeared  “The  Early  Diagnosis  of 
Tuberculosis”  by  Dr.  George  D.  Head. 


The  year  1903  Mas  one  of  great  activity  on 
the  antituberculosis  front.  It  M'as  in  this  year 
that  Mrs.  Leonora  Hall  Christian  employed  a 
full-time  nurse  for  visiting  tuberculous  patients ; 
and  it  M'as  in  this  year  that  the  antituberculosis 
committee  M'as  organized  in  her  home.  It  M'as 
in  1903  that  Dr.  Ulrich  was  successful  in  hav- 
ing established  a tuberculosis  clinic  at  the  Uni- 
versity of  Minnesota. 

In  1898  the  State  Board  of  Health  had  recom- 
mended the  establishment  of  a State  Sanatorium 
in  Cass  County.  In  1901,  largely  through  the 
efforts  of  Dr.  H.  L.  Taylor,  of  St.  Paul,  the 
legislature  authorized  the  appointment  of  an 
advisory  committee,  consisting  of  three  physi- 
cians, to  consider  the  establishment  of  a State 
Sanatorium.  As  a result  of  this  the  Sanatorium 
at  Walker  M'as  opened  in  1905  with  Dr.  W.  J. 
Marcely  in  charge. 

The  same  year  HopeM'ell  Cottage  Mras  estab- 
lished, also  for  incipient  cases,  with  a capacity 
of  tMenty  beds.  In  1914,  the  neMr  HopeM’ell, 
with  a capacity  of  over  two  hundred  beds,  M'as 
opened.  It  now  no  longer  M’as  considered  es- 
pecially for  incipient  cases,  all  stages  being  ad- 
mitted. LolloM'ing  is  a table  ' of  admittances 
from  1914  to  1926  when  the  patients  were  trans- 
ferred to  Glen  Lake.  May,  1923,  its  name  M'as 
changed  to  ParkvieM'. 


Year 

Number  admitted 

1915 

244 

1916 

253 

1917 

294 

1918 

195 

1919 

252 

1920 

223 

1921 

236 

1922 

207 

1923 

247 

1924 

184 

1906 

the  Christian  Camp  was  established 

at  Lake  Street  and  the  river  with  Doctors  G.  D. 
Head,  H.  L.  Ulrich,  and  C.  B.  Wright  as  the 
visiting  staff.  This  camp  took  care  of  17  pa- 
tients the  first  year.  In  1907  these  patients  M'ere 
taken  into  the  Thomas  Hospital  which  had  just 
been  built  by  the  Christians  and  presented  to  the 
United  Lutheran  Church.  This  has  continued 
to  function  as  a tuberculosis  hospital  with  a ca- 
pacity of  65  beds.  Poliowing  the  war  it  as- 
sumed the  complexion  of  a government  hospital 
for  tuberculous  veterans,  but  now  (1928)  it  is 
again  available  to  the  doctors  of  Minneapolis 
for  their  tuberculous  patients. 

In  1904  a city  ordinance  M’as  passed  requir- 
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ing  the  registration  of  all  cases  of  tuberculosis. 
Nevertheless,  it  was  felt  that  accurate  knowl- 
edge of  existing  conditions  had  not  been  ob- 
tained. An  attempt  was  made  in  1905  to  de- 
termine the  actual  number  of  cases  by  person- 
alb  canvassing  the  doctors.  For  this  pioneering 
work  the  services  of  Dr.  C.  B.  Wright  were  en- 
gaged. The  plan,  however,  because  of  the  lack 
of  co-operation  of  the  doctors,  was  not  success- 
ful. Some  idea  can  be  formed,  nevertheless,  by 
the  fact  that  in  1905  the  visiting  nurses  called 
on  309,  cases  of  tuberculosis.  For  1907,  279 
cases  were  reported  while  there  were  335  deaths. 
It  was  not  until  the  year  1914  that  the  reports 
to  the  health  department  gave  an  accurate  pre- 
sentation of  the  tuberculosis  in  the  community. 
The  following  table  is  self  explanatory. 


TUBERCULOSIS  IN  MINNEAPOLIS 


Year 

Cases 

Deaths 

Death  rate  per 
1,000  population 

1907 

279 

335 

1.20 

1908 

295 

349 

1.21 

1909 

434 

419 

1.42 

1910 

758 

406 

1.34 

1911 

940 

474 

1.52 

1912 

946 

451 

1.39 

1913 

880 

453 

1.36 

1914 

1,090 

468 

1.36 

1915 

1,175 

506 

1.47 

1916 

1,147 

500 

1.42 

1917 

1,135 

506 

1.40 

1918 

1,174 

478 

1.29 

1919 

1,134 

465 

1.23 

1920 

1,170 

420 

1.10 

1921 

1,439 

338 

.86 

1922 

1,277 

313 

.78 

1923 

1,293 

337 

.82 

1924 

1,610 

289 

.69 

1925 

1,270 

214 

.50 

1926 

1,198 

231 

.53 

In 

addition  to 

the  reporting 

of  existence  of 

the  disease  the  legislature  in  1913  fortified  the 
community  by  the  compulsion  removal  law.  In 
accordance  with  this  law,  should  a patient  so 
conduct  himself  as  to  be  a menace  to  those  about 
him  he  could  by  the  approval  of  the  county  com- 
missioners be  forcibly  taken  to  some  sanatorium 
for  the  tuberculous.  Sporadic  attempts  have 
been  made  to  invoke  this  law,  but  because  of 
popular  disapproval  it  has  perhaps  never  been 
actually  enforced. 

In  1902  the  Associated  Charities  employed  one 
visiting  nurse  who  visited  fourteen  cases  of  tu- 
berculosis. In  1903  Mrs.  Christian  employed 


one  nurse  for  exclusive  work  among  the  tuber- 
culous. The  force  was  shortly  increased  to  two. 
In  1908  these  nurses  were  given  Headquarters 
in  the  City  Health  Department.  In  1912  the 
two  nurses  were  taken  over  by  the  City  Health 
Department  and  more  nurses  added  for  the  tu- 
berculosis work.  In  1918  there  were  five  nurses. 
The  Health  Department  nursing  staff  for  tu- 
berculosis work  increased  by  two  each  year  until 

1925  when  fourteen  nurses  were  employed.  In 
addition  there  are  employed  now  (1927)  two 
full  time  clerks  and  one  half  time  clerk.  The 
function  of  the  nurses  is  largely  that  of  collect- 
ing data,  advising,  and  enforcement. 

The  cost  of  maintaining  the  Tuberculosis 
Section  of  the  Division  of  Public  Health  for 

1926  was  $22,218.79.  Previous  to  1926  the 
cost  of  this  section  was  grouped  under  the  head 
of  Contagious  Disease  with  the  Acute  Communi- 
cable Disease  and  Venereal  Disease.  So  it  is 
impossible  to  give  exact  figures  for  other  years. 

In  1911  a Fresh  Air  class  was  established  at 
Old  Central  High  School.  In  1912  there  was 
another  Fresh  Air  Class  started  at  Bancroft 
School.  Fresh  Air  Classes  were  established  at 
Peabody  and  four  at  Thomas  Arnold  which  was 
then  changed  to  Trudeau  School. 

In  connection  with  the  work  done  in  the 
schools  we  naturally  think  of  Lymanhurst. 

Lymanhurst,  the  uni  jue  institution  of  Minne- 
apolis where  home,  hospital,  and  school  are 
blended,  is  the  brain  child  of  Dr.  F.  F.  Harring- 
ton, and,  as  he  says,  was  made  possible  when 
the  Division  of  Public  Health  and  the  Depart- 
ment of  School  Hygiene  were  placed  under  the 
directorship  of  one  person. 

“Seventy  odd  thousand  school  children,”  I 
am  quoting  Dr.  Harrington,  “under  medical 
supervision  constituted  a nucleus  of  the  adult 
tuberculosis  rate  of  Minneapolis.  To  discover 
these  children,  to  examine  and  diagnose  them, 
and  to  treat  them  in  order  to  prevent  gross 
pathological  manifestations  of  the  disease  is  a 
public  health  and  a sociological  problem  second 
to  none.” 

Of  course  it  took  hard  work  and  considerable 
“educational  propaganda,”  to  establish  Lyman- 
hurst. Now  it  has  become  a center  of  all  wel- 
fare activities  directed  toward  the  question  of 
juvenile  tuberculosis. 

Chronologically,  it  was  opened  May  31,  1921  ; 
on  January  24,  1922,  the  Out-Patient  Clinic  was 
established;  on  March  6,  1922,  a twenty-bed  ob- 
servation ward  was  opened. 

Dr.  Harrington  is  Commissioner  of  .Public 
Health,  Director  of  Hygiene  in  the  public  schools. 
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and  Director  of  Lymanhurst.  The  contact  which 
exists  between  the  Division  of  Public  Health  and 
Lymanhurst  School  is  made  through  its  tuber- 
culosis section.  Active  co-operation  with  Ly- 
manhurst  School  begins  when  a physician’s 
signed  report  is  received  at  the  Division  Of- 
fice of  a case  of  juvenile  tuberculosis  or  tuber- 
culosis subjects  of  school  age. 

TABLE  II LYMANHURST 


Cost  of  Maintenance 


Year 

Amount 

1920 

$13,643.46 

1921 

36,197.12 

1922 

42,905.05 

1923 

50,612.43 

1924 

50,995.84 

1925 

47,789.20 

1926 

48,678.37 

As  Medical  Director  of  Lymanhurst  Dr.  J.  A. 
Myers  has  done  a monumental  piece  of  work  in 
advancing  research  in  the  field  of  juvenile  tu- 
berculosis. 

The  cost  of  maintenance  of  Lymanhurst  is 
given  in  table  No.  2. 

In  1909  a camp  for  children  was  established 
with  two  nurses  in  charge.  This  camp  at  Glen- 
wood  Park  took  care  ofi  40  children  a year  dur- 
ing the  vacation  months.  Tn  1925  this  camp  was 
transferred  to  Glen  LaD  . 

The  tuberculosis  clinic  established  at  the  LTni- 
versity  of  Minnesota  in  1903  was  short-lived. 
In  1916,  however,  it  was  re-established.  In 
1909  a Tuberculosis  Dispensary  was  established 
at  the  General  Hospital.  Since  then  other 
clinics  have  been  established. 

In  1913  the  Legislature  passed  the  County 
Sanatorium  Law.  Lhider  its  provision  was  es 
tablished  Glen  Lake  Sanatorium,  Hennepin 
County  Tuberculosis  Sanatorium.  It  opened 
January  5,  1916,  with  a capacity  of  fifty  beds. 
Its  growth  and  cost  to  the  community  is  shown 
in  the  following  table : Gross  Net 

cost  cost 

Average  per  per 


Year 

No.  of 
beds 

Pa-  No. 

tient  patients 
days  per  diem 

Total  cost 

diem 

per 

patient 

diem 

per 

patient 

1916 

50 

16,591 

40 

$30,894.13 

1.595* 

1917 

60 

21,796 

59 

36,179.33 

1.66 

.98 

1918 

100 

36,847 

100 

50,087.91 

1.81 

1.30 

1919 

110 

37,381 

102 

83,031.20 

2.18 

1.41 

1920 

110 

37,820 

103 

112,662.05 

2.97 

2.21 

1921 

200 

60,537 

165 

183,001.39 

2.98 

2.18 

1922 

260 

81,577 

223 

230,703.20 

2.827 

2.07 

1923 

260 

93,243 

255 

263,550.52 

2.835 

1.95 

1<>24 

417 

133,218 

364 

402,345.24 

3.02 

2.33 

1925 

497-603 

217,793 

597 

579,947.96 

2.66 

1.83 

1926 

617-657 

237,482 

650 

638,646.78 

2.68 

2.04 

1927 

660-715 

•From 

September  through 

December,  1916. 

Of  the  cost  the  city  pays  92  to  93  per  cent  of 
the  taxes  not  as  a city  but  by  virtue  of  its  being 
part  of  Hennepin  County.  About  90  per  cent 
of  the  patients  at  the  Sanatorium  come  from 
the  city.  The  pay  and  free  patients  are  dis- 
tributed as  follows : 

1923  1924  1925  1926 

Free  Patients  89.32%  86.59%  86.13%  85.25% 
Pay  Patients  2.21%  1.74%  4.23%  4.00% 

Part-Pay  Patients  8.47%  11.67%  9.64%  10.75% 

100.00%  100.00%  100.00%  100.00% 

Glen  Lake  Sanatorium  employs  about  one 
person  to  every  two  patients.  Of  the  employees 
about  10  per  cent  are  former  patients. 

In  considering  the  Sanatorium  it  might  be  of 
interest  to  review  the  laws  which  made  sana- 
toria possible  in  the  State  of  Minnesota. 

In  1909  the  Legislature  passed  a law  empow- 
ering the  county  commissioners  in  any  county 
to  establish  a sanatorium.  The  management  of 
this  sanatorium  was  to  be  in  the  hands  of  a 
Sanatorium  Commission  consisting  of  three 
members,  one  of  whom  should  be  a licensed 
physician.  The  members  of  this  committee  were 
to  be  appointed  by  the  commissioners.  The 
county  could  appropriate  not  more  than  twenty 
thousand  dollars  for  the  establishment  and 
equipment  of  a Sanatorium ; and  in  no  case 
should  a tax  levy  exceed  four-tenths  of  a mill 
on  the  dollar  of  assessed  valuation. 

The  law  of  1913  went  much  further.  It  al- 
lowed a tax  of  one  mill  on  the  dollar  and  prom- 
ised State  Aid  of  one-half  the  cost  of  establish- 
ing the  Sanatorium  up  to  $50, (XX).  It  also  pro- 
vided for  State  Aid  for  the  poor  patients  of 
$5.00  per  week. 

In  1919  one  mill  was  allowed  for  construc- 
tion, improvement,  equipment,  and  enlargement 
of  the  Sanatorium,  and  two  mills  for  mainte- 
nance, but  in  no  case  was  the  total  to  exceed 
two  mills.  Hennepin  County  has  never  had  the 
full  two  mills  levied. 

The  original  Hennepin  County  Sanatorium 
Commission  consisted  of  Mr.  E.  C.  Gale,  Mr. 
J.  R.  Kingman,  and  Dr.  J.  W.  Bell.  In  1919 
Dr.  White  took  Dr.  Bell’s  place  when  the  latter 
resigned  on  account  of  ill  health.  “The  re-ap- 
pointment,” says  Dr.  Mariette,  “of  the  same 
Board  Members  has  secured  a uniform  policy 
in  progressive  development  of  the  Sanatorium 
during  its  period  of  growth.”  It  is  only  fair 
to  say,  however,  that  a good  share  of  the  prog- 
ress of  the  Sanatorium  is  due  to  the  vision  and 
unceasing  effort  of  its  Superintendent,  Dr. 
Mariette. 

The  Sanatorium  staff  has  increased  from  one 
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visiting  and  one  resident  physician  and  a super- 
intendent in  1916  to  twelve  full-time  physicians, 
a director  of  laboratories,  two  resident  dentists, 
a pharmacist,  a laboratory  and  jr-ray  technician 
and  a consulting  staff  which  numbers  about  fifty 
of  the  leading  men  in  the  various  specialties. 

To  come  back  to  our  essayist  once  more.  Nar- 
rative is  linear;  action  is  solid. 

Behind  the  activities  that  I have  outlined, 
more  or  less  official  as  they  have  been,  has  al- 
ways stood  the  volunteer  organization  known  as 
the  Hennepin  County  Tuberculosis  Society. 

The  formation  of  this  Society  was  first  sug- 
gested by  Mrs.  Christian  in  a discussion  with 
Dr.  Bracken  on  health  work  among  the  poor 
in  1903. 

Dr.  Bracken  called  a group  of  doctors  to- 
gether, including  Dr.  F.  F.  Wesbrook,  J.  W. 
Bell,  Geo.  C.  Barton,  and  H.  L.  Ulrich.  An  in- 
dependent antituberculosis  organization  was  in 
contemplation  but  later  at  the  suggestion  of 
F.  L.  McVey,  of  the  Associated  Charities,  it 
organized  as  a subcommittee  of  that  Society. 

Dr.  Bracken  and  Mrs.  Geo.  H.  Christian  ar- 
ranged for  the  first  Christmas  seal  sale.  A few 
thousand  seals  were  sold  in  the  stores  of  Min- 
neapolis and  St.  Paul  just  prior  to  Christmas 
of  1908.  The  seals  were  sold  so  rapidly  that 
an  attempt  wras  made  to  get  a further  order 
but  this  was  impossible  as  the  supply  had  been 
exhausted. 

Since  then  the  seal  sale  has  come  to  be  the 
source  for  the  financing  of  the  activities  of  the 
Hennepin  County  Tuberculosis  Association.  For 
the  varied  and  complete  character  of  these  ac- 
tivities I would  refer  you  to  the  brochure 
“Twenty-five  Years  of  Fighting  Tuberculosis  in 
Minneapolis  and  Hennepin  County”  recently 
published  by  the  Association. 
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North  Dakota  Practice  for  Sale 

A good  practice  in  North  Dakota  and  my  small 
home  for  sale  at  price  of  small  house.  Address  609, 
care  of  this  office. 

Practice  Wanted 

An  unopposed  practice  in  town  of  500  or  more, 
where  only  small  cash  investment  is  required.  Ad- 
dress 597,  care  of  this  office. 


Position  Wanted 

As  business  manager  for  clinic  or  group  of  phy- 
sicians. Experienced  as  accountant,  collector,  and 
executive.  Address  585,  care  of  this  office. 

Locum  Tenens 

Wanted  to  take  care  of  general  practice  in  eastern 
North  Dakota  city  for  about  six  weeks,  beginning 
the  latter  part  of  May.  Address  606,  care  of  this 
office. 

General  Surgeon  Wanted 

A general  surgeon,  about  30  years  of  age,  i? 
wanted.  He  must  be  right.  Can  offer  reasonable 
inducements.  Iron  Range.  Address  604,  care  of 
this  office. 

Physician  and  Surgeon  Wanted 

In  city  of  800  in  good  farming  community,  young 
man,  married  preferred.  Wonderful  opportunity 
for  man  who  can  make  good.  Address  Committee 
on  Doctors,  Commercial  Club,  Aneta,  N.  D. 

Locum  Tenens  Wanted 

Young  Protestant  physician  is  wanted  to  take 
over  practice  in  a small  modern  Wisconsin  village 
near  the  Twin  Cities  for  a month  or  six  weeks,  be- 
ginning soon.  Salary  $200  per  month.  Address 
598,  care  of  this  office. 

Practice  for  Sale 

For  sale,  Southeastern  North  Dakota;  town  750; 
rich  diversified  farming  country;  collections  85  per 
cent  cash;  no  other  physician  within  fourteen  miles; 
modern  residence,  with  or  without  equipment.  Ad- 
dress 596,  care  of  this  office. 

Position  Wanted  in  Laboratory  and  Office 

By  a graduate  in  Laboratory  and  X-ray  work  in 
a large  city  hospital.  Have  had  two  and  one-half 
years  nurse’s  training,  three  years  practical  nursing, 
seven  years  office  assistant.  Best  of  references.  Ad- 
dress 605,  care  of  this  office. 

Practice  for  Sale 

Excellent  practice  in  city  of  5,000  in  North  Da- 
kota, County  Seat;  N.  P.  division  point.  Best  of- 
fice location  in  the  city.  Well  established  practice 
for  11  years.  No  property  to  sell.  Reasonable  pay 
asked  for  introduction.  Address  599,  care  of  this 
office. 

Locum  Tenens  Wanted 

A physician  is  wanted  to  take  charge  of  my  gen- 
eral city  and  country  practice  in  southern  Minne- 
sota town  for  six  weeks  beginning  about  July  15. 
Must  have  a Minnesota  License.  Salary  $150.00  per 
month  including  board  and  room.  Address  603, 
care  of  this  office. 

$18,000  Practice  for  Sale 

Well  established  general  practice  in  city  of  5,000' 
in  western  Minnesota;  community  hospital;  ideal 
location  to  do  well  at  once.  Will  sell  practice  to  a 
physician  purchasing  part  or  all  of  office  equipment 
and  will  introduce  successor  thirty  to  sixty  days. 
Reason  for  selling,  moving  to  California.  Address 
607,  care  of  this  office. 

(Continued  on  page  242) 
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DRUG  ADDICTION 

The  “Drug  Addict”  of  Memphis  Medical 
Journal,  March,  1929,  reports,  “It  is  now  an  ac- 
cepted fact  that  the  Harrison  law  has  accom- 
plished a considerable  reduction  in  the  incidence 
of  drug  addiction,  especially  of  opium  addiction. 
This  cannot  easily  be  proved  in  figures,  but  is 
readily  acknowledged  by  those  familiar  with 
handling  large  numbers  of  cases.  The  apparent 
increase  is  due  partly  to  the  migration  of  repeat- 
ing and  confirmed  addicts  from  the  emaller  to  the 
larger  centers  of  population  where  the  supply  of 
drugs  is  more  readily  assured.  By  such  distribu- 
tion of  the  cases  more  publicity  through  the  lay 
press  is  prone  to  take  place.  Additional  publicity, 
moreover,  is  bound  to  occur  as  the  strictly  law- 
breaking class  of  addicts  and  their  sources  of 
supply  are  brought  into  the  courts.  Therefore 
the  reduction  of  cases  of  the  more  favorable 
class  is  not  fully  appreciated.” 

Evidently  the  experience  in  the  South  is  dif- 
ferent from  ours  in  the  Northwest,  and  especi- 
ally in  Minneapolis.  It  seems  to  the  writer  that 
the  last  two  or  three  years  have  shown  a de- 
crease in  drug  addiction.  Personally  the  writer 
has  not  seen  a case  of  drug  addiction  in  months, 


and  he  is  of  the  opinion  that  too  much  is  made 
of  the  addiction  conditions.  It  is  possible,  of 
course,  that  they  go  from  the  city  to  the  country, 
and  perhaps  the  sellers  of  drugs  find  a more 
profitable  market  in  the  country  than  in  the 
cites.  No  one  knows,  for  there  are  no  statistics 
available. 

Too,  it  is  a well  known  fact  that  the  treatment 
of  the  addict  is  taken  altogether  too  seriously ; at 
least  a great  many  physicians  make  it  serious. 
Years  ago  there  were  institutions  for  the  cure 
and  treatment  of  the  drug  habit,  in  which  weeks 
or  months  were  required  to  effect  a cure.  As 
a matter  of  fact,  it  is  a comparatively  simple 
thing  to  rid  the  patient  of  his  opium  or  mor- 
phine if  it  is  properly  handled  and  under  the 
right  circumstances.  For  instance,  a man  who 

o 

needs  treatment  is  confined  to  a hospital  bed, 
and  his  morphine  is  reduced  so  rapidly  and 
strychnia  or  something  of  that  sort  substituted 
that  in  a few  days  time  he  is  surprised  to  find 
that  he  has  not  had  any  for  a long  time.  Now 
that  does  not  require  the  work  of  an  expert  ; 
anvone  at  all  familiar  with  the  addict  can  pro- 
duce this  result.  And,  of  course,  it  has  long 
been  the  consensus  of  opinion  that  a person  who 
takes  one  or  two  grains  a day  and  has  the  habit 
formed  can  be  taken  away  from  it  in  a remark- 
ably short  time  without  suffering  or  without  any 
inconvenience  whatever.  So  why  so  much  at- 
tention given  to  this  subject? 

Like  any  other  case  of  illness,  if  it  is  recog- 
nized and  treated  right,  the  recovery  is  fre- 
quently very  rapid. 

Still  we  are  of  the  opinion  here  in  the  North- 
west that  there  are  comparatively  few  cases  of 
drug  addiction,  whether  of  morphine,  opium, 
cocaine,  or  what  not.  The  same  applies  to  alco- 
hol in  this  part  of  the  country.  There  is  no 
doubt  but  in  some  parts,  alcohol  and  so-called 
“moonshine”  are  just  as  easy  to  get  as  ever,  but 
here  we  see  very  few  cases  that  come  to  the 
hospitals  for  relief  from  their  uncomfortable 
habits. 

THE  ANNUAL  BANQE'ET  OF  THE  HEN- 
NEPIN COUNTY  MEDICAL  SOCIETY 

The  annual  meeting  and  banquet  of  the  So- 
ciety was  held  Monday  evening,  May  6,  at  the 
Curtis  Hotel.  Approximately  400  members  were 
present  for  the  dinner  at  6 :30,  and  for  the 
speeches  thereafter.  The  toastmaster  of  the  oc- 
casion was  Dr.  Wm.  A.  O’Brien.  Everyone  who 
knows  “Bill”  O’Brien  knows  he  always  has 
something  good  to  give  us;  and  he  had  a fresh 
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wise-crack  for  each  speaker  that  night.  The 
dinner  went  off  with  usual  speed,  and  as  soon 
as  possible  after  eight  o’clock  the  speakers  of 
the  evening  were  announced.  First  there  was 
a moving  picture  show  by  Dr.  E.  L.  Gardner, 
which  had  been  taken  from  the  19th  story  of 
the  new  Medical  Arts  Building,  where  the  So- 
cietv  expects  to  live  after  the  fall!  meeting. 
There  they  will  have  spacious  rooms,  ample 
quarters,  lounging  rooms,  committee  rooms,  and 
everything  necessary  for  the  housing  of  a large 
county  society. 

Dr.  Benjamin  spoke  with  emphasis  on  the 
subject  of  the  furnishing  of  the  new  club  rooms, 
including  all  furnishings  and  fixtures  and  equip- 
ment, the  cost  of  which  is  to  be  about  $12,000. 
This  means  that  if  300  members  out  of  about 
520  members  will  pay  $40.00  each  the  entire 
furnishings  can  be  cared  for.  This  will  give  a 
very  elaborately  furnished  meeting  place,  prob- 
ably the  largest  and  best  fitted  meeting  place  of 
a county  society  in  the  state  and  doubtless  in 
many  other  states.  If  this  is  done  once  it  will 
never  have  to  be  done  again.  The  view  from  the 
19th  lloor  as  shown  by  Dr.  Gardner’s  films  were 
wonderful,  and  we  are  to  be  congratulated  on 
having  a camera  man  who  can  take  a clear  pic- 
ture. 

Following  this  the  guests  at  the  meeting  that 
night  were  introduced,  and  naturally  the  first 
to  be  introduced  was  the  toastmaster,  Dr. 
O’Brien,  whom  Dr.  N.  O.  Pierce,  President, 
presented.  Dr.  O’Brien  very  naturally  rose  to 
the  occasion  and  carried  the  meeting  through 
with  success  and  speed  considering  the  large 
number  present. 

The  next  speaker  was  Dr.  J.  T.  Christison, 
President  of  the  Minnesota  State  Medical  Asso- 
ciation, and  he  appears  on  the  program  as  a 
“silver-tongued”  old-school  orator.  Dr.  Christi- 
son proved  his  value  and  proved  his  worth  by  a 
fluent  and  enlightening  speech  on  the  “State 
Medical  Association.” 

Dr.  H.  M.  Workman,  of  Tracy,  who  is  chair- 
man of  the  Council,  was  unable  to  be  present 
at  the  meeting.  He  was  to  have  spoken  on  the 
“Aims  and  Future  of  the  State  Medical  Associa- 
tion.” 

The  next  speaker,  Dr.  E.  H.  Meyerding,  is 
the  man  who  looks  after  the  collection  of  the 
money  and  directs  many  of  the  expenditures  for 
the  Society.  No  one  only  those  who  have  looked 
into  his  office  know  how  much  work  is  necessary 
to  keep  everything  in  working  operation.  Conse- 
quently any  complaint  on  the  part  of  the  mem- 
bers that  Meyerding  is  hollering  for  money  all 


the  time  is  wholly  out  of  order ; it  is  only  part 
of  his  job,  and  he  does  it.  Dr.  Herman  Johnson, 
of  Dawson  and  St.  Paul,  spends  part  of  his 
time  in  St.  Paul  every  two  years  when  he  does 
a remarkable  work.  He  and  his  committee, 
composed  of  Drs.  Jas.  Hayes  and  C.  B.  Wright 
and  others,  have  spent  time  and  money  and  have 
accomplished  much  in  the  way  of  educating  and 
enlightening  the  legislative  committee,  senators, 
and  representatives  who  have  to  do  with  the 
medical  bills.  The. attitude  of  the  legislative 
committee  has  changed  so  decidedly  that  we  feel 
no  money  has  been  wasted  at  all  even  though 
some  men  have  complained  that  they  are  spend- 
ing a good  deal  of  money  at  the  legislative  ses- 
sions. It  is  necessary  to  spend  money  in  enter- 
taining, at  dinners  and  other  functions  of  a simi- 
lar kind,  as  it  is  in  this  way  that  the  work  has 
been  carried  through  to  a first-class  success. 
Everyone  knows  what  Johnson  does  when  he 
works.  He  works  all  the  time.  One  man  here 
in  Minneapolis  related  that  he  had  been  called 
to  the  telephone  by  Dr.  Johnson  at  5 a.  m.,  as  he 
wanted  to  ask  about  some  rumor  that  was 
afloat.  Everyone  knows  Johnson  is  doing  his 
duty  even  though  it  disturbs  the  sleep  of  some 
of  us.  He  delivers  the  goods. 

Then  came  Dr.  George  Earl,  chairman  of 
public  relations  committee,  and  the  man  who 
lives  in  the  middle  of  the  country — at  Midway. 
“From  Coast  to  Coast  to  Midway”  was  his  topic. 
Seemingly  everything  in  the  medical  line  centers 
at  Midway.  Dr.  Earl  knows  how  to  talk. 
Everyone  who  hears  gives  him  credit  for  con- 
stantly thinking  about  what  he  can  do  for  the 
State  Medical  Association  and  how  easily  it  can 
be  done  through  the  Public  Relations  Committee. 

The  last  man  on  the  program  was  Manley 
Brist,  attorney  and  legal  advisor  for  Minnesota 
State  Board  of  Medical  Examiners.  The  cap- 
tion of  his  message  to  us  was  “I,  St.  Patrick, 
am  driving  the  snakes  of  quackery  before  me.” 
Mr.  Brist  is  not  a big  man  physically,  but  is  a 
big  man  mentally.  He  knows  how  to  get  after 
them,  doesn’t  involve  the  doctors  and  rounds  up 
the  evidence,  and  has  them  arrested,  brought  be- 
fore the  judge,  and  fined  or  imprisoned.  In 
this  way  he  has  done  much  to  make  state  medi- 
cine a very  important  part  of  the  work  of  the 
State  Board  of  Medical  Examiners.  When  we 
speak  of  state  medicine  we  mean  it  in  its  broad- 
est sense,  not  the  kind  of  state  medicine  that  is 
proposed  by  some  people  where  the  state  will 
employ  physicians. 

Finally,  after  the  disposition  of  the  report  of 
the  Hennepin  County  Medical  Society’s  secretary 


THE  JOURNAL-LANCET 


238 

in  which  the  business  of  the  previous  meeting 
was  reviewed,  the  announcement  of  the  officers 
was  made,  and  is  given  in  our  news  items. 

It  is  evident  from  what  wre  hear  that  the  meet- 
ing in  St.  Paul,  beginning  May  13,  was  a very 
successful  meeting.  St.  Paul  did  itself  proud 
by  entertaining  the  body  of  medical  men  who 
were  there. 

POSTGRADUATE  COURSE  IN  TUBERCU- 
LOSIS AT  AH-GWAH-CHING, 
MINNESOTA 

This  meeting  was  held  at  Walker,  Minn.,  in 
the  State  Sanatorium  on  May  2,  under  the  di- 
rection of  Dr.  H.  A.  Burns  and  staff,  with  the 
following  day,. May  3,  as  clinic  day  in  tubercu- 
losis. There  were  38  men  registered  for  this 
course,  some  of  them  having  driven  as  far  as 
250  miles.  Practically  all  were  there  on  time 
at  9 a.  M.  for  the  opening  work;  most  of  them 
stayed  till  late  in  the  evening.  It  was  evidently 
an  exceedingly  successful  meeting.  Of  course 
there  was  an  abundance  of  material  at  this  sana- 
torium, and  the  cases  were  very  well  selected 
and  verv  well  worked  up  by  the  members  of  the 
staff;  and  it  was  a great  success  from  the  stand- 
point of  co-operation  between  the  sanatorium 
and  the  members  of  the  community  which  it 
serves. 

The  first  clinic  on  the  program  was  the  “Man- 
agement of  Tuberculosis,”  by  Dr.  H.  A.  Burns, 
Superintendent  of  the  institution.  Dr.  Burns’ 
versatile  means  of  teaching  medicine  was  shown 
in  his  clinic.  His  associate,  Dr.  G.  G.  St.  Clair, 
gave  a clinic  on  “Renal  Tuberculosis.”  Dr. 
Burns’  second  assistant,  Dr.  F.  F.  Kumm,  gave 
a clinic  on  the  “Importance  of  History-taking  in 
the  Diagnosis  of  Tuberculosis.”  Dr.  F.  F.  Calla- 
han, of  Pokegama  Sanatorium,  talked  on  “Earlv 
Diagnosis.”  Later  in  the  morning  Dr.  C.  B. 
Wright,  of  Minneapolis,  who  is  Past-President 
of  the  Minnesota  State  Medical  Association, 
gave  a clinic  otj  “Gastro-Intestinal  Tuberculosis,” 
which  was  followed  by  Dr.  L.  A.  Rigler,  of  Min- 
neapolis, who  gave  a clinic  on  “X-ray.”  Dr. 
Rigler  recently  gave  a series  of  clinics  on  tu- 
berculosis at  the  Hennepin  County  Medical 
Thursday  meetings  which  excited  much  talk  and 
incidentally  conveyed  a great  deal  of  informa- 
tion to  those  who  heard  him.  Dr.  J.  A.  Thabes, 
of  Brainerd,  gave  a clinic  on  “Differential  Diag- 
nosis and  Surgery.”  Dr.  J.  A.  Myers,  Associate 
Professor  of  Preventative  Medicine,  University 
of  Minnesota,  talked  on  “Collapse  Therapy.” 
The  last  clinic  at  12  :00  m.  was  given  by  Dr.  R.  L. 


Laney,  Superintendent  of  the  Lake  Julia  Sana- 
torium, Puposky,  Minn.,  on  the  treatment  of  tu- 
berculosis. Everyone  who  was  in  attendance 
spoke  highly  of  the  entire  clinic  and  evidently 
derived  a great  deal  of  benefit  from  it. 

At  1 :30  p.  M.,  after  luncheon,  the  group  was 
divided  into  six  sections  with  Drs.  Rigler,  Myers, 
Callahan,  Wright,  Burns,  and  Laney  each  head- 
ing a group  where  bedside  clinics  were  held. 
Examination  of  various  types  of  cases  was 
made.  Dr.  Myers,  with  his  group  or  combined 
groups  gave  a pneumothorax  clinic  with  actual 
demonstrations. 

This  is  the  way  to  disseminate  knowledge  of 
medicine,  and  doubtless  this  type  of  education 
will  spread  throughout  the  state  and  in  other 
states,  and  will  induce  an  interest  in  the  study 
of  various  types  of  tuberculosis  of  which  so 
many  of  us  know  little  and  are  illy  prepared  to 
differentiate. 

A CONTINUING  CAMPAIGN  FOR  THE 
EARLY  DISCOVERY  OF 
TUBERCULOSIS 

The  campaign  for  the  early  discover}’  of  tu- 
berculosis, staged  in  the  second  week  of  April, 
should  be  a continuing  thing  the  year  around. 
In  tuberculosis,  as  in  heart  disease  and  cancer, 
“eternal  vigilance  is  the  price  of  safety.” 

In  the  slogan  “Early  Discovery — Early  Re- 
covery” there  is  a double  meaning.  It  signifies 
the  early  diagnosis  of  the  disease  occurring  in 
the  individual  at  any  age ; but  it  also  signifies  the 
frequency  of  tuberculous  infection  in  early  life 
and  the  necessity  of  its  early  discovery  while  the 
disease  and  the  infected  subject  are  alike  in 
the  making,— while  the  incidence  of  attack  is 
matched  by  the  counter-attack  of  the  tissues  in 
the  direction  of  glandular  sequestration  or  of 
fibrosis  and  calcification. 

In  the  matter  of  tuberculosis,  the  period  of 
watchfulness  should  extend  to  the  close  of  the 
second  decade  during  which  the  curtain  so  fre- 
quently falls  upon  the  last  act  of  the  tragedy. 
It  is  among  our  young  girls  that  tuberculosis  has 
resisted  our1  most  persistent  efforts  at  preven- 
tion, arrest,  or  cure.  The  death-rate  has  fallen 
at  every  period  of  life,  excepting  between  the 
years  of  15  and  25,  and  that  exception  only  ap- 
plies to  young  women.  There  is  large  room  for 
study  of  this  problem. 

Recent  investigation  has  clearly  show’n  that 
the  seeds  of  tuberculosis  are  frequently  sown  at 
a very  early  age  in  the  life  of  a child.  In  many 
of  them  the  disease  is  confined  to  the  glandular 
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svstem  and  is  conquered  in  that  phase  of  its  de- 
velopment. Frequently,  however,  it  extends  to 
bones,  joints,  and  brain  meninges  and  takes  a 
heavy  toll  of  infant  life.  The  early  discovery 
of  tuberculosis  in  the  infant  or  in  the  pre-school 
child  may  serve  to  protect  other  and  older  chil- 
dren from  infection.  Cases  of  family  exposure 
are  altogether  too  frequent.  True,  the  infection 
commonly  proceeds  from  parent  to  child.  The 
time  should  eventually  come  when  a required 
choice  should  lie  between  sanatorium  treatment 
for  cases  of  active  disease  and  the  removal  of 
the  child  from  an  exposed  situation  in  the  home. 

Education  has  still  far  to  go  in  putting  these 
facts  before  the  minds  of  parents,  teachers,  and 
guardians. 

The  City  of  Minneapolis  and  the  County  of 
Hennepin  are  fortunate  in  the  possession  of  in- 
stitutions especially  devoted  to  the  care  of  the  tu- 
berculous which  serve,  also,  as  object  lesson  for 
the  education  of  the  public  at  large.  The  Glen 
Lake  Sanatorium,  with  its  650  beds  for  the  care 
of  the  sick  and  its  Preventorium  for  the  protec- 
tion of  the  children ; the  Lymanhurst  School  and 
Clinic  for  the  tuberculous  children ; the  Henne- 
pin County  Tuberculosis  Association;  the  Hen- 
nepin County  Public  Health  Association ; the 
Chest  Clinics  maintained  at  the  University  and 
the  General  Hospital  Dispensaries  and  at  other 
health  centers,  are  witnesses  to  the  continuing 
missionary  work  that  is  being  done  for  the  fur- 
ther control  and  eradication  of  tuberculosis.  The 
progress  already  achieved  attests  these  end-re- 
sults as  a not  too  high  ideal  for  which  to  strive. 

The  medical  profession  should  use  these  meas- 
ures for  health  betterment  to  the  full  in  its  war- 
fare against  tuberculosis.  The  social  and  health 
agencies  of  the  city  should  make  close  alliance 
with  them  to  this  end.  The  recent  movement, 
signalized  by  the  annual  Lymanhurst  Banquet 
on  April  11,  purposely  held  during  the  campaign 
for  the  “Early  Discovery  of  Tuberculosis,”  had 
as  its  immediate  object  to  establish  closer  co-op- 
eration with  other  related  organizations  alike  in 
public  and  private  fields  of  endeavor.  This  sort 
of  get-together  is  fruitful  of  good  results  in  the 
service  of  all  the  people,  all  the  time  and  every- 
where. 

RELATIVE  TO  THE  MINNESOTA 
LEGISLATURE 

We  are  reprinting,  on  another  page,  from 
The  Truth  Teller  an  article  prepared  by  Ameri- 
can Medical  Liberty  League  of  Battle  Creek, 
Mich.,  (in  no  way  connected  with  the  Battle 
Creek  Sanatorium.)  Evidently  some  doctor  has 


been  inspired  because  he  had  received  from 
Harold  Solem  of  Minneapolis,  a naturopath  who 
was,  or  is,  to  write  a letter  concerning  the  legis- 
lative committee  of  the  State  Medical  Associa- 
tion and  he  knows  it  is  disseminated  to  all  its 
members.  The  letter,  he  says,  is  full  of  woe. 
He  found  that  the  committee  were  prepared  to 
put  up  a hard  and  bitter  fight,  and  he  thinks 
they  were  in  danger  of  defeat  on  some  of  the 
greedy  program.  Unfortunately,  his  “fears” 
were  not  realized.  The  medical  legislative  com- 
mittee had  gotten  into  closer  touch  with  the  sen- 
ators and  representatives  and  found  that  they 
were  really  a very  reasonable  body  of  men  ca- 
pable of  doing  things,  and  they  promptly  passed 
everything  needed  in  the  medical  line  and  de- 
feated everything  that  the  naturopaths  brought 
up  after  a hard  and  bitter  fight  and  with  a lot 
of  money  which  was  spent  freely  among  some 
of  the  legislators.  Consequently  the  whole 
thing  has  come  out  as  it  should ; there  is  nothing 
surprising  about  it  except  to  the  naturopaths. 
Together  with  this  they  succeeded  in  putting  the 
nurses’  bill  under  the  protection  of  the  Board 
of  Medical  Examiners  so  that  they  receive  an 
examination  fitted  to  their  needs. 

It  evidently  gave  the  cults  a shock  to  think 
the  medical  men  could  succeed  so  well.  The 
fight  was  carried  on  with  fairness,  and  it  was 
all  explained  to  the  legislators  so  they  saw  the 
reasonableness  of  it. 

The  time  has  not  come  to  throw  out  the  medi- 
cal profession  entirely,  but  the  time  has  come  to 
prevent  nurses,  naturopaths,  and  other  cults 
from  practicing  all  forms  of  the  healing  art. 
Hence,  we  produce  this  inside  view,  knowing 
that  the  doctors  will  understand  it  full  well. 


NEWS  ITEMS 


Dr.  Paul  B.  Cook,  of  St.  Paul,  has  returned 
from  a trip  to  Africa. 

Dr.  C.  K.  Onsgard  has  moved  from  Halstad, 
Minn.,  to  Rushford,  Minn. 

Drs.  T.  L.  Hawkins  and  H.  C.  Shearer,  of 
Helena,  Mont.,  have  formed  a partnership. 

The  contract  for  a new  building  for  the  Colum- 
bus Hospital,  at  Great  Falls,  Mont.,  has  been  let. 

The  Commercial  Club  of  DeSmet,  S.  D.,  is 
seeking  funds  for  a community  hospital  for  that 
city. 

Dr.  George  A.  Geist,  of  St.  Paul,  will  soon  re- 
turn home  from  a trip  of  several  months  to  Eu- 
rope. 
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The  new  addition  to  the  N.  P.  Beneficial  As- 
sociation of  Glendive,  Mont.,  was  completed  last 
month. 

The  Trinity  Hospital  Nurses  Training  School, 
of  Minot,  N.  D.,  graduated  thirty-three  students 
last  week. 

Work  on  an  addition  to  St.  John’s  Hospital, 
of  Red  Wing,  Minn.,  was  begun  last  week,  and 
will  cost  $70,000. 

Dr.  A.  D.  Bremer,  of  Terry,  Mont.,  has  been 
appointed  full-time  health  officer  of  Bozeman, 
Mont.,  at  a salary  of  $4,000  a year. 

Bids  were  received  last  month  for  the  con- 
struction of  a Good  Samaritan  Hospital  building 
at  Williston,  N.  D.  The  lowest  bid  was  $63,000. 

Dr.  and  Mrs.  Archie  H.  Beard,  of  Minneapo- 
lis, have  gone  to  Europe.  They  will  join  the 
Post-graduate  Assembly  for  their  English  tour. 

Dr.  O.  E.  Hubbard,  a recent  graduate  of  the 
Medical  School  of  the  U.  of  M.,  has  become 
associated  with  Dr.  C.  E.  Anderson  at  Brainerd, 
Minn. 

National  Child  Health  Day  and  Hospital  Day 
were,  we  believe,  more  generally  observed  in  the 
Northwest  than  in  any  other  part  of  the  country 
this  year. 

The  Ramsey  County  (St.  Paul)  Medical  Soci- 
ety has  established  two  loan  scholarships  in  the 
Medical  School  of  the  LT.  of  M.,  open  to  men 
and  women. 

Dr.  A.  W.  Guest  has  resigned  as  superintend- 
ent of  the  North  Dakota  Hospital  for  Insane 
at  Jamestown,  N.  D.,  his  resignation  taking  ef- 
fect to-day. 

The  Commercial  Club  of  Lakefield,  Minn.,  has 
voted  to  aid  a move  to  establish  a hospital  at 
that  place  and  invites  correspondence  with  any- 
one interested. 

Drs.  M.  D.  Cooper  and  J.  L.  Mills,  of  Win- 
nebago, Minn.,  have  taken  over  the  management 
of  the  \\  innebago  Hospital,  and  have  purchased 
its  furnishings  and  equipment. 

Dr.  James  A.  Johnson,  of  Minneapolis,  gave 
an  illustrated  talk  on  “Surgery  of  the  Abdomen” 
before  the  Lyon-Lincoln  Counties  Medical  Soci- 
ety, April  30,  as  part  of  the  Extension  Course  of 
the  U.  of  M. 

Dr.  O.  J.  Pederson,  of  Hanska,  Minn.,  has 
gone  to  Europe  for  several  months  of  study  in 
the  European  clinics.  Dr.  D.  E.  Nelson,  of 
Minneapolis,  has  charge  of  Dr.  Pederson’s  prac- 
tice during  his  absence. 

Thirty-seven  nurses  were  graduated  last  week 


by  the  Mounds-Midway  School  of  Nursing,  af- 
filiated with  the  Mounds  Park  Sanitarium  and 
Midway  Hospital  of  St.  Paul.  The  class  in- 
cluded nurses  from  nine  states. 

Dr.  Horace  S.  Davis,  of  Duluth,  died  on  May 
4,  at  the  age  of  74.  Dr.  Davis  was  a graduate 
of  Dartmouth  Medical  School,  class  of  ’84,  and 
soon  after  graduation  located  in  Duluth,  where 
he  soon  became  prominent  in  medical  circles. 

Dr.  P.  A.  Lonnnen,  who  for  eight  years  has 
been  a partner  in  the  firm  of  the  Hospital  Clinic 
with  Drs.  Hegge  & Hegge,  at  Austin,  Minn.,  has 
withdrawn  from  this  partnership  and  is  located 
at  500  North  Main  Street,  in  that  city. 

Dr.  W.  I.  Power,  of  Phillipsburg,  Mont.,  died 
last  month  at  the  age  of  69.  Dr.  Power  was  a 
graduate  of  the  Detroit  College  of  Medicine  and 
Surgery,  class  of  ’89,  and  at  once  located  in 
Montana  where  he  practiced  until  his  death. 

Dr.  Lewis  C.  Benesh,  a recent  graduate  of 
Rush,  is  locating  in  Freeman,  S.  D.,  taking  over 
the  office  of  Dr.  J.  P.  Isaac.  Drs.  Isaac  and 
Benesh  will  practice  in  association  until  the  sum- 
mer, when  the  former  plans  to  leave  for  the  West 
Coast  on  an  indefinite  furlough. 

Dr.  W.  E.  Browning,  of  Caledonia,  Minn., 
died  on  May  6,  at  the  age  of  56.  Dr.  Browning 
was  a graduate  of  McGill  University  Medical 
School,  class  of  ’99,  and  came  to  Caledonia  in 
1900.  He  established  the  Caledonia  Hospital  in 
1905. 

The  North  Dakota  Health  Officers  held  their 
annual  meeting  at  Bismarck,  N.  D.,  on  May  1 
and  2,  when  the  following  officers  were  elected 
for  the  current  year : President,  Dr.  T.  J.  Glass- 
cock, Finley;  vice-president.  Dr.  R.  W.  Allen, 
Forman ; secretary-treasurer,  Dr.  A.  A.  Whit- 
temore,  Bismarck.  The  meeting  passed  a reso- 
lution advising  more  physicians  to  seek  places 
in  the  Legislature  in  the  interests  of  the  public. 
Dr.  W.  H.  Porter,  of  Calvin,  the  only  physician 
in  the  last  Legislature,  favored  the  plan. 

Dr.  Robert  Lincoln  Murdy,  of  Aberdeen,  S. 
D.,  died  on  April  30,  at  the  age  of  59.  Dr. 
Murdy  graduated  from  the  Keokuk  Iowa  Medi- 
cal College  in  the  class  of  ’92  and  from  the  Mis- 
souri Medical  College,  of  St.  Louis,  in  the  class 
of  ’96.  He  was  always  active  in  medical  circles 
and  was  prominent  in  the  work  of  the  surgical 
profession.  He  was  a charter  member  of  the 
American  College  of  Surgeons,  and  the  founder 
of  the  Lincoln  Hospital  and  Clinic  at  Aberdeen, 
in  1920. 

The  following  were  elected  officers  of  the 
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Hennepin  County  (Minneapolis)  Medical  Soci- 
ety, at  the  annual  meeting  of  the  Society  held 
last  week:  President,  Dr.  E.  L.  Gardner;  first 
vice-president,  Dr.  S.  H.  Baxter;  second  vice- 
president,  Dr.  Gilbert  J.  Thomas;  secretary  and 
treasurer,  Dr.  Erling  W.  Hansen ; librarian,  Dr. 
T.  A.  Peppard ; members  of  the  executive  com- 
mittee, Drs.  A.  S.  Hamilton  and  F.  A.  Erb; 
members  of  the  board  of  censors,  Drs.  Douglas 
Wood  and  H.  B.  Sweetser;  members  of  the 
board  of  trustees,  Drs.  A.  E.  Hedback  and  W . 
A.  Jones. 

The  forty-eighth  annual  meeting  of  the  South 
Dakota  State  Medical  Association  closed  last 
week  as  our  forms  were  ready  for  the  press.  The 
professional  men  in  Mitchell,  S.  D.,  where  the 
meeting  was  held  made  it  a memorable  one  both 
because  of  the  excellence  of  the  scientific  pro- 
gram and  of  the  cordiality  of  the  reception  given 
to  all  present  at  the  meeting.  The  following  of- 
ficers were  elected : President,  Dr.  L.  N.  Gros- 
venor,  Huron ; president-elect,  Dr.  Percy  D.  Pea- 
body, Webster;  vice-president,  Dr.  W.  A.  Bates, 
Aberdeen ; secretary-treasurer,  Dr.  J.  F.  D.  Cook, 
Langford ; delegate  to  the  A.  M.  A.,  Dr.  T.  F. 
Riggs,  Pierre.  The  next  meeting  goes  to  Sioux 
Falls. 


PROGRAM— NORTH  DAKOTA  STATE 
MEDICAL  ASSOCIATION 
June  6 and  7,  1929 
Forenoon — June  6 

General  Consideration  of  Physiotherapy,  with  Mo- 
tion Pictures.  By  J.  S.  Coulter,  M.D.,  North- 
western University,  Chicago,  111. 

Motion  Picture  Reels  of  Obstetrical  Deliveries.  By 
Carl  Davis,  M.D.,  Milwaukee,  Wis. 

Treatment  of  Pelvic  Inflammation.  By  J.  W. 

Bowen,  M.D.,  Dickinson,  N.  D. 

Discussion.  By  W.  H.  Witherstine,  M.D.,  Grand 
Forks,  N.  D. 

Afternoon — June  6 

President’s  Address.  By  W.  F.  Sihler,  M.D.,  Devils 
Lake,  N.  D. 

Management  of  Urinary  Obstruction  and  Bladder 
Lesions.  By  Frederick  E.  B.  Foley,  M.D.,  St. 
Paul,  Minn. 

Discussion.  By  M.  Waldron,  M.D.,  Pembina,  N.  D. 
Diagnosis  and  Medical  Management  of  Peptic  Ulcer. 

By  H.  A.  Brandes,  M.D.,  Bismarck,  N.  D. 
Surgical  Management  of  Peptic  Ulcer.  By  N.  O. 

Ramstad,  M.D.,  Bismarck,  N.  D. 

Discussion.  By  P.  H.  Rowe,  M.D.,  Minot;  W.  A. 

Gerrish,  M.D.,  Jamestown,  N.  D. 

Clinic  on  Gastro-Intestinal  Disease.  By  Geo.  B. 
Eusterman,  M.D.,  Rochester,  Minn. 

Banquet  Program 

Recent  Advances  in  Gastro-Intestinal  Diagnosis. 
By  Geo.  B.  Eusterman,  M.D.,  Rochester,  Minn. 
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Science  and  Art  in  the  Practice  of  Medicine.  By 
W.  A.  Jones,  M.D.,  Minneapolis,  Minn. 

Forenoon — June  7 

Sinus  Infections — General  Symptoms  and  Diagnosis. 

By  K.  A.  Phelps,  M.D.,  Minneapolis,  Minn. 
Discussion — General. 

Recent  Studies  in  Hypertension.  By  G.  E.  Brown, 

M. D.,  Rochester,  Minn. 

Discussion — General. 

Surgical  Clinic.  By  A.  C.  Strachauer,  M.D.,  Minne- 
apolis, Minn. 

Neurological  Clinic.  By  A.  W.  Jones,  M.D.,  Minne- 
apolis, Minn. 

Afternoon — June  7 

Cancer  of  the  Bowel.  By  A.  S.  Strachauer,  M.D., 
Minneapolis,  Minn. 

Fracture  Problems.  By  Harry  T.  Fortin,  M.D., 
Rochester,  Minn. 

Discussion — General. 

Feeding  Problems  of  Infancy  and  Childhood.  By 
Edward  Dyer  Anderson,  M.D.,  Minneapolis, 
Minn. 

Discussion.  By  M.  Westley,  M.D.,  Cooperstown, 

N.  D. 

North  Dakota  Academy  of  Ophthalmology  and 
Otolaryngology  meets  at  the  same  place.  Ask  Dr. 
Rolfe  Taintor,  Fargo,  for  program. 

Regional  Institute  for  Tuberculosis  and  Public 

Health  Workers 

The  first  regional  institute  for  tuberculosis  and 
public  health  workers  to  be  held  in  Minneapolis, 
will  be  given  June  17-19,  at  the  University  of  Minne- 
sota, under  the  auspices  of  the  National  Tubercu- 
losis Association,  the  Minnesota  Public  Health  As- 
sociation, and  the  Hennepin  County  Tuberculosis 
Association.  Philip  P.  Jacobs,  Ph.  D.,  publicity  di- 
rector for  the  national  association,  will  conduct  the 
course,  which  has  four  main  objectives: 

1.  To  assist  workers  already  in  executive  posi- 
tions in  the  tuberculosis  field  to  assume  posi- 
tions of  greater  responsibility,  or  to  be  more 
useful  in  present  positions. 

2.  To  give  volunteer  workers  a more  comprehen- 
sive knowledge  of  the  administrative  problems 
involved  in  this  work. 

3.  To  prepare  for  executive  positions  those  who 

have  not  had  experience  in  the  tuberculosis 
field. 

4.  To  aid  in  the  standardization  of  methods  and 
programs  of  tuberculosis  work. 

Physicians,  social  workers,  nurses,  and  everyone 
interested  in  tuberculosis  work,  or  public  health,  is 
invited  to  register  for  the  course,  the  fee  for  which 
is  $10.  Lectures  will  be  given  at  9:00  a.  m.  and 
2:30  p.  m.  each  day. 

Local  physicians  who  will  give  lectures  during  the 
session  on  the  following  subjects: 

Dr.  Jay  A.  Myers,  on  “Medical  and  Scientific  Basis 
for  a Tuberculosis  Campaign”;  Dr.  O.  E.  Locken.  on 
“Clinic  Methods”;  Dr.  A.  J.  Chesley,  “Co-operation 
with  City  and  State  Officials”;  Dr.  S.  Marx  White, 
on  “Medical  Service”;  Dr.  F.  E.  Harrington,  “School 
Health  Work”;  Dr.  Richard  E.  Scammon,  on  “Sta- 
tistical and  Survey  Methods”;  Dr.  E.  A.  Meyerding, 
on  “The  Christmas  Seal  Sale”;  Dr.  H.  A.  Burns,  on 
“Institutional  Methods”;  Dr.  A.  E.  Wilcox,  on  “Re- 
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habilitation  of  Tuberculosis  Patients”;  Dr.  H.  E. 
Dearholt,  on  “State  Programs.” 

YANKTON  (S.  D.)  DISTRICT  MEDICAL 
SOCIETY 

The  spring  meeting  of  the  Yankton  District  Medi- 
cal Society  was  held  in  the  Science  Building  of  the 
University  at  Vermillion,  South  Dakota,  April  11, 
1929. 

Luncheon  was  served  at  6:30  p.  M.,  which  was  at- 
tended by  about  thirty,  including  several  visitors 
and  guests.  The  attendance  was  a little  small  owing 
to  the  conditions  of  the  weather  and  roads  due  to  a 
rather  heavy  snow  the  night  before. 

The  first  item  on  the  program  was  a demonstra- 
tion of  the  effects  of  certain  drugs  upon  the  isolated 
perfused  mammalian  heart  by  Mr.  B.  Kalayjian  and 
Mr.  J.  Sweeley,  senior  medical  students  at  the  Uni- 
versity. It  was  a very  interesting  demonstration. 

The  next  item  was  an  illustrated  talk  by  Dr.  R.  H. 
McBride  of  Sioux  City,  Iowa,  upon  the  subject  of 
“Nutritional  Disturbances  in  Different  Diseases.” 
This  was  a very  interesting  and  instructive  discus- 
sion. 

Next  was  a talk  and  demonstration  of  the  Schick 
and  Dick  tests  by  Prof.  C.  A.  Hunter,  of  Vermillion, 
S.  D.  There  was  a very  thorough  discussion  by  the 
members  present,  covering  also  very  completely  the 
subject  of  vaccine,  toxin,  antitoxin,  and  so  forth. 
Doubtful  opinions  concerning  these  matters  were 
fairly  well  cleared  up. 

Upon  the  whole  it  was  a very  enthusiastic  meeting. 

J.  A.  Hohf,  M.D. 

Secretary-Treasurer 


(Concluded  from  page  235) 

For  Sale  or  Rent 

Six  room,  modern,  California  bungalow  and  three- 
car  garage.  A charming  place  on  Phelps  Island, 
Lake  Minnetonka.  Call  Colfax  9124  at  8 a.  m., 
or  write  L.  Cussler,  Jr.,  4015  Colfax  Avenue  South, 
Minneapolis. 

Work  Wanted 

By  a 1927  graduate  of  the  University  of  Minne- 
sota who  has  worked  as  interne  and  assistant  in 
three  city  hospitals  and  practiced  about  one  year 
in  the  country.  Desires  a good  general  practice, 
a fellowship,  an  assistantship,  or  a long  locum 
tenency.  Age  26  and  unmarried.  Address  600, 
care  of  this  office. 

For  Sale 

One  motor  ambulance.  Body  was  made  to  order 
and  mounted  on  a three-quarter  ton  truck  chassis, 
G.  M.  C.  four  cylinder  motor,  several  years  ago. 
$600.00  for  quick  sale.  Also:  Two-horse  drawn 
ambulance  with  four  sleigh  runners  to  use  in  winter. 
Wheels  will  need  new  rubber  tires.  $100.00  takes  it. 

Reason  for  selling:  Do  not  need  three  ambulances. 
Address  Box  “E”,  Eveleth,  Minnesota. 

Surgical  Assistant  Wanted 

Protestant,  under  40  years  of  age,  registered  in 
Minnesota,  for  resident  physician  in  small  hospital 
(18  beds  for  patients).  My  practice  limited  to  sur- 
gical treatment  of  cancer  and  tumor  diseases.  Hos- 
pital established  18  years.  Position  permanent.  Will 
admit  to  partnership  after  three  years  if  so  desired. 
Salary,  $200  to  $300  per  month  first  year,  according 
to  experience.  Address  601,  care  of  this  office. 


To  the  Portland  Convention 

via  the 


You'll  never  forget  your  trip  thru  the 
great  Northwest.  See  all  of  its  crowning 
glories.  Yellowstone,  thru  new  Gallatin 
Gateway  . . . Spokane’s  beautiful  lakes 
. . . glacier-cloaked  Mt.  Rainier . . . snowy 
Mt.  Baker  . . . Seattle  and  Tacoma  . . . 
Puget  Sound  cruises  to  old-English 
Victoria,  cosmopolitan  Vancouver. 

Hundreds  going  to  and  returning  from 
the  A.M.  A.  Portland  convention  will  use 


The  Milwaukee  Road  via  Seattle  and 
the  enchanted  wonderland.  Route  of  the 
new  roller  - bearing  Olympian,  queen 
of  de  luxe  trains.  For  656  mountain 
miles — electrified,  sootless,  cinderless. 

Leave  it  to  Milwaukee  Road  travel 
specialists  to  plan  your  trip.  Just  tell 
them  your  ideas.  Gladly,  they’ll  assist 
you.  Costs  are  modest,  thanks  to  low 
Summer  fares. 


MINNEAPOLIS  OFFICE,  45  South  7th  St.  (Radisson  Hotel)  Phone  Main  3441 
Don  G.  McMillan,  City  Passenger  Agent 
T.  A.  Morken,  General  Agent 
J.  J.  Oslie,  Asst. General  Passenger  Agent 

Milwaukee  road 

ELECTRIFIED  OVER  THE  ROCKIES  TO  THE  SEA 
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VARICOSE  VEINS* 

By  H.  O.  McPheeters,  M.D.,  F.A.C.S. 

MINNEAPOLIS,  MINNESOTA 


The  author  has  often  been  impressed  with  the 
amount  of  disability  that  accompanies  the  ex- 
treme and  complicated  cases  of  varicose  veins 
and  bv  the  fact  that  those  patients  are  made  in- 
valids for  life  who  under  proper  care  and  treat- 
ment might  again  be  made  useful  members  of 
society.  He  does  not  believe  that  the  medical 
profession  as  a whole  realizes  the  importance  of 
this  condition  and  how  miserable  the  patients  so 
afflicted  may  be. 

The  very  thought  of  injecting  directly  into 
the  blood  stream  a destructive  solution  with  the 
intention  of  getting  a thrombus  formation,  which 
is  always  considered  the  parent  of  an  embolus, 
seems  unscientific  and  certainly  non-surgical. 
This,  however,  is  what  is  done  in  the  injection 
treatment  of  varicose  veins  by  the  use  of  scleros- 
ing solutions.  This  bit  of  experimental  work 
was  undertaken  in  the  attempt  to  prove  that  the 
direction  of  the  venous  flow  in  varicose  veins 
tended  to  prevent  embolus  formation  rather  than 
produce  it. 

Normally,  all  venous  flow  is  upward,  both  in 
the  superficial  and  the  deep  system  of  veins. 
The  deep  veins  scattered  through  the  muscles 
of  the  lower  leg  are  supported  by  the  surround- 
ing muscles  and  strong  fascial  layers.  This  pre- 
vents their  walls  giving  way  and  producing  vari- 
cosities. The  muscular  contractions  of  the  leg 
in  walking  exert  a constricting  effect  on  the 
veins  of  the  deep  system  and  thereby,  with  a 
pump-like  action,  force  the  blood  upward  in 

•Presented  before  the  Sioux  Valley  Medical  Society,  Jan- 
uary 22,  1929. 


these  veins  which  are  equipped  with  valves  to 
prevent  a reverse  flow.  The  veins  of  the  super- 
ficial group,  however,  have  no  support  other 
than  their  own  wralls  and  that  of  the  surround- 
ing fascia,  which  is  mostly  soft  adipose  tissue. 
The  fat  offers  but  little  support  to  the  vein  walls 
and  at  times  practically  disappears.  They,  too, 
are  equipped  with  valves.  The  skin,  while  pos- 
sessing the  turgor  of  youth  does  not  prevent  the 
veins  from  dilating  in  the  fatty  layers  and  be- 
coming elongated  and  tortuous.  In  later  life, 
even  this  tonicity  of  the  skin  is  lost  and  the  veins 
often  become  but  little  more  than  large  saccules 
of  stagnant  blood.  To  aid  in  the  expulsion  of 
blood  from  these  veins  we  have  the  valves  plus 
the  aspiratory  effect  as  described  by  Bernstein 
and  Hallion  and  the  aspiratory  action  of  the 
pelvic  veins.  Between  the  superficial  and  the 
deep  sets  of  veins  are  the  anastomosing  com- 
municating veins,  likewise  equipped  with  valves 
facing  in  the  direction  of  the  deep  circulation. 
Thus  in  a normal  individual  it  is  possible  for 
the  blood  to  pass  from  the  superficial  veins  to 
the  deep  system,  but  not  ordinarily  in  the  re- 
verse direction.  If  the  Trendelenburg  reaction 
is  negative  or  double,  this  reverse  flow  from  the 
deep  to  the  superficial  system  will  be  possible. 
Whether  the  primary  factor  in  the  etiology  here 
is  the  loss  of  the  valve  function  or  the  injury 
to  the  vein  wall  from  infection,  thus  permitting 
it  to  dilate  and  throw  extra  stress  on  the  valves 
in  the  saphenous  vein,  is  a much  debated  ques- 
tion. 

It  is  the  author’s  contention  that  in  all  vari- 
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cose  veins,  and  particularly  in  those  in  which  the 
valve  action  has  become  deficient,  either 
through  a primary  destructive  injury  to  the 
valve  or  secondary  to  a dilatation  of  the  vein 
walls,  the  venous  blood  is  stagnant  or  flows  in 
the  reverse  direction.  Particularly  is  this  true 
in  those  veins  which  show  a positive  or  double 
Trendelenberg  test  with  von  Perthes  modifica- 
tion. 

This  phenomenon  merely  demonstrates  that  the 
valves  of  the  saphenous  vein  are  incompetent, 
as  in  the  Trendelenburg  positive;  or  that  the 
valves  in  both  the  saphenous  and  in  the  com- 
municating vein  are  incompetent  as  in  the  Tren- 
delenberg double,  and  furthermore,  that  the 
deep  saphenous  system  is  competent  and  func- 
tioning. 

It  has  been  the  aim  to  demonstrate  and  con- 
firm these  findings  in  the  living  subject.  With 
the  aid  of  the  fluoroscope  this  has  been  done. 

With  the  purpose  in  mind  of  corroborating  or 
disproving  these  pathological  findings  and  ob- 
servations the  author  injected  lipiodol  directly 
into  the  varicose  veins  of  the  thigh  and  then 
observed  the  results  under  the  fluoroscope.  It 
very  clearly  confirmed  the  opinion  that  the 
venous  flow  in  varicose  veins  was  toward  the 
periphery,  returning  to  the  general  circulation 
through  the  communicating  veins  and  the  deep 
system. 

The  idea  was  to  determine  with  the  aid  of 
the  fluoroscope  the  course  taken  by  the  injected 
fluid  in  the  saphenous  veins.  One  c.c.  of  lipi- 
odol was  injected  into  the  upper  limit  of  the 
varicosed  saphenous  vein,  and  its  progress  was 
then  observed  under  the  fluoroscope,  taking 
X-ray  exposures  at  various  stages.  L~pon  the 
X-ray  plates  the  saphenous  vein  has  been  dia- 
grammatically  sketched  in  order  to  be  more  illus- 
trative. 

The  experiment  was  done  on  two  patients  with 
more  success  andi  better  plates  on  the  second 
case.  It  is  the  X-ray  plates  of  case  No.  2 which 
the  artist  has  attempted  to  reproduce  by  her 
drawings  making  more  clear  the  point  in  ques- 
tion. 

Case  No.  2. — Mrs.  H.  F.,  aged  forty,  had  large 
varicose  veins  (size  4)  extending  from  her  groin  to 
the  ankle  in  a continuous  tortuous  mass  of  vari- 
cosites.  The  circulatory  test  gave  a Trendelenburg 
positive  with  von  Perthe’s  modification.  The  patient 
was  placed  upon  the  fluoroscopic  table  in  the  sitting 
position,  with  her  legs  extended  horizontally.  One 
half  c.c.  lipiodol  was  injected  into  a large  loop  of 
vein  in  the  upper  third  of  the  thigh  and  its  progress 
observed  under  the  fluoroscope,  taking  pictures  at 
opportune  intervals. 


As  long  as  the  patient  remained  perfectly  quiet 
the  lipiodol  remained  in  a solid  mass  about  the  point 
of  the  needle.  She  was  then  asked  to  strain  as  at 
stool,  producing  a definite  increase  in  intra-abdomi- 
nal pressure.  The  globules  of  lipiodol  passed  down- 
ward about  six  inches.  Relaxation  caused  no  re- 
flux. Further  straining  scattered  the  globules  and 
forced  them  farther  peripheralward.  One  c.c.  more 
of  lipiodol  was  injected  and  the  same  procedure  pro- 
duced similar  results.  Muscular  activity  of  the  foot 
without  force  caused  the  particles  of  lipiodol  to  pass 
downward  into  the  veins  of  the  leg  and  into  the 
communicating  veins,  where  they  were  seen  to  swirl 
around  in  aimless  fashion.  One  particle  appeared 
to  be  caught  in  an  aneurysmal  sac,  for  it  remained 
twirling  constantly  in  one  place,  as  seen  in  all  the 
plates  in  the  mid-thigh.  Forceful  exercise  of  the 
calf  muscles,  pushing  against  the  resistant  hand  of 
the  examiner,  thus  simulating  the  action  of  walking, 
caused  the  particles  to  pass  into  the  deep  system, 
where  they  advanced  toward  the  heart  with  each 
pump-like  action  of  the  leg. 

During  inspiration,  the  globules  in  the  superficial 
varicosed  saphenous  veins  were  forced  peripheral- 
ward  about  one  inch.  Those  globules  in  the  deep 
system  remained  stationary.  This  was  the  effect 
of  intra-abdominal  pressure  upon  the  valveless  saph- 
enous. Expiration  with  its  negative  intra-abdomi- 
nal pressure  produced  no  change  in  the  superficial 
varicosed  saphenous,  but  due  to  the  aspiratory  ef- 
fect, tended  to  draw  the  particles  centralward  from 
the  deep  system  of  veins.  With  repeated  expirations 
we  were  able  to  aspirate  the  particles  of  lipiodol  fur- 
ther centralward  through  the  deep  system  of  veins, 
but  this  had  no  effect  upon  the  particles  of  lipiodol 
in  the  superficial  veins. 


Fig.  1 


Fig.  2 


Fig.  3 


Fig.  4 


Figure  1. — Trendelenburg  Positive.  Valves  are  deficient 
only  in  the  great  saphenous  system.  Reflux  flow  downward. 

Figure  2. — Trendelenburg  Negative.  Valves  are  deficient 
only  in  the  communication  branches  below  the  knee.  Flow 
is  outward  from  the  deep  system. 

Figure  3. — Trendelenburg  Double.  Valves  are  incompe- 
tent in  both  the  great  saphenous  and  the  communication 
veins. 

Figure  4. — Trendelenburg  Nil.  All  valves  are  still  com- 
petent, but  the  vein  walls  have  merely  dilated  and  become 
varicosed  between  the  valves. 

The  author  believes  that  the  greater  volume 
in  the  varicose  veins  is  not  influenced  during 
expiration  by  the  aspiratory  effect  within  the 
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abdomen.  The  blood,  therefore,  follows  the 
path  of  least  resistance  and  passes  downward 
through  the  communicating  into  the  deep  veins 
and  then  centralward,  where  the  physiologic 
factors  are  more  normal. 

The  author  also  believes  that  these  experi- 
ments demonstrate  and  confirm  the  findings  of 
Bernstein,  which  he  obtained  through  extensive 
operative  work  in  the  surgical  treatment  of  vari- 
cose veins,  to  be  as  follows : 

1.  In  the  early  cases  of  varicose  veins  of  the 
legs,  the  valves  in  the  saphenous  may  be  compe- 
tent, and  there  is  no  reverse  flow.  In  these 
there  is  merely  a stagnation  of  blood.  These 
demonstrate  the  Trendelenburg  nil. 

2.  In  the  moderately  advanced  cases  the 
valves  have  become  deficient  and  the  Trendelen- 
berg  test  is  positive,  with  the  blood  flowing 
downward  in  the  superficial  saphenous  and  into 
the  deep  veins  through  the  communicating  veins, 
the  valves  of  which  are  still  normal. 

3.  In  the  advanced  cases,  the  valves  in  the 
communicating  veins  are  also  destroyed  and  thus 
a Trendelenberg  double  is  developed. 

This  explains  clearly  how  valvular  incompe- 
tency in  the  great  saphenous  (Trendelenburg 
positive)  plus  the  valvular  deficiency  in  the  com- 
municating veins  (Trendelenburg  negative)  gives 
the  condition  described  as  Trendelenburg  double. 
In  this  condition,  we  get  a reverse  flow  from 
both  the  superficial  and  deep  system  of  veins, 
causing  a stagnation  of  blood  in  the  dependent 
extremity  with  a saturation  of  the  tissues  by 
blood  serum.  It  is  this  saturation  of  the  tissues 
that  lowers  their  resistance  and  makes  them  so 
susceptible  to  infections  and  later  to  ulcer  for- 
mation, the  dread  end-results  of  varicose  veins. 

In  all  varicose  veins  of  the  lower  extremities, 
the  circulation  is  either  stagnant  or  reverse.  An 
embolus,  if  formed  from  the  chemically-induced 
thrombus,  is  forced  distally  toward  the  smaller 
and  branching  veins,  where  it  would  most  cer- 
tainly be  arrested. 

Until  some  more  definite  reason  can  be  found 
to  account  for  the  rare  development  of  emboli, 
this  explanation  of  their  unusual  occurrence 
must  be  accepted. 

The  indications  for  the  injection  treatment 
vary  according  to  the  conservatism  of  the  clini- 
cian and  according  to  his  experience. 

Professor  Sicard  is  perhaps  the  most  conser- 
vative of  all ; in  fact,  he  considers  only  those 
cases  as  fitting  and  suitable  for  the  injection 
treatment  which  present  definite  disability  pa- 
thology, due  to  varicose  veins. 

Personally,  the  author  believes  the  indications 


for  the  injection  treatment  of  varicose  veins 
should  be  very  much  broader  than  this,  and  he 
has  come  to  believe  that  all  cases  of  varicose 
veins  should  be  treated  by  the  injection  method 
unless  there  is  some  definite,  positive,  contra- 
indication, inasmuch  as  the  danger  entailed  is  so 
slight. 

The  conditions  present  and  accepted  by  all 
men  as  a positive  indication  for  this  treatment 
are  the  following : 

1.  Varices  which  are  so  large  and  painful 
that  they  partially  or  totally  disable  the  patient. 

2.  Varices  which  have  developed  the  com- 
plication of  ulcer,  eczema,  or  pruritus. 

In  addition  to  the  above  the  more  liberal 
minded  clinicians  believe  that  varices  associated 
with  arthritic  pains  about  the  knee  and  ankle 
should  be  cared  for.  Oftentimes  the  apparent 
rheumatic  condition  is  due  to  the  varices  them- 
selves and  not  truly  rheumatic. 

The  author  does  not  believe  that  the  compli- 
cating varices  of  pregnancy,  when  they  are  pain- 
ful or  distressing  due  to  their  large  size,  should 
be  considered  a contra-indication  and  personallv 
he  classes  them  definitely  in  the  realm  of  cases 
demanding  treatment.  It  is  true  that  a large 
majority  of  these  cases  will  partially  or  com- 
pletely disappear  during  the  few  months  follow- 
ing confinement.  Even  so,  is  it  logical  that  we 
should  ask  a woman  to  suffer  for  three  to  five 
months  with  a condition  which  can  be  relieved 
with  such!  little  difficulty  and  with  such  com- 
paratively slight  risk?  Is  it  reasonable  that  she 
must  suffer  and  endure  her  pain  and  disability 
merely  because  she  has  the  hope  of  being  re- 
lieved of  her  fetus  at  the  end  of  her  nine  months 
period  and  of  gaining  relief  from  pain  soon 
thereafter?  With  this  thought  in  mind  he  be- 
lieves that  every  case  of  varicose  veins  accom- 
panying pregnancy  before  the  sixth  month  and 
which  cause  the  patient  any  considerable  amount 
of  discomfort,  either  directly  through  pain  or 
otherwise  should  have  the  injection  treatment 
for  her  veins.  The  author  chooses  arbitrarily 
the  sixth  month,  inasmuch  as  the  amount  of  suf- 
fering entailed  by  this  treatment  can  be  com- 
pared to  that  the  patient  must  endure  through 
the  last  two  months  of  her  pregnancy,  though 
not  more. 

The  author  treated  one  case  of  varicose  veins 
in  a pregnant  woman  where  she  was  totallv  dis- 
abled at  eight  months,  and  yet  three  weeks  later, 
one  week  before  confinement,  she  was  going 
about  as  happy  and  contented  as  she  was  in  the 
third  month  of  her  gestation. 

The  author  sees  no  reason  why  vulvar  varices 
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should  longer  be  classed  in  the  contra-indicated 
group.  They  are  among  the  most  painful  varices 
we  find  and  yet  with  a proper  technic  for  the 
case  they  respond  very  well  to  treatment. 

Varices  present  in  cardiovascular  and  cardio- 
renal cases  are  on  the  border-line.  In  each  in- 
dividual case  the  question  must  be  decided 
whether  the  patient  should  or  should  not  be 
treated.  He  believes  that  the  treatment  of  large 
varices,  in  the  mild  case  of  decompensation,  can 
only  serve  to  aid  the  general  circulatory  condi- 
tion, and  thereby  improve  the  general  status  of 
the  patient’s  health.  For  this  reason  he  believes 
that  many  varices  in  the  cases  of  mild  decompen- 
sation are  among  those  where  injection  treat- 
ment is  indicated. 

Last,  but  not  least,  he  believes  that  every  pa- 
tient should  have  the  right  and  privilege  to  de- 
cide for  herself  whether  or  not  she  should  have 
her  veins  treated  solely  for  cosmetic  reasons. 
It  is  just  as  great  a calamity  to  the  patient  suf- 
fering from  unsightly  varices  similar  to  the 
“spider”  or  “skyrocket”  type  and  as  important 
to  her  that  she  receive  treatment  and  a success- 
ful cure,  as  it  is  to  the  working  woman  who  is 
positively  crippled  and  disabled  and  thus  kept 
from  earning  a livelihood. 

The  author  has  never  been  able  to  see  the 
logic  of  forbidding  this  treatment  to  elderly  pa- 
tients. Some  of  his  most  happy  patients  have 
been  from  75  to  78  years  of  age.  Whether  the 
particular  and  individual  case  at  hand  falls  into 
the  class  of  those  where  treatment  is  justified, 
must  be  decided  in  each  case  as  it  comes  for 
care.  Judgment  must  be  used,  however,  in  the 
choice  of  solution  used  in  the  treatment  of  the 
aged.  Varices  are  often  seen  in  the  other  ex- 
treme of  life.  The  author  had  one  patient  ten 
vears  of  age  where  undoubtedly  the  condition 
was  congenital,  yet  she  felt  much  relieved  fol- 
lowing treatment.  Thus  age  itself  is  certainly 
no  contra-indication. 

Many  clinicians  extend  the  line  of  contra-indi- 
cations very  broadly,  yet  with  them  the  author 
does  not  agree. 

The  one  contra-indication  accepted  by  all 
physicians  is  the  case  where  a definite,  positive, 
infectious,  thrombo-phlebitis  has  been  present  at 
some  time  in  the  past,  either  following  confine- 
ment or  otherwise,  and  which  has  left  the  deep 
venous  system  of  the  leg  severely  injured  or 
destroyed.  In  these  cases  the  varices  may  be 
entirely  compensator}-  in  nature  and,  therefore, 
must  be  preserved.  On  the  other  hand,  the 
mere  fact  that  the  patient  gives  a history  of  a 
deep  thrombophlebitis  must  not  be  taken  as  a 


positive  contra-indication  to  the  injection  treat- 
ment of  her  varices  which  may  be  present  co- 
incident with  the  former.  If  the  patient  re- 
sponds correctly  to  the  various  tests  which  are 
used  to  prove  the  functioning  of  the  deep  venous 
circulation,  and  the  circulation  in  the  varicose 
veins  which  may  be  present  is  of  a reverse 
flow,  the  author  sees  no  reason,  whatsoever,  why 
they  should  not  be  treated. 

Recent  cases  of  thrombophlebitis  in  the  deep 
system  will  be  a positive  and  definite  contra-in- 
dication and  must  remain  so  until  time  alone 
has  proven  the  extent  of  destruction  to  the  deep 
circulation  and  the  infectious  condition  has  en- 
tirely quieted  down.  Many  authors  feel  that  the 
stimulation  produced  following  the  injection 
treatment  may  reactivate  the  latent  infection  of 
thrombophlebitis,  which  at  times  persists  for 
years. 

Compensatory  varices  of  the  upper  thigh  and 
lower  abdomen,  which  are  thought  to  be  indica- 
tive of  obstruction  to  the  iliac  system,  should 
be  very  carefully  examined  before  treatment  is 
given.  They  may  also  be  due  to  the  portal 
blockage  of  cirrhosis  of  the  liver. 

In  cases  of  varices  of  the  leg  complicating 
large  uterine  fibroids  or  other  pelvic  tumors,  the 
author  belives  the  pathology  of  the  pelvis  should 
be  cared  for  surgically  first  and  the  varices 
treated  by  injection  later,  if  they  persist. 

Varices  accompanied  by  elephantiasis  may  01- 
may  not  be  treated  and  each  case  must  be  de- 
cided by  itself.  The  author  believes  that  usually 
the  varices  in  these  cases  are  of  such  minor  im- 
portance in  comparison  to  the  major  condition, 
the  elephantiasis,  that  they  should  be  left 
alone  and  the  treatment  directed  toward  the  ma- 
jor condition  itslf. 

This  experimental  work  was  done  in  connec- 
tion with  the  varicose  vein  clinic  at  the  Minne- 
apolis General  Hospital.  I wish  to  thank  Dr. 
Carl  O.  Rice  for  his  assistance  at  the  clinic  and 
in  this  experimental  work. 

Note — The  author  wishes  to  give  credit  to 
Dr.  Carl  O.  Rice  for  his  assistance  in  the  prep- 
aration of  the  X-ray  demonstration. 
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THE  WHITMAN  ABDUCTION  INTERNAL  ROTATION  TREATMENT  OF 
FRACTURED  NECK  OF  THE  FEMUR* 

By  Edward  T.  Evans,  M.  D. 

MINNEAPOLIS,  MINNESOTA 


Fractured  neck  of  the  femur  has  long  been 
considered  the  “bugaboo”  of  fractures.  Up  un- 
til the  time  that  Whitman,  with  his  characteris- 
tic clarity  of  thought  and  disregard  of  procedures 
based  on  wrong  conclusions,  brought  out  his 
method,  these  cases  were  treated  on  the  follow- 
ing premises : 

1.  Save  the  life  of  the  patient,  disregarding 
the  fracture. 

2.  Get  union  in  whatever  retained  position  is 
possible  under  the  circumstances,  without  re- 
gard for  the  after-result. 

3.  Reduce  or  diminish  displacements  if  the 
patient  can  or  will  stand  for  this. 

Why  was  the  procedure  of  fracture  treatment 
reversed  in  this,  our  most  difficult  fracture? 

Because  the  experience  for  years  had  been 
that  non-union  was  most  likely,  that  the  frac- 
ture often  proved  fatal  in  elderly  people,  and  age 
appeared  statistically  to  have  no  bearing  on  heal- 
ing, that  is  non-union. 

To-day  all  specialists  and  most  surgeons  active 
in  fracture  work  are  agreed  as  to  the  proper 
methods  of  treatment  but  all  too  often  without 
a basic  understanding  of  the  condition  and  a 
clear  knowledge  of  all  the  principles. 

The  base  of  the  neck  is  at  the  intertrochanteric 
line,  and  the  portion  proximal  to  this  line  lies 
in  the  capsule  of  the  joint.  The  fracture  we 
speak  of  is  the  so-called  intracapsular  fracture, 
but  should  rightly  be  classified  as  subcapital  and 
basal  for  reasons  of  clarity  and  prognosis. 

The  causes  of  non-union  are  the  following: 

1.  Failure  to  appose  the  fragments. 

2.  Poor  circulation  of  the  fragments,  espec- 
ially the  head. 

3.  Interposition  of  capsule  edges. 

4.  Synovial  fluid  effect. 

As  in  all  fractures,  so  in  this  especially,  re- 
duction is  essential,  and  the  principles  thereof 
are  shown  in  the  illustrations. 

The  circulation  of  the  head  of  the  femur  is 
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derived  primarily  from  vessels  in  the  neck  and 
possibly  by  synovial  and  cartilaginous  nutrition. 
There  is  also  the  dubious  circulation  through  the 
ligamentum  teres,  usually  inactive  after  puberty. 
Of  necessity  the  main  circulation  is  lost  at  the 
time  of  fracture,  but  we  know  that  the  head  re- 
mains actively  osteogenetic  to  a degree  for  con- 
siderable periods  thereafter. 

Interposition  of  a torn  fragment  of  capsule  is 
an  unfortunate,  serious,  but  rare  complication. 
When  present,  reduction  is  difficult,  union  is  poor, 
and  the  careful  following  of  the  case  with  poor 
result  demonstrable  in  a short  time  indicates  the 
necessity  of  an  open  reduction. 

Bone  fragments  lying  free  in  synovial  fluid 
are  soon  covered  with  a fibrinous  exudate  de- 
posited bv  that  fluid,  thereby  sealing  the  bone 
ends  and  mechanically  hindering  union.  All  the 
above  factors  are  active  immediately  or  within 
a short  time  after  the  fracture  occurs  and  there- 
tore  urge  more  strongly  than  any  other  argu- 
ment the  utilization  of  a treatment  which  will 
effectively  and  most  surely  promise  union,  pro- 
viding— and  here  we  bow  to  the  skeptics — we 
do  not  kill  our  patient  and  we  lessen  the  torture 
of  his  convalesence. 

MECHANICS 

Figure  1.  Our  pelvis  still  retains  many  char- 
acteristics of  the  quadruped,  among  them  the 
cartilaginous  distribution  in  the  acetabulum,  the 
position  of  the  ligamentum  teres  and  the  direc- 
tion of  the  fossa.  The  proximal  fragment,  there- 
fore, assumes  its  original  position ; anteversion 
with  reference  to  the  pelvic  bones. 

Figure  2.  If  unreduced  the  pull  of  muscles 
on  the  distal  fragment  draws  it  upward  and  with 
the  absorption  of  the  neck  causes  a coxa  vara. 
Even  if  union  occurs  the  result  is  mechanically 
poor.  Abduction  and  rotation  are  seriously  in- 
terfered with.  Non-union  is  most  .frequent  here 
and  often  adds  pain  to  mechanical  insufficiency. 
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REDUCTION 

Figure  3.  Abduction  reduces  the  coxa  vara 
and  partially  apposes  the  fragments.  But  let 
me  stress  this  point.  Abduction  alone  does  not 
satisfactorily  reduce  the  fracture.  Our  factors 


utilizes  the  capsular  ligaments  to  effect  stability 
in  the  reduction.  This  is  a point  worth  con- 
sidering if  you  are  tempted  to  use  the  flexed  posi- 
tion advocated  recently  for  the  reduction  of 
these  cases.  As  there  is  always  a preliminary 
absorption  of  the  neck  it  is  well  to  have  the 
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for  non-union  can  still  act,  and  this  is  a point 
most  frequently  lost  sight  of.  A post  reduction 
X-ray  is  too  often  gloated  over  as  a perfect  re- 
sult when  a closer  observation  would  show  that 
the  anterior  edges  are  not  apposed. 

Figure  4.  This  shows  the  effect  of  inter- 
nal rotation,  a point  in  technic  needing  stress 
above  all  others  because  too  many  cases  are  re- 
duced imperfectly  though  the  surgeon  prides  him- 
self on  following  the  abduction  principle. 

Figure  5.  This  shows  the  application  of  the 
principles  of : 

1.  Extension.  The  patient  having  been  placed 
on  a fracture  table,  the  pelvis  square,  and  the 
good  leg  held  in  normal  position  of  full  exten- 
sion, the  fractured  leg  is  forcefully  drawn  down 
until  the  length  of  the  fractured  leg  is  equal  to 
that  of  the  good  leg  as  measured  from  the  anter- 
ior-superior spine  to  the  internal  malleolus. 

2.  Abduction  of  the  unaffected  side  to  fix 
the  pelvis,  traction  on  the  fractured  leg  being  con- 
tinued. This  procedure  also  indicates  the  normal 
abduction  to  which  the  fractured  leg  should  be 
brought. 

3.  Abduction  and  internal  rotation.  The  as- 
sistant holding  the  good  leg  in  the  abducted  posi- 
tion, the  operator  now  fully  abducts  the  affected 
leg  at  the  same  time  making  internal  rotations 
through  flexing  the  knee  slightly  and  using  it 
as  a lever.  Note  full  extension  at  the  hip,  which 


capsule  on  a stretch  so  that  it  will  keep  the  ap- 
proximation of  the  fragments  despite  absorp- 
tion. 

Figure  6.  This  shows  the  principle  of  plaster 
fixation.  Relatively  little  padding  is  used  and 
the  plaster  is  well  moulded  about  the  pelvis,  the 
buttocks,  and  the  knee. 

Figure  7 . The  completed  plaster.  Note  the 
extension  at  the  hip,  the  internal  rotation  and  the 
slight  flexion  at  the  knee.  This  patient  can  be 
moved  about,  turned  over  as  frequently  as  de- 
sired, and  by  sliding  the  leg  over  the  edge  of 
the  bed,  can  sit  up  on  his  good  buttock. 

Case  report:  Man  74  years  of  age,  who  frac- 
tured his  hip  March  12,  basal  type.  He  was 
seen  April  27,  position  poor  despite  well  super- 
vised traction  treatment  in  a Thomas  splint.  On 
April  30,  seven  weeks  after  the  injury,  reduc- 
tion by  tbe  Whitman  method  was  done.  Novem- 
ber 28,  seven  months  after  the  last  reduction, 
the  patient  is  walking  with  a cane  and,  despite 
his  age  of  74,  is  anxious  to  return  to  work. 
And  yet  there  was  every  reason  to  treat  this 
man  by  the  old  method  because  of  his  age,  skin 
condition,  and  hypostatic  congestion  at  both 
bases. 

In  conclusion  may  I plead  for  plaster  fixation 
rather  than  the  use  of  Thomas  splints  and  other 
retention  apparatus,  including  sand  bags. 

The  splint  does  not  fix  the  proximal  fragment 
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and  for  this  reliance  is  placed  on  the  patient 
remaining  where  put,  the  proper  nursing  care, 
and  God’s  grace.  Of  these,  the  third  alone  is 
positive,  though  undeserved.  No  matter  how 
carefully  we  ourselves  may  move  the  patient  it 
is  too  much  to  expect  him  and  the  nurse  to  use 
the  same  caution  over  a long  period.  And  this 
is  assuming  that  our  traction  and  the  position  of 
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the  distal  fragment  remain  “put”. 

A properly  applied  plaster  obviates  all  this, 
holds  position,  allows  frequent  turnings,  even  the 
sitting  posture  without  danger ; and  most  of  all 
gives  comfort,  proper  care  of  skin,  a lowered 
morbidity  and  mortality  from  hypostatic  pneu- 
monia, and  assures  union  in  a large  majority  of 
cases. 


THE  RURAL  MEDICAL  SITUATION 


The  Farmer’s  Wife,  of  St.  Paul,  which 
reaches  nearly  one  million  farm  women  once  a 
month,  has  made  a valuable  contribution  to  the 
national  discussion  on  “The  rural  medical  situa- 
tion,” in  the  form  of  two  papers  in  that  maga- 
zine. The  daily  press,  popular  magazines,  and 
medical  journals  have  joined  in  the  discussion 
from  their  respective  points  of  view ; and  now 
we  hear  the  voices  of  the  ones  most  familiar 
with  the  situation  and  most  interested  in  it, 
namely,  the  farm  women. 

One  of  the  field  editors  of  The  Farmer,  Mr. 
Carroll  P.  Streeter,  a trained  journalist  and  a 
student  of  agriculture,  made  the  survey  upon 
which  his  two  admirable  articles  are  based,  and 
we  are  indebted  to  him  for  a resume  of  his 
papers  which  follow's  below. 

But  before  presenting  this  resume  we  want 
to  give  our  readers  the  three  or  four  opening 
paragraphs  of  Mr.  Streeter’s  May  article.  They 
show  a bit  of  sentiment  not  uncommon  in  the 
lives  of  pioneer  physicians  and  are  further  pleas- 
ing because  Judith  Gap,  Montana,  is  in  our  own 
field,  and  “Dr.  Ed.  Ganz”  (Edward  M.  Ganz) 
is  a graduate  of  the  Medical  School  of  the  Uni- 
versity  of  Minnesota,  class  of  ’05. 

In  the  twenty-five  years  of  his  practice  in  the  vil- 
lage of  Judith  Gap  in  central  Montana,  Dr.  Ed.  Gans 
had  never  had  so  many  callers  at  one  time  as  came 
trooping  into  his  office  one  morning  last  summer. 

Somehow'  the  rumor  had  spread  through  his  sev- 
enty-mile territory  that  he  was  going  to  leave.  No 
sooner  had  farmers  and  their  wives  heard  it  than 
they  started  for  town  to  see  about  it,  some  of  them 
coming  forty  miles  and  more.  They  -were  a “com- 
mittee of  the  whole”  to  entreat  the  doctor  to  stay. 
Among  them  were  folks  who  hadn’t  paid  him  for 
ten  years,  and  who  haven’t  yet. 

The  doctor  stayed,  for,  as  he  told  me  afterwards, 
“There  used  to  be  fifteen  physicians  in  this  valley 
and  now  there  are  only  six.  If  I left,  no  one  would 
come  to  take  my  place,  and  I know  these  people  too 
well  to  leave  them  without  medical  service.  It’s 
true,  country  practice  has  its  disadvantages — so  does 
practice  in  the  city— but  I get  a ‘kick’  out  of  it  all, 


even  the  mud  roads,  occasional  abuse  and  collection 
troubles.  Even  at  worst  there’s  more  of  the  sweet 
than  the  bitter  in  a country  doctor’s  life.” 

So  the  Judith  Gap  country  breathed  easily  again. 
It  had  a good  doctor — and  had  kept  him  for  a 
quarter  of  a century  in  spite  of  competition  from 
the  cities. 

Our  space  will  not  permit  us  to  reproduce 
much  of  the  two  papers,  but  we  have  no  doubt 
The  Farmer  will  send  copies  of  the  two  issues 
to  anyone  interested  in  them.  The  facts  have 
been  summarized  for  us  by  Mr.  Streeter  and 
the  whole  problem  must  be  solved  for  a con- 
sideration of  such  facts. 

The  following  is  Mr.  Streeter’s  resume  of  the 
survey  conducted  by  The  Farmer’s  Wife: 

A lively  national  discussion  has  sprung  up  con- 
cerning “The  rural  medical  situation.”  Many  studies 
have  been  made  and  much  has  been  written,  par- 
ticularly with  regard  to  the  decreasing  number  of 
country  doctors.  It  has  seemed  to  The  Farmer’s 
Wife,  however,  that  the  discussion  has  been  almost 
entirely  from  the  standpoint  of  the  “producer”  of 
medical  service.  Valuable  as  this  has  been,  we  felt 
that  the  farmer  and  his  wife,  the  “consumers,” 
should  also  be  heard,  for  they  are  the  persons  after 
all  who  are  most  concerned. 

Consequently  The  Farmer's  f Fife  printed  a ques- 
tionnaire in  its  December  issue  concerning  the 
availability,  quality  and  cost  of  rural  medical  ser- 
vice. We  are  grateful  to  the  Committee  on  the 
Cost  of  Medical  Care  for  help  in  preparing  this 
questionnaire.  Of  the  many  replies  which  came  to 
us,  860  arrived  in  time  to  be  included  in  the  study. 
They  came  from  farm  women  living  in  every  state 
in  the  Union  and  in  every  type  of  farming  country, 
prairie  and  mountain,  new  and  old,  primitive  and. 
well  developed.  Many  of  these  questionnaires  were 
supplemented  by  letters.  We  believe  that  they  have 
given  us  a first-hand,  national  picture  of  the  situa- 
tion as  farm  folk  see  it. 

The  survey  does  not  attempt  to  show  whether 
certain  conditions  are  “fair,”  but  to  show  what 
those  conditions  and  their  effects  are,  whether 
“fair”  or  not.  For  example,  the  study  does  not  say 
that  doctors  are  unjustified  in  avoiding  rural  com- 
munities under  present  conditions,  nor  does  it  claim 
that  the  cost  of  medical  care  is  more  than  doctors, 
hospitals  and  nurses  have  a right  to  charge.  But 
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it  does  show,  we  believe,  the  result  of  present  con- 
ditions as  seen  by  the  persons  most  affected. 

The  Farmer's  Wife  tells  the  story  in  its  May  and 
Tune  issues,  pages  13  and  8,  respectively. 

TACTS  SHOWN  BY  THE  QUESTIONNAIRE 

1.  Number  in  the  family  now  at  home: 

Average — 4.64  persons 

2.  Distance  to  the  nearest  doctor: 

Average — 7.03  miles 
0-4  miles — 39.7  per  cent 
5-9  miles — 40.0  per  cent 
10-14  miles — 12.2  per  cent 
15  miles  or  more — 8.1  per  cent 

3.  Time  required  by  nearest  doctor  to  reach  the 
farm  home  in  summer: 

Average — 30.1  minutes 
0-14  minutes — 16.4  per  cent 
15-29  minutes — 41.9  per  cent 
30-59  minutes — 30.2  per  cent 

1 hour  or  more — 11.5  per  cent 

4.  Time  required  by  nearest  doctor  to  reach  the 
farm  home  in  winter: 

Average — 56.3  minutes 
0-14  minutes — 9.2  per  cent 
15-29  minutes — 24.0  per  cent 
30-59  minutes — 32.8  per  cent 
60-119  minutes — 19.0  per  cent 

2 hours  or  more — 15.0  per  cent 

5.  Patronage  of  the  nearest  doctor: 

Always — 55.2  per  cent 

For  emergencies  and  minor  ills  only — 32.2  per  cent 
Never — 12.6  per  cent 

6.  Distance  to  doctor  patronized,  when  he  is  not 
the  nearest  doctor: 

Average — 19  miles 

7.  Does  the  family  doctor  keep  up-to-date? 

“Yes”  and  “Reasonably  so” — 91.9  per  cent 
“No”^-8.9  per  cent 

8.  Distance  to  nearest  ear,  eye,  nose  and  throat 
specialist : 

Average- — 27.6  miles 
0-14  miles— 43.3  per  cent 
15-49  miles — 41.5  per  cent 
50  miles  or  more — 15.2  per  cent 

9.  Distance  to  the  nearest  dentist: 

Average — 14.25  miles 
0-9  miles — 61.9  per  cent 
10-19  miles — 28.5  per  cent 
20  miles  or  more — 9.6  per  cent 

10.  Are  nurses  available  for  care  of  sick  w'ithin 
12  hours? 

“Yes” — 82.4  per  cent 
“No” — 17.6  per  cent 

11.  Distance  to  the  nearest  hospital: 

Average — 17.9  miles 
0-9  miles — 28.7  per  cent 
10-19  miles — 37.7  per  cent 
20-49  miles — 28.5  per  cent 
50  miles  or  more — 5.1  per  cent 

12.  Time  required  to  reach  the  nearest  hospital  in 
summer: 

Average — 49.1  minutes 
0-29  minutes — 25.0  per  cent 
30-59  minutes — 36.9  per  cent 
1 hour  or  more — 38.1  per  cent 


13.  Time  required  to  reach  the  nearest  hospital 
in  winter: 

Average — 97.1  minutes 
0-29  minutes — 15.0  per  cent 
30-59  minutes — 27.4  per  cent 
60-119  minutes — 30,3  per  cent 
120-179  minutes — 12.8  per  cent 
3 hours  or  more — 14.5  per  cent 

14.  Distance  to  the  nearest  drug  store: 

Average — 11  miles 
0-4  miles — 33.6  per  cent 
5-19  miles — 60.9  per  cent 
20  miles  or  more — 5.5  per  cent 

15.  Do  the  children  have  annual  health  inspections 
in  school? 

“Yes” — 64  per  cent 
“No” — 36  per  cent 

16.  Persons  doing  these  school  inspections: 
Nurses  did  all  or  some  part  of  68  per  cent 

Doctors  did  all  or  some  part  of  42.4  per  cent 
Teachers  did  all  or  some  part  of  13  per  cent 
(In  many  instances,  of  course,  doctors,  nurses  and 
teachers  co-operated  in  making  the  inspections.) 

17.  Is  health  taught  as  a part  of  school  work? 

“Yes” — 75  per  cent 
“No” — 25  per  cent 

18.  Amount  the  doctor  charges  for  a home  call: 

Average — $7.63 
$0-4 — 38.8  per  cent 
$5-9 — 37.8  per  cent 
$10-1-1 — 9.9  per  cent 
$15  or  more — 13.5  per  cent 

19.  Amount  the  doctor  charges  for  an  office  visit: 

Average — $1.59 

20.  Was  a doctor  called  when  the  last  baby  was 
born  ? 

“Yes” — 95.7  per  cent 
“No” — 4.3  per  cent 

21.  Doctor’s  fee  at  time  of  last  confinement: 

Average — $28.33 
$25 — 32.7  per  cent 

22.  Hospital  bill  at  time  of  last  confinement: 

(149,  or  17.3  per  cent  of  the  860  women  replied) 

Average — $74.12 
$0-49 — 34.9  per  cent 
$50-99 — 55.7  per  cent 
$100  or  more — 9.4  per  cent 

23.  Amount  paid  the  family  doctor  last  year: 

Average — $29.35 
No  report — 25.3  per  cent 
$1-9 — 18.0  per  cent 
$10-24 — 18.1  per  cent 
$25-99 — 32.1  per  cent 
$100  or  more — 6.5  per  cent 

24.  Amount  paid  other  doctors  last  year: 

Average — $19.23 
No  report — 64.0  per  cent 
$1-9 — 10.9  per  cent 
$10-49 — 14.5  per  cent 
$50  or  more — 10.6  per  cent 

25.  Amount  paid  the  dentist  last  year: 

Average — $15.06 
No  report — 34.3  per  cent 
$1-9 — 24.5  per  cent 
$10-24 — 23.0  per  cent 
$25-49 — 10.0  per  cent 
$50  or  more — 8.2  per  cent 
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26.  Amount  paid  the  hospital  last  year: 

Average— $15.16 
No  report — 78.5  per  cent 
$1-24—5.6  per  cent 
$25-49 — 4.7  per  cent 
$50-99 — 6.7  per  cent 
$100  or  more — 4.5  per  cent 

27.  ■ Amount  paid  nurses  last  year: 

Average — $5.25 
No  report — 88.5  per  cent 
$1-9 — 1.2  per  cent 
$10-24 — 3.8  per  cent 
$25  — 5.5  per  cent 

$100  or  more — 1.0  per  cent 

28.  Amount  spent  last  year  for  medicines  not  in- 
cluded in  doctor’s  fee: 

Average — $7.21 
No  report — 29.1  per  cent 
$1-4 — 21.3  per  cent 
$5-9 — 20.8  per  cent 
$10-19 — 19.8  per  cent 
$20  or  more — 9.0  per  cent 

29.  Amount  spent  last  year  for  extra  help  on  ac- 
count of  sickness: 

Average — $6.86 
No  report — 79.5  per  cent 
$1-24 — 11.3  per  cent 
$25^49 — 5.1  per  cent 
$50  or  more — 4.1  per  cent 

30.  Amount  of  other  expense  due  to  sickness  last 
year: 

Average — $6.82 
No  report — 85.8  per  cent 
$1-24 — 7.8  per  cent 
$25-49 — 2.8  per  cent 
$50  or  more — 3.6  per  cent 

31.  Total  expense  due  to  sickness  during  the  last 
year: 

Average — $104.94 
No  report — 6.7  per  cent 
$1-24 — 24.0  per  cent 
$25-49 — 19.4  per  cent 
$50-99 — 19.2  per  cent 
$100-199 — 17.2  per  cent 


$200-499 — 10.7  per  cent 
$500-999 — 2.0  per  cent 
$1,000  or  more — .8  per  cent 

The  following  table  shows  how  the  farmer’s  health 


dollar  is  spent: 

Family  doctor  $0.28 

Other  doctors  183 

Dentist  144 

Hospital  - - .144 

Nurses  05 

Medicines  not  included  in  doctor’s  fee 069 

Extra  help  on  account  of  sickness 065 

Other  expense  due  to  sickness  (lost  time, 

wages,  etc.)  .065 


Total $1.00 


In  the  figures  given  in  the  foregoing  pages  have 
appeared  averages  for  each  item  of  cost,  based  on 
returns  from  860  families.  The  following  table  sum- 
marizes these  averages  in  its  first  column  of  figures, 
and  gives  in  the  second  column  other  averages  based 
on  the  number  of  families  who  actually  spent  some- 
thing for  the  respective  items.  This  number  of 
families  is  given  in  the  third  column. 

For  example,  the  average  hospital  expense  last 
year  for  the  860  families  was  $15.16,  but  for  the  185 
families  who  had  a hospital  experience  the  average 
was  $70.46. 


Average 

Average 

based 

Number 

based 

on  number 

of  families 

on  860 

of  families 

answering 

Item 

families 

in  column  ?, 

questions 

Family  doctor 

$29.35 

$39.14 

645 

Other  doctors 

19.23 

52.35 

316 

Dentist 

15.06 

22.92 

565 

Hospital 

15.16 

70.46 

185 

Nurses 

5.25 

45.57 

99 

Medicines  not  in- 
cluded in  the 

doctor’s  fee 

7.21 

10.17 

610 

Extra  help  on  ac- 

count  of  sickness 

6.86 

33.53 

176 

Other  expense  due  to 
sickness  (lost 

wages,  time,  etc.) 

6.82 

48.09 

122 

NINTH  MONTHLY  CLINICAL  CONFERENCE  AT  THE  MINNEAPOLIS 

GENERAL  HOSPITAL 


Department  of  Obstetrics  and  Gynecology 

November  27.  1928 


J.  H.  Simons,  M.D. 

A.  E.  Benjamin,  M.D. 

MINNEAPOLIS, 

By  J.  H.  Simons,  M.D. 

1.  Prolapse  of  uterus:  A case  of  second  de- 
gree prolapse  of  uterus  with  third  degree  cysto- 
cele  and  rectocele  not  relieved  by  two  recent 
vaginal  plastic  operations. 


R.  T.  LaVake,  M.D. 

C.  O.  Maland,  M.D. 

MINNESOTA 

The  case  is  that  of  A.  M.,  No.  173,  aged  63  years, 
married.  Admitted  November  23,  1928. 

P.  C. — 1.  Protrusion  of  womb  from  vagina,  14 
years.  2.  Inability  to  urinate. 

P.  I. — Patient  dates  present  condition  back  to 
menopause  fourteen  years  ago.  “Falling  of  womb” 
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has  incapacitated  her  somewhat,  especially  last  few 
years  when  it  has  come  down  further  between 
thighs  when  she  is  on  her  feet.  Has  to  replace 
it  manually.  Has  to  use  “tube”  (catheter)  to  empty 
bladder. 

P.  H. — Menopause  fourteen  years  ago.  Nine  nor- 
mal full-term  babies.  One  miscarriage,  fourth  preg- 
nancy (1896).  Rheumatic  fever  twenty-five  years 
ago.  Operation  in  February  and  May,  1928,  for 
prolapse  (both  per  vaginam).  Temperature  nor- 
mal since  admission  four  days  ago. 

Physical  Examination — External  genitalia  multi- 
parous. Vagina — mucous  membrane  of  anterior  wall 
indurated  in  area  5-6  cm.  in  diamter.  Posterior 
wall  slightly  inflamed,  marked  cystocele  and  rec- 
tocele. 

Cervix,  hypertrophied  and  elongated.  Corpus, 
small,  anteflexed,  prolapsed  2°.  Adnexa,  negative. 

Diagnosis:  1.  Prolapsus  uteri  et  vaginae  2°.  2. 

Cystocele  3°  and  rectocele. 

Treatment:  1.  Douches  until  vaginal  inflammation 
subsides  . 2.  Surgery  in  week  or  ten  days. 

Laboratory:  11/24/28:  urine  essentially  negative. 
Blood,  Hgb.  83;  R.B.C.  4.100,000;  W.B.C.  7,100;  P. 
M.N.  62;  Sedimentation  time  1 hr.  10  minutes. 
Smears,  negative. 

The  origin  of  genital  prolapse  is  generally  pro- 
duced at  parturition.  The  primary  causes  are 
frequently  congenital  weakness  of  pelvic  fascia 
and  musculature,  dry  labors,  breech  deliveries, 
operative  deliveries,  particularly  rapid  versions 
and  high  forceps.  The  condition  is  accelerated 
as  in  this  case  by  the  physiologic  weakening  of 
pelvic  fascia  and  musculature  which  occurs  at 
the  menopause.  There  is  no  history  of  difficult 
or  abnormal  labor.  The  genitals  here  present  the 
usual  picture  modified  by  previous  but  unsucess- 
ful  operative  procedures. 

Each  case  of  prolapse  must  be  individualized ; 
what  will  suffice  for  a cure  in  one  case  mav  be 
inadequate  in  the  other.  We  find  the  fundus  of 
the  uterus  attached  loosely  to  the  abdominal  wall, 
undoubtedly  to  the  peritoneum  and  not  the  fascia 
of  the  anterior  abdominal  wall,  and  the  cystocele 
and  rectocele  still  present.  The  uterus  is  re- 
tained in  the  pelvis  with  the  cervix  presenting 
at  the  vulva  when  the  patient  bears  down.  In 
time  its  attachment  will  be  drawn  out,  and  com- 
plete procidentia  will  again  occur. 

This  case  requires  amputation  of  the  cervix, 
anterior  and  posterior  colpoplasty  with  attach- 
ment of  uterus  or  cervical  stump  to  the  rectus 
fascia  at  a point  midway  between  the  symphysis 
and  the  umbilicus.  The  interposition  operation 
is  not  indicated  here  as  the  uterus  is  too  small 
to  be  used  as  a support  and  the  usual  pessaries 
cannot  be  retained  due  to  the  insufficiency  of  the 
levatores. 


By  R.  T.  LaVake,  M.D. 

2.  Pelvic  inflammatory  disease:  A case  of 
chronic  bilateral  salpingo-oophoritis  complicated 
by  recurrent  appendicitis  in  a girl  age  14. 

The  case  is  that  of  M.  B.,  No.  7008,  aged  14  years, 
single.  Admitted  October  29,  1928,  and  discharged 
November  23,  1928. 

P.  C. — Pain  in  the  abdomen. 

P.  I. — Sudden  onset  of  acute  pain  in  the  right 
lower  quadrant  three  weeks  ago.  Sitting  in  chair 
when  the  pain  came  on,  felt  feverish  at  the  time. 
Pain  constant  in  right  lower  quadrant  three  days 
then  shifted  to  left  lower  quadrant.  One  week  later 
the  pain  was  most  marked  just  below  the  umbilicus. 
Constant  pain  since  onset;  worse  right  after  eating 
and  remains  Severe  about  one-half  hour.  No  radia- 
tion of  pain.  Vomited  once  three  days  before  ad- 
mission, once  the  following  day.  and  three  times 
the  day  before  admission. 

P.  H. — Digestive  disturbances  for  nine  years 
(since  the  age  of  five).  Considerable  vomiting  at 
times — not  able  to  tolerate  all  foods.  (Milk,  toast, 
and  eggs).  Measles,  mumps,  smallpox,  scarlet  fever. 
Denies  venereal  disease.  C.T.A. — onset  at  age  of 

13,  regular,  30-day  type,  duration  3 to  4 days,  L.M. 
P.  not  stated.  Temperature  on  admission  99°,  pulse 
92. 

Admitted  on  surgical  service  as  acute  appendicitis. 
Seen  in  consultation  October  29,  1928.  Physical  ex- 
amination: whitish  urethral  discharge,  cervix  small 
points  downward  and  backward,  corpus  normal  size, 
mobility  to  left  markedly  restricted  and  less  so  to 
right,  neither  tube  distinctly  palpable,  high  on  right 
an  ovarian  mass,  tender  and  fixed,  shelf-like  area  of 
induration  and  resistance  in  left  parametrium.  Diag- 
nosis: Reserved  until  bowel  cleared  out.  Probable 
right  adnexal  inflammatory  mass.  Examined  again 
October  31,  1928.  Right  adherent  adnexal  mass, 
possibly  soft  enlargement  of  fimbriated  end  of  left 
tube.  Diagnosis:  Probable  bilateral  salpingo-ooph- 
oritis, chronic.  Right  tubo-ovarian  inflammatory 
mass. 

Laboratory:  10/29/28;  Hgb.,  68;  R.B.C.,  3,330,000; 
W.B.C.,  7,500;  P.M.N.,  78;  Sed.  time,  48  minutes.  10- 
30/28,  W.B.C.,  10,100;  P.M.N.,76.  11/10/28,  W.B. 

C.,  6,800;  Sed.  time,  1 hour  32  minutes. 

Smears,  negative  on  10/29/28  and  11/12/28. 

Urine,  10/29/28,  uncatheterized  specimen,  many  pus 
cells.  10/30/28,  catheterized  specimen,  5-8  pus  cells 
11/10/28,  negative. 

Operation:  11/12/28,  Bilateral  salpingectomy. 

Right  oophorectomy.  Appendectomy.  Pathologi- 
cal report,  cystic  ovary:  chronic  salpingitis  (pyosal- 
pinx);  recurrent  appendicitis.  Clinical  Course:  High- 
est temperature  pre-operative  99.2°.  Normal  ten 
days  before  operation.  Normal  post-operative 
course. 

We  have  chosen  this  case  for  exposition  and 
discussion  because  it  involves  so  many  considera- 
tions of  every-day  occurrence  and  of  great  im- 
portance. 

From  the  standpoint  of  differential  diagnosis 
it  illustrates  the  care  that  must  be  taken,  care- 
fully excluding;  all  other  acute  low  abdominal 
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and  pelvic  conditions  that  may  give  similar  symp- 
toms. Likely  the  most  frequent  disturbance 
taken  for  appendicitis  in  women  is  right  sided 
pyelitis.  The  urine  examination  here  spoke 
against  a pyelitis.  From  the  standpoint  of  diag- 
nosis, this  case  was  simplified  by  the  fact  that 
no  history,  sign,  or  symptom  of  possible  preg- 
nancy could  be  obtained  and  that  palpable  path- 
ology was  present  in  both  adnexal  regions.  With 
palpable  unilateral  adnexal  pathology  on  the  right 
side,  with  pain,  some  irregularity  of  menstrua- 
tion, as  spotting,  the  differential  diagnosis  be- 
tween ectopic,  salpingitis,  uterine  or  ovarian  tu- 
mors, appendicitis,  and  pyelitis  is  frequently 
very  difficult.  Expression  of  pus  from  Skene’s 
ducts  in  the  urethra  aided  in  determining  the 
likely  diagnosis  of  gonorrheal  salpingitis.  The 
history  of  this  case  was  particularly  significant. 
It  did  not  follow  the  usual  sequence  found  in 
acute  appendicitis,  namely,  acute  epigastric  or 
general  abdominal  pain,  nausea,  vomiting,  fever, 
and  localization  of  pain,  and  tenderness  over  the 
appendiceal  region.  This  attack  began  with  dis- 
tinct localized  pain  and  tenderness  in  the  right 
lower  quadrant.  This  subsided  and  appeared  in 
the  left  lower  quadrant.  This  is  a sequence  that 
points  away  from  appendicitis  and  toward  sal- 
pingitis. Diagnosis  of  bilateral  salpingitis  was 
made. 

The  next  consideration  was  the  best  form  of 
treatment.  Should  this  woman  be  treated  surgi- 
cally and  if  so  by  immediate  operation,  or  should 
she  be  treated  expectantly.  It  is  our  custom  not 
to  operate  in  the  first  attack  of  gonorrheal  sal- 
pingitis if  it  can  be  avoided.  This  allows  time 
for  the  contents  of  tubes  to  become  sterile,  and  in 
many  instances  the  patient  will  recover  under 
expectant  treatment,  will  have  no  return  of  symp- 
toms, and  upon  final  pelvic  examination,  little 
or  no  residual  pathology  can  be  made  out.  It  is 
our  custom  not  to  operate  in  recurrent  attacks 
until  the  temperature  and  leucocyte  count  have 
been  normal  for  at  least  a week.  This  expectant 
procedure  is  popularly  known  as  “cooling.”  Bv 
waiting  until  cooling  has  taken  place,  it  is  our  ex- 
perience that  fewer  post-operative  complications 
are  likely  to  arise ; and  when  one  is  in  the  abdo- 
men, one  is  less  likely  to  injure  the  bowel  be- 
cause the  acute  inflammation  has  subsided.  In- 
terference with  the  ovarian  circulation  generally 
brings  about  later  cystic  ovarian  complications 
necessitating  re-operation.  Expectant  treatment 
consists  of  rest  in  bed,  general  supportive  treat- 
ment, hot  vaginal  douches,  and  sedatives  to  keep 
the  patient  comfortable. 

Another  consideration  in  this  case  is  the  sedi- 


mentation test.  When  this  woman  came  in,  her 
sedimentation  time  was  48  minutes ; at  the  time 
of  operation,  it  was  32  minutes.  A great  deal 
of  work  has  been  done  in  determining  the  value 
of  the  sedimentation  test.  It  is  thought  by  many 
that  it  is  of  great  value  in  determining  the  dif- 
ferential diagnosis  between  a pelvic  infection  and 
a non-infective  process  such  as  an  ectopic,  a low 
sedimentation  time  pointing  to  an  infection.  Our 
experience  does  not  wholly  substantiate  this  opin- 
ion. We  have  seen  many  ectopics  that  demand 
interference  in  which  the  sedimentation  time  was 
low  and  in  which  it  would  likely  have  been  fatal 
not  to  have  operated.  It  is  thought  by  many  that 
stormy  convalescences  are  more  frequent  when 
operations  are  performed  when  the  sedimentation 
time  is  under  one  hour.  This  is  certainly  true 
when  dealing  with  infections.  In  general,  in  in- 
fections, as  the  leucocyte  count  goes  up,  the  sedi- 
mentation time  goes  down.  Tuberculosis,  on  the 
contrary,  may  show  a leukopenia  and  a low  sedi- 
mentation time.  Pregnancy  after  the  early  months 
shows  a low  sedimentation  time.  Sedimentation 
test  seems  to  have  some  co-operative  value  but 
it  does  not  seem  to  us  to  be  as  valuable  as  the 
leucocyte,  differential  red  cell  counts,  and’  hem- 
oglobin. We  agree  with  those  who  believe  that 
it  is  better  where  possible  as  a precautionary 
method,  to  defer  operative  procedures  in  chronic 
pelvic  pathology  until  the  sedimentation  time  is 
over  one  hour. 

This  case  also  brings  up  the  following  impor- 
tant points : the  fact  that  the  appendix  is  second- 
arily implicated  in  many  cases  of  right-sided  an- 
nexitis  and  when  so,  should  be  removed  in  ad- 
dition to  the  salpingectomy.  It  should  always  be 
removed  if  it  gives  any  evidence  of  abnormality, 
especially  when  a suspicious  history  of  previous 
possible  attacks  of  acute  appendicitis  are  ob- 
tained. It  should  not  be  removed  as  a prophy- 
lactic measure  where  no  suspicious  history  of 
previous  appendicitis  is  obtained  and  no  evi- 
dence of  pathology  because  statistics  show  con- 
clusively that  such  prophylactic  removal  in- 
creased unjustifiably  post-operative  morbidity 
and  mortality. 


By  A.  E.  Benjamin,  M.  D. 

3.  Intraligamentary  par-ovarian  cyst : Dis- 
cussion of  a case  recently  operated  on. 

The  case  is  that  of  K.  O.,  No.  7137,  aged  40,  single. 
Admitted  November  8,  1928.  Temperature  99.4° 
Pulse  86. 

P.  C. — 1.  Irregular  menstruation  since  Jianuary 
1928.  2.  Bloody  vaginal  discharge. 

P.  I. — Menstrual  cycle  irregular  since  last  Janu- 
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ary.  Sometimes  every  three  weeks,  then  not  again 
for  eight  weeks.  No  abdominal  pain  or  distress. 
No  pelvic  pain.  Has  had  bloody  discharge  last  three 
weeks. 

p H. Ordinary  childhood  diseases.  Totally 

blind  for  last  14  years.  Blindness  came  on  three 
weeks  after  she  had  a sun  stroke.  C.T.A.— onset 
14,  regular  28  day  type,  until  14  years  ago  (when  she 
had  sun  stroke);  then  every  21  days  until  present 
illness  starting  January,  1928.  Has  flowed  almost 
constantly  since  October  17,  1928. 

Physical  Examination:  Eyes  show  oscillation  and 
nystagmus  and  loss  of  fixation  power.  External  gen- 
italia negative  except  for  bloody  vaginal  discharge. 
Hymen  ruptured,  old  1°  laceration  of  perineum. 
Vagina  has  a bloody  discharge.  Cervix  1 bilateral 
laceration,  cystic,  slightly  softened.  Corpus  normal. 
Adnexa  large  firm,  slightly  elastic  mass,  not  freely 
movable  and  not  attached  to  uterus  enters  cul-de- 
sac  from  left  side  and  runs  to  pelvic  wall  on  left, 
half  way  to  right  pelvic  wall  and  extends  half  way 
to  umbilicus. 

Diagnostic  Impressions:  1.  Ovarian  cyst-type  a. 
dermoid,  b.  teratoma.  2.  Possibly  carcinoma  of 
ovary.  3.  Intraligamentary  myoma.  4.  Pedunculated 
myoma.  Most  likely:  Ovarian  cyst  or  cystoma. 
Treatment  advised:  1.  Surgical.  2.  Cystogram  (with 
5 per  cent  sod.  iodide). 

Clinical  course  pre-operative — five  days  tempera- 
ture normal.  Cystogram  made  11/9/28  showed 
wavy,  saucer-like  depression  of  upper  surface  of 
bladder,  more  marked  on  right  side.  Indicated  prob- 
able enlargement  of  uterus  due  to  large  fibromyo- 
mata. 

Laboratory:  11/9/28 — L rine,  albumin,  very  faint 

trace,  otherwise  negative.  Blood,  Hgb.  72;  R.B.L. 
3,680,000;  W.B.C.  6,450;  P.M.N.  64;  Sedimentation 
time,  6 hours  12  minutes.  Smears,  negative. 

Operation:  1 1/12/28 — Large  par-ovarian  cyst 

about  the  size  of  a grapefruit  enucleated  from  left 
broad  ligament.  Salpingectomy  on  same  side  (tube 
was  stretched,  adherent,  and  flattened  out  on  tumor). 

Convalescence:  14  days  post-operative.  Normal  re- 
covery. Up  and  about  now. 

A par-ovarian  cyst  may  be  one  of  the  most  diffi- 
cult tumors  to  operate  as  it  may  be  fixed  in  the  pel- 
vis, the  sac  very  vascular  and  hemorrhage  severe  and 
hard  to  control.  When  the  sac  is  thus  adherent 
deep  in  the  pelvis  and  cannot,  without  considerable 
risk,  be  thoroughly  removed,  it  is  wise  to  remove  as 
much  of  the  sac  as  possible  and  bring  the  remain- 
ing portion  up  to  the  abdominal  wall  and  attach  to 
it.  The  interior  can  be  cauterized  with  an  actual 
cautery  or  some  escharotic  used  to  destroy  the 
membrane.  In  that  way  it  will  be  obliterated  more 
quickly,  and  I believe  by  a better  method  than  pack- 
ing the  sac  with  gauze.  Of  course  if  cauterized 
some  packing  should  be  loosely  placed  in  the  sac. 
It  will  be  unnecessary  to  leave  any  great  portion  of 
the  sac  in  individual  cases. 


By  C.  O.  M aland,  M.  D. 

4.  Post-partum  eclampsia : Discussion  of  a 
case  of  post-partum  eclampsia  with  convulsions 
in  a primipara. 


The  case  is  that  of  a patient  aged  18  years,  No. 
7236.  Admitted  to  hospital  November  3,  1928.  Sent 
in  from  prenatal  clinic  with  diagnosis  of  prc-eclamp- 
tic  toxemia  and  pregnancy  at  eight  months.  Was 
first  seen  at  pre-natal  clinic  March  4,  1928.  B.P. 
120/80.  No  albumin  at  that  time.  Third  visit  at 
the  clinic  was  August  10,  1928.  B.P.  138/78,  faint 
trace  of  albumin.  October  19th  B.P.  148/96  and  two 
plus  albumin.  October  25th  B.P.  156/104  and  three 
plus  albumin.  Complained  of  dizzy  spells  and  in- 
somnia. November  1st  B.P.  152/102  and  two  plus 
albumin.  Complained  of  dull  headache  and  edema 
of  feet.  Advised  to  come  to  hospital. 

F.H. — Negative. 

P.H. — Measles,  mumps,  smallpox,  chickenpox  as 
a child.  Scarlet  fever  at  16.  C.T.A.  established  at 
12,  3-4  weeks  interval,  dvsmenorrhea,  L.M.P.  2/ 
20/28. 

Present  pregnancy:  No  other  disorders  than  those 
noted  above  in  prenatal  record.. 

Physical  findings,  head  negative.  Chest,  lungs  nor- 
mal findings.  Heart,  systolic  murmur  at  base.  Abdo- 
men, breech  in  fundus,  small  parts  right,  back  left, 
head  fixed  in  pelvis.  F.H. — 144  right  lower  quadrant 

Extremities:  Moderate  edema  over  legs  and  ankles. 
B.P.  158/108. 

Laboratory:  Blood,  Hgb.  61;  R.B.C.,  3.160,000; 

W.B.C.  9,250.  Urine  three  plus  albumin.  Wassermann 
negative.  Blood  chemistry:  Creatinine  1.5  mgms. 
Urea  Nit.  6.6  mgm.  Sugar  .07  per  cent. 

Course  in  hospital:  Kept  in  bed  on  low-protein 
diet.  Daily  blood  pressure  averaged  160/90. 
Quantitative  albumin  on  twenty-four  hour  specimen 
nine  gms.  per  liter.  P.S.P.  test — 67  per  cent  ex- 
creted in  two  hours.  Edema  disappeared  and  pa- 
tient had  no  complaints.  Eye  ground  examination 
negative. 

On  November  13th,  eleven  days  after  entrance, 
patient  went  into  labor.  First  stage  four  hours, 
second  stage  forty-eight  minutes.  Was  delivered 
of  a normal  female  infant.  Spontaneous  delivery. 
First-degree  laceration.  Blood  loss  was  400  c.c.. 

Patient  acted  peculiarly  after  the  third  stage.  Had 
several  chills,  eyes  rolled  about,  and  slight  twitch- 
ings  about  mouth  were  noticeable.  Blood  pressure 
one  hour  post-partum  150/106.  Patient  remained 
quiet,  rational  with  no  complaints  until  11:00  a.  m. 
— six  hours  after  delivery  when  she  complained  of 
a headache.  At  11:40  a.m.  had  a true  eclamptic  con- 
vulsion, lasting  about  six  minutes,  blood  pressure 
following  166/108.  Given  morphine.  Patient  re- 
mained quiet  all  the  afternoon.  Blood  pressure 
taken  every  hour,  averaged  140/104.  Patient  at  7:15 
p.m. — 15  hours  after  delivery,  had  a second  convul- 
sion lasting  10  minutes.  At  8:05  had  third  con- 
vulsion lasting  26  minutes.  During  convulsion  blood 
pressure  was  127/84.  Given  morphine  sulphate,  gr. 
(4,  every  four  hours  and  chloral  hydrate  gr.  xxx, 
per  rectum  every  four  hours.  At  12:30  a.  m.  on  No- 
vember 15,  nineteen  hours  after  delivery,  patient  had 
fourth  convulsion  lasting  eight  minutes.  Patient  had 
an  elevated  temperature  for  seven  days  post-partum. 
Blood  pressure  dropped  to  120/80  and  remained  low. 
Morphine  discontinued  after  one  day  and  chloral 
hydrate  gradually  decreased  and  discontinued  after 
10  days. 

Blood  chemistry  on  day  following  delivery  and 
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after  patient’s  first  convulsion:  Sugar,  .15  per  cent 

November  22,  blood  chemistry,  Creatinine  1.5  mgs. 
Uric  acid  3.1  mgs.  Urea  Nit.  9.6  mgs.  Sugar  .09 
per  cent.  Urine  November  22,  was  2 plus  albumin. 
Hemoglobin  51  per  cent. 

On  November  26,  1928,  the  patient  had  no  com- 
plaints. Temperature  normal,  blood  pressure  125/ 
75.  Able  to  nurse  baby. 

There  has  been  a marked  reduction  in  the 
incidence  of  eclamptic  toxemia  in  the  patients 
who  have  had  careful  supervision  during  preg- 
nanev.  The  diagnosis  of  pre-eclamptic  toxemia 
in  this  case  is  based  on  the  history,  the  symptoms 
and  laboratory  findings.  The  history  does  not 
reveal  nephritis  antecedent  to  the  present  preg- 
nancy. Essential  hypertension  can  likewise  be 
ruled  out.  She  was  well  until  the  third  trimester 
of  pregnancy.  Albuminuria,  hypertension,  ver- 
tigo, headaches,  edema,  insomnia,  and  nervous- 
ness developing  in  the  third  trimester  of  preg- 
nancy in  a woman  who  has  previously  been  well, 
strongly  suggest  pre-eclamptic  toxemia.  The  etiol- 
ogy is  unknown.  It  is  thought  that  the  offend- 
ing toxin  is  of  either  placental  or  fetal  origin. 
If  so  it  may  be  assumed  that  the  toxin  of  preg- 
nancy still  exists  after  the  termination  of  labor 
and  is  also  the  cause  of  post-partum  convulsions. 
Blood  pressure  and  urine  return  to  normal  quite 
rapidly  after  delivery  of  the  fetus  in  the  pre- 


eclamptic type  of  toxemia.  The  kidney  pathology 
is  chiefly  one  of  degeneration,  termed  nephrosis. 

Accidents  incident  to  the  convulsion  and  coma 
are  frequently  the  immediate  causes  of  death. 
The  more  frequent  causes  of  death  are:  aspira- 
tion, pneumonia,  cardiac  failure  with  pulmonary 
edema,  apoplexy,  and  complete  kidney  block.  The 
onset  of  eclamptic  toxemia  is  usually  insidious. 
It  may  be  rapid.  The  treatment  is  empiric.  If 
the  patient  shows  symptoms  of  impending  tox- 
emia, she  should  have  rest  treatment ; sedatives 
are  given  to  control  nervousness.  A non-pro- 
tein and  salt  free  diet  should  be  ordered.  Elim- 
ination by  the  bowel  is  best  secured  with  saline 
cathartics.  Fluids  should  be  pushed,  magnesium 
sulphate  20  c.c.  of  a 10  per  cent  solution  has  been 
given  in  some  cases  with  apparently  good  results. 
It  is  claimed  that  magnesium  sulphate  relieves 
edema  of  the  brain  which  is  the  causative  factor 
in  producing  convulsions.  Induction  of  labor 
is  indicated  if  the  symptoms  grow  progressively 
worse  in  spite  of  medical  treatment.  The  Vor- 
hees  bag  is  the  method  of  choice  for  inducing 
labor. 

Statistics  reveal  a high  maternal  mortality  rate 
when  Caesarean  section  has  been  performed  in 
eclamptic  patients.  It  should  not  be  done  unless 
there  are  other  definite  obstetric  indications. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  April  10,  1929 


The  regular  monthly  meeting  of  the  Minne- 
sota Academy  of  Medicine  was  held  at  the  Town 
and  Country  Club  on  Wednesday  evening,  April 
10,  1929.  Dinner  was  served  at  7 r.  m.  and  the 
meeting  was  called  to  order  at  8 p.  m.  by  the 
President,  Dr.  C.  N.  McCloud.  There  were 
forty-three  members  and  two  guests  present. 

Minutes  of  the  March  meeting  were  read  by 
Dr.  E.  M.  Jones  in  the  absence  of  Dr.  Drake. 

Dr.  W.  A.  Jones,  Minneapolis,  read  a memori- 
al of  the  life  of  Dr.  Charles  F.  Nootnagel,  former 
member  of  the  Academy.  A motion  was  carried 
that  this  be  made  a part  of  the  permanent  records 
of  the  Academy  and  a copy  be  sent  to  Dr.  Noot- 
nagel’s  family. 

Charles  Francis  Nootnagel 

Charles  Francis  Nootnagel  was  born  in  New  Hol- 
stein, Wisconsin,  February  28,  1863.  His  father,  a 
physician,  was  intellectual,  refined  and  active.  His 
mother’s  people  were  foresters  of  high  rank  in  Ger- 
many. His  home  training  was  of  the  best,  and  his 


education  in  the  public  schools  of  Wisconsin  and 
Minnesota  proved  his  ability,  for  he  excelled  in  his 
work. 

He  received  his  medical  education  at  Ann  Arbor 
and  Bellevue  Hospital  Medical  College,  graduating 
from  the  latter  March  14,  1887.  After  two  years  of 
busy  country  practice  in  Evansville,  Minnesota,  he 
located  in  Minneapolis,  where  he  rapidly  developed 
a large  general  practice.  He  was  untiring  in  attend- 
ance on  his  patients;  he  studied  and  restudied  his 
cases,  and  read  diligently  and  in  several  languages. 
He  spent  the  year  1895  on  the  Continent,  and  spent 
some  time  with  Professor  von  I.eube  at  Wurzburg, 
acting  as  his  special  assistant.  Professor  von  Leube 
was  attracted  to  the  earnest,  unassuming  worker 
and  urged  him  to  remain  as  his  assistant.  While  in 
Wurzburg  he  saw  Professor  Roentgen’s  first  ex- 
periments with  the  rays.  At  the  close  of  his  work 
with  Professor  von  Leube  he  toured  the  Continent, 
and  returned  to  Minneapolis  to  resume  his  practice. 
Working  late  into  the  night  in  order  to  accomplish 
it,  he  translated  Professor  von  Leube’s  Medical 
“Diagnosis,”  a most  valuable  volume,  i 

In  1910  he  returned  to  the  Continent,  giving  his 
attention  entirely  to  the  study  of  pathology  and 
surgery.  On  his  return  he  soon  developed  a large 
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surgical  practice.  Believing  that  the  prime  object 
of  a physician  is  to  be  of  service  to  suffering  hu- 
manity, he  shirked  no  professional  task,  day  or 
night,  regardless  of  weariness  or  weather,  or  of 
financial  returns.  If  he  saw  a possible  opportunity 
to  improve  in  any  way,  he  was  sure  to  add  to  rather 
than  subtract  from  what  he  knew. 

Dr.  Nootnagel’s  recreation  was  found  in  the 
woods.  He  was  an  expert  hunter  and  woodsman, 
taking  keen  delight  in  the  out-of-doors.  He  was 
strong,  true,  and  able,  self-contained  and  reserved. 
His  was  a great  and  kindly  soul. 

Dr.  Nootnagel  died  suddenly  on  his  birthday,  Feb- 
ruary 28th  1929,  at  his  home  in  Minneapolis,  905 
West  48th  Street.  Surviving  him  are  his  wife,  a 
daughter  (Mrs.  H.  W.  Spink  of  Kansas  City),  and 
a son,  Philip  Cedric  Nootnagel,  of  Fort  Bragg, 
North  Carolina. 

For  many  years  Doctor  Nootnagel  had  been  a 
member  of  the  Minnesota  Academy  of  Medicine 
and  one  of  its  active  workers,  a man  recognized  for 
his  worth  and  high  standing  in  the  profession  and 
for  his  progressive  ideas  in  medicine,  and  his  loss 
will  be  keenly  felt  by  the  Academy.  He  will  be 
greatly  missed. 

The  Committee:  W.  A.  Jones,  M.D. 

H.  A.  H.  Bouman,  M.D. 

J.  W.  Bell,  M.D.,  Chairman 

The  scientific  program  of  the  evening  was  as 
follows : 

Dr.  H.  E.  Robertson  (Rochester)  gave  a talk 
on  “Clinical-Pathological  Conferences”  and  the 
method  of  conducting  these  conferences  at  the 
Mayo  Clinic. 

DISCUSSION 

Dr.,  A.  C.  Strachauer  (Minneapolis)  : The  experi- 
mental work  of  Dr.  F.  C.  Wood  at  the  Crocker  In- 
stitute, New  York,  also  gives  evidence  of  the  re- 
sistance of  the  lung  to  metastasis  following  the 
daily  gentle  massage  of  transplanted  tumors  in  rats. 
The  incidence  of  pulmonary  metastasis  in  the  mas- 
saged group  was  very  greatly  increased  over  the 
group  of  control  cancer  rats  in  which  the  lesion 
was  not  massaged.  In  addition,  the  rats  killed,  and 
autopsied  fairly  early  after  massage  of  the  lesion, 
showed  a very  much  larger  number  of  cancer  cells 
and  metastases  in  the  lungs  than  in  the  massage 
rats  which  were  killed  and  autopsied  at  a later  date. 
The  vibratory  action  of  the  lung  incident  to  respira- 
tory function  was  considered  in  part  responsible 
for  the  “non-takes.” 

Dr.  W.  F.  Braasch  (Rochester)  : Metastases  to 
the  lungs  with  hypernephroma  may  act  differently 
than  the  usual  metastases.  In  a case  recently  re- 
ported by  Dr.  Bumpus  the  patient  had  been  oper- 
ated on  for  hypernephroma  a year  previously,  and 
on  making  a roentgenogram  of  the  chest  metastases 
were  visible  scattered  throughout  the  lungs.  He 
was  given  a thorough  course  of  Roentgen  ray  ther- 
apy, and  the  metastases  disappeared.  A report  from 
the  patient  a year  later  states  that  he  is  alive  and 
quite  well.  I do  not  wish  to  infer  that  this  would 
be  possible  very  often;  however,  as  a rule  where 
multiple  pulmonary  metastases  occur  with  hyper- 


nephroma the  patient  does  not  live  more  than  a few 
months.  Metastases  with  hypernephroma  occur 
most  commonly  in  the  lungs.  They  may  cause  no 
clinical  symptoms  and  are  overlooked  unless  roent- 
genograms of  the  chest  are  made  routinely  with 
every  case  of  hypernephroma. 

Dr.  W.  F.  Braasch  (Rochester)  gave  a talk 
and  showed  a large  series  of  X-ray  films  demon- 
strating “Variations  in  Type  of  Duplications  of 
the  Renal  Pelvis  and  Ureter.” 

DISCUSSION 

Dr.  S.  E.  Sweitzer  (Minneapolis)  : I have  gotten 
completely  out  of  this  sort  of  work,  but  Dr. 
Braasch’s  presentation  is  so  beautiful  that  it  made 
me  think  of  the  work  we  did  years  ago.  Apparently 
we  were  just  on  the  threshold  of  urology  at  the 
time,  and  we  did  not  know  very  much  about  it.  To- 
night we  see  this  wonderful  exposition  of  the  work 
of  Dr.  Braasch,  and  I think  he  is  to  be  congratu- 
lated. 

Dr.  C.  B.  Wright  (Minneapolis)  : I would  like 
to  ask  how  frequently  this  anomaly  occurs? 

Dr.  Braasch  : I think  Dr.  Robertson  can  probably 
answer  that  more  accurately  than  I can. 

Dr.  Robertson:  I should  guess  that  in  about  one 
per  cent  we  have  anomalies  of  'the  urinary  tract, 
and  duplication  of  the  renal  pelvis  in  possibly  half 
of  these. 

Dr.  Braasch  : I should  guess  the  same.  Patho- 
logical complications  are  observed  in  possibly  10  or 
15  per  cent  of  these. 

Dr.  J.  T.  Christison  (St.  Paul)  : I would  like  to 
ask  Dr.  Braasch  how  many  of  these  cases  of  pyelo- 
cystitis  we  see  in  children  may  be  due  to  anomalies 
of  the  kidney? 

Dr.  Braasch  : In  recent  years  both  urologists  and 
pathologists  have  demonstrated  that  anomaly  in  the 
urinary  tract  is  quite  commonly  the  cause  of  chronic 
urinary  infection  in  children.  This  is  particularly 
true  with  infections  that  do  not  clear  up  with  the 
usual  treatment. 

Dr.  A.  Schwyzf.r  (St.  Paul)  : This  astounding  ma- 
terial of  duplication  of  the  ureter  and  kidney  is 
surely  a most  pretty  demonstration  of  the  subject. 
Dr.  Braasch  mentioned  that  in  some  cases  of  dupli-  I 
cation  of  the  ureter  with  hydronephrosis  of  the 
upper  pelvis  a resection  of  this  part  of  the  kidney 
was  done  with  preservation  of  the  remainder  of  the 
kidney.  In  one  case  of  duplication  of  the  pelvis 
with  hydronephrosis  of  the  upper  separate  pelvis 
I was  able  to  make  a union  between  the  two  pelves 
through  a nephrotomy  wound  over  the  convexity  of 
the  kidney.  The  symptoms  were  relieved  by  this. 
To-day  it  is  twelve  years  since  that  operation,  and 
the  man  is  working  every  day  and  has  had  no  re- 
currence of  his  former  pain.  Previous  to  the  opera-  ] 
tion,  attacks  of  severe  pain  had  come  on  every  four 
to  six  months  for  the  last  three  or  four  years. 
Whether  or  not  that  upper  part  is  functioning,  I 
cannot  say. 

In  another  case  we  had  an  oval  sac  at  the  upper 

pole  of  the  kidney.  It  was  the  size  of  a goose  egg. 

■ 
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It  was  a rarity  through  the  fact  that  there  was  no 
communication  between  the  kidney  parenchyma  and 
this  upper  pelvis.  The  case  was  not  clear  at  opera- 
tion, hut  the  nephrectomy  specimen  showed  that  no 
tubules  opened  into  this  sac.  The  upper  one  of  the 
two  ureter  buds  thus  had  failed  to  find  its  union 
with  the  nephrogenic  tissue  which  forms  the  glom- 
eruli and  the  upper  portion  of  the  tubules. 

Dr.  Braasch:  Your  own  Dr.  Foley  has  done  a lot 
of  work  in  the  field  of  anomalies  of  the  urinary 
tract.  Xot  long  ago  he  described  several  plastic  op- 
erations on  duplicated  kidney,  and  one  in  particular, 
namely,  uretero-ureterostomy,  was  extremely  origi- 
nal. Much  credit  should  be  given  him  for  his  pro- 
gressive work.  I am  sorry  that  he  is  not  here  to 
discuss  this  paper. 

Dr.  D.  C.  Balfour  (Rochester)  read  a paper, 
illustrated  with  numerous  lantern  slides,  on  “The 
Problem  of  Recurring  Ulcers.” 

DISCUSSION 

Dr.  Gustav  Schvvyzer  (Minneapolis)  : I am  very 
glad  to  have  seen  the  illustration  of  these  cases.  It 
will  help  us  a good  deal  to  have  received  such  valu- 
able instruction. 

That  ulcer  of  the  stomach  can  occur  without  any 
symptoms  became  clear  to  me  when  I saw  a post- 
mortem on  one  of  my  colleagues  years  ago  where 
we  found  an  ulcer  of  the  stomach  of  the  size  of  a 
half-dollar  in  a young  man  who  had  never  com- 
plained of  any  stomach  trouble. 

This  morning  I operated  on  a 70-year  old  man 
who  had  symptoms  of  duodenal  ulcer,  loss  of 
weight,  severe  pain,  and  some  obstruction  in  the 
pylorus.  I wondered  when  I saw  the  ulcer  if  it 
would  indicate  to  some  extent  a carcinomatous 
growth.  I examined  the  liver,  pancreas,  and  the 
whole  abdomen,  but  there  was  no  trace  of  any 
malignancy  to  be  found,  so  I decided  to  make  a 
gastro-enterostomy.  The  thought  came  to  me  in 
regard  to  the  so-called  graded  operation  which  may 
come  into  consideration  later  on  with  this  same 
man.  I would  think,  with  X-ray  examination  from 
time  to  time,  we  would  be  able  to  see  whether  or 
not  the  ulcer  is  subsiding  or  increasing  or  has  car- 
cinomatous symptoms.  I thought  in  a man  of  his 
age  I would  do  a gastro-enterostomy.  I would  like 
to  consult  Dr.  Balfour  and  see  what  his  opinion  is 
in  this  case. 

In  1923  a man  came  to  us  with  gastric  symptoms. 
X-ray  showed  that  he  had  a duodenal  ulcer,  with 
a history  twenty  years  previous  to  that  time.  He 
gave  up  his  work  and  had  gone  to  a farm,  thinking 
he  could  remedy  his  trouble.  In  1923  we  put  him 
on  a diet,  and  he  was  in  the  hands  of  an  internist. 
His  teeth  were  taken  care  of — in  fact  they  were  all 
extracted;  the  tonsils  were  removed;  and  the  man 
was  getting  along  fairly  well  until  April,  1926,  when 
he  was  brought  to  us  in  the  night  with  perforation 
of  that  ulcer  of  the  duodenum.  We  closed  the  ulcer 
with  three  purse-string  sutures  and  made  an  anterior 
gastro-enterostomy  with  entero-anastomosis.  The 
patient  recovered  splendidly  and  apparently  be- 
came quite  well;  he  was  able  to  take  up  his  work 
again  as  streetcar  motorman.  Six  months  later, 
that  is,  in  October,  1926,  he  came  back  with  a sec- 


ond perforation,  this  time  from  a jejunal  ulcer. 
At  that  time  the  rigidity  was  in  the  left  upper  ab- 
dominal region  side.  The  ulcer  was  just  a little 
below  the  “stoma”  in  the  afferent  shank  of  the 
gastro-enterostomy.  We  excised  the  ulcer  and  lie 
made  a rapid  recovery.  He  followed  his  usual  ulcer 
diet  again  when  at  home;  and  we  might  say  here 
that  he  is  a man  who  does  not  smoke  or  drink,  and 
follows  medical  advice  to  the  letter.  For  two  years 
he  was  well,  but  last  fall  (1928)  he  again  began  to 
have  symptoms  of  stomach  distress  and  a few  weeks 
later,  that  is,  in  November,  1928,  he  came  to  us 
with  his  third  perforation,  another  jejunal  ulcer  a 
little  above  the  site  of  the  former  one.  Now  came 
the  question  what  to  do.  We  figured  that  by  this 
time  the  pylorus  would  be  sufficiently  open  for  nor- 
mal outlet.  This  could  not  be  controlled  accurately 
from  the  outside.  We  decided,  therefore,  to  en- 
large the  ulcer  to  let  the  examining  finger  pass 
into  the  stomach  and  through  the  pylorus.  We 
found  the  latter  wide  enough  open  to  let  the  end 
phalanx  of  the  examining  finger  through.  We 
therefore  decided  to  undo  the  former  gastro-enter- 
ostomy by  excising  the  “stoma”  together  with  the 
ulcer.  This  is  done  by  resection  between  two 
clamps,  the  one  on  the  stomach  and  the  lower  one 
on  the  proximal  and  distal  shank  of  the  jejunum 
sufficiently  below  the  ulcer  region.  The  man  left 
the  hospital  three  weeks  later  and  has  been  feeling 
well  ever  since,  having  gained  twenty-six  pounds 
to  date  since  leaving  the  hospital  shortly  before 
Christmas,  1928. 

It  may  be  of  interest  to  state  that  the  acidity 
test  in  December  was  72  free  HC1  and  91  total; 
while  about  a half  month  later,  in  January,  1929, 
it  was  51  free  HC1  and  67  total  acidity.  We  have 
added  to  his  strict  ulcer  diet  a powder  which  the 
patient  takes  after  each  meal.  The  powder  con- 
sists of  sodium  bicarbonate,  magnesium  oxide,  and 
bismuth  subcarbonate. 

I would  like  to  hear  from  Dr.  Balfour,  whether 
he  thinks  we  were  possibly  too  conservative  in  the 
case  of  the  old  gentleman  mentioned  above  on 
whom  we  did  a gastro-enterostomy. 

Dr.  A.  T.  Mann  (Minneapolis)  : I think  we  are 
very  greatly  indebted  to  Dr.  Balfour  for  the  beauti- 
fully clear  demonstration  which  he  has  given.  I 
always  greatly  enjoy  hearing  Dr.  Balfour  because, 
while  he  is  bold,  he  is  conservative  in  his  boldness, 
and  I think  he  must  have  fewer  things  to  retract 
than  most  men.  This  has  been  so  beautifully  done 
that  there  are  very  few  points  I should  care  to  go 
over.  There  is  one  suggestion:  The  secondary  op- 
erations are  quite  rare.  If  they  recurred  more  often 
than  they  do,  I think  possibly  we  might  be  tempted 
to  do  more  anterior  gastro-enterostomies  at  the 
time  of  the  original  operation.  In  going  through 
the  mesentery  of  the  transverse  colon,  in  the  pos- 
terior operation,  the  area  of  anastomosis  is  cer- 
tainly very  close  to  the  vessels  which  supply  the 
loop  of  the  transverse  colon,  and  it  is  not  always 
an  easy  thing  to  undo  that  area  of  adhesion  with- 
out interfering  with  the  blood  supply  in  some  way 
and  possibly  inducing  thrombosis  in  spine  of  those 
veins  afterwards,  which  might  necessitate  a rather 
hasty  operation  afterwards  for  the  resection  of 
that  portion  of  the  bowel  not  supplied  by  the  nor- 
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mal  blood  supply. 

The  other  point  I want  to  mention  is  more  one 
of  diagnosis,  and  that  is:  I think  we  sometimes  have 
a great  deal  of  difficulty  in  throwing  out  a diagnosis 
of” chronic  cholecystitis.  In  following  these  cases 
of  chronic  cholecystitis,  and  in  the  results  which 
we  got  in  the  early  days  of  our  experience,  we 
found  that  we  could  not  tell  whether  or  not  we 
had  a chronic  cholecysitis,  and  I know  that  a num- 
ber of  our  cases  had  been  diagnosed  as  chronic  ul- 
cers and  had  been  run  through  by  different  groups 
of  men,  and  some  of  them  had  been  run  through 
by  two  or  three  groups,  and  all  of  them  made  a 
diagnosis  of  ulcer,  and  no  ulcer  was  found.  On 
the  other  hand,  two  of  our  cases  demonstrated  to 
be  chronic  cholecystitis  had  previously  been  opened 
and  the  gall-bladder  looked  at  and  the  abdomen 
sewed  up,  with  the  feeling  that  the  diagnosis  had 
been  wrong— that  it  had  not  been  a chronic  chole- 
cystitis case.  One  of  them  I did  myself,  and  the 
other  was  done  by  another  man.  Both  of  these  pa- 
tients I operated  on  a second  time  two  years  later. 
The  laboratory  findings  were  of  chronic  cholecysti- 
tis. Therefore,  it  is  not  always  easy  to  say  whether 
a case  is  one  of  ulcer  or  one  of  chronic  cholecystitis. 

Dr.  C.  B.  Wright  (Minneapolis)  : Every  time  I 
hear  Dr.  Balfour  or  see  him  operate,  I regret  that 
I am  not  a gastric  surgeon.  He  makes  his  work 
look  so  simple.  I was  pleased  to  hear  him  emtiha- 
size  the  tendency  of  ulcers  to  recur.  In  the  Out- 
Patient  Department  of  the  University  and  in  pri- 
vate practice  this  tendency  for  ulcers  to  recur  after 
any  form  of  treatment,  medical  or  surgical,  is  con- 
stantly brought  to  our  attention.  Why  do  ulcers 
recur?  Is  it  something  in  the  individual’s  habits, 
dietetic  or  otherwise;  or  is  it  in  the  nervous  make- 
up? Hurst  and  others  have  advanced  the  theory 
that  there  are  certain  individuals  predisposed  to 
ulcers,  the  so-called  “ulcer  diathesis.”  It  may  be 
that  mild  infection  has  not  received  the  attention 
it  deserves  as  a causative  factor  in  recurrent  ulcer. 

In  this  regard  I wish  to  mention  two  cases  I 
saw  this  winter.  One  of  these  cases  I had  treated 
in  1924  for  ulcer  with  severe  hemorrhage.  The  pa- 
tient said  he  had  had  ulcer  symptoms  for  fortv 
years  before  I saw  him,  without  knowing  the  cause. 
The  result  was  excellent  after  his  medical  treat- 
ment, largely,  in  mv  opinion,  due  to  the  fact  that 
he  had  the  right  kind  of  a wife  who  was  a good 
rook,  and  who  had  authority  enough  to  maintain 
his  schedule.  He  was  well  up  to  Christmas  of  last 
year,  when  he  developed  a severe  attack  of  la 
grippe.  Two  weeks  later  his  ulcer  opened  and  he 
had  another  profuse  hemorrhage. 

Another  man  had  a gastro-enterostomv  twenty- 
five  years  ago.  He  has  had  several  attacks  of  bleed- 
ing since  and  also  attacks  of  functional  obstruction. 
The  last  three  years,  however,  he  has  been  well. 
This  winter  he  had  an  attack  of  la  grippe,  and  in 
about  ten  days  his  ulcer  again  began  to  bleed. 

Careful  investigation  of  each  individual  case  with 
the  idea  in  mind  of  trying  to  explain  the  recurrence 
of  ulcer  might  be  of  help.  More  and  more  emphasis 
should  certainly  be  placed  on  the  careful  follow-up 
of  cases  treated,  either  surgically  or  medically,  and 
the  necessity  for  careful  supervision  for  a long 


period  of  time  should  be  impressed  on  the  patient. 

Dr.  J.  F.  Hammond  (St.  Paul)  : I would  like  to 
ask  Dr.  Balfour  in  what  percentage  of  duodenal 
ulcers,  when  they  are  diagnosed,  would  he  advise 
surgical  treatment? 

Dr.  A.  R.  Colvin  (St.  Paul)  : It  seemed  to  me  the 
two  points  which  Dr.  Balfour  stressed  were  the 
healing  by  medical  treatment  and  that  surgery  does 
not  cure  as  many  ulcers  as  we  used  to  think  it  did. 

I want  to  report  briefly  three  cases.  The  two 
first  ones  were  cases  in  which  I had  done  a gastro- 
enterostomy fourteen  and  thirteen  years  before,  re- 
spectively. Both  patients  had  a happy  time  for 
thirteen  and  fourteen  years  and  thought  they  were 
cured.  Suddenly,  they  almost  bled  to  death,  with- 
out previous  symptoms. 

The  other  case  was  that  of  a perforated  duodenal 
ulcer,  which  I saw  about  a year  ago  and  operated 
on,  just  suturing  the  perforation.  Just  one  year 
later  the  ulcer  perforated  in  the  same  place  and 
was  sutured,  a gastro-enterostomy  also  being  made. 

While  these  recurring  cases  do  not  deter  us  from 
operating  for  ulcers,  in  conjunction  with  the  fact 
that  according  to  Dr.  Balfour’s  statistics  just  given 
about  18  per  cent  get  well  under  medical  treatment, 
a very  critical  selectiveness  of  operative  cases  is 
called  for. 

Dr.  Strachauer:  Dr.  Balfour’s  discussion  and  pre- 
sentation of  statistics  of  the  poor  results  following 
the  surgical  treatment  of  ulcer  are  of  the  greatest 
value  on  account  of  their  reliability.  The  operative 
procedure  in  gastric  surgery  has  been  so  standard- 
ized, comparatively  speaking,  and  is  of  such  mag- 
nitude, that  it  is  more  important  to  study  the  poor 
lesults  than  the  successes.  However,  the  results 
from  the  surgical  treatment  of  ulcer  are  outstand- 
ingly and  eminently  successful.  It  is  extremely  im- 
portant that  an  audience  of  general  practitioners 
should  understand  that  these  unfortunate  results 
are  of  rare  occurrence,  and  that  the  great  majority 
of  cases  are  successful.  I think  Dr.  Balfour  should 
give  us  some  statistical  evidence  to  that  effect. 
Having  done  most  of  the  gastric  surgery  at  the 
University  Hospital,  for  the  past  number  of  years, 
and  based  on  a rather  large  experience  in  this  field, 
1 am  pleased  to  be  able  to  state  that  I know  of  only 
two  cases  of  gastrojejunal  ulcer  which  developed 
in  my  series.  I think  it  is  important  for  us  to 
know  just  how  rare  these  occurrences  are. 

Dr.  C.  N.  McCloud  (St.  Paul)  : I would  like  to 
have  Dr.  Balfour  touch  upon  the  question  of  insur- 
ance in  these  cases  if  he  would.  Some  years  ago 
the  New  York  Life  Insurance  Company  sent  sta- 
tisticians to  make  an  investigation  of  duodenal  ul- 
cer cases  operated  on.  On  the  basis  of  their  find- 
ings given  out,  the  companies  have  been  led  to  ex- 
ercise leniency  in  these  cases.  I wondered  if  later 
statistics  would  prove  that  they  were  in  error. 

Dr.  Strachauer:  In  considering  the  subject  of 
recurrence  of  ulcer  it  is  extremely  important  to  re- 
member the  multiplicity  of  ulcers;  that  is,  that 
ulcers  in  the  duodenum  and  stomach  are  not  in- 
frequently multiple  and  occasionally  co-exist  in  both 
organs.  These  ulcers,  particularly  those  in  the 
posterior  wall  of  the  duodenum,  may  not  be  pal- 
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pable,  and  their  presence  may  be  discovered  only 
on  the  performance  of  duodenostomy  or  gastrosto- 
I my,  or  in  the  specimen  after  resection.  Therefore, 
some  of  the  so-reported  recurrences  may  be  an 
ulcer  that  was  overlooked  at  the  time  of  operation. 

Dr.  Balfour  (closing)  : In  answering  Dr. 

[ Schwyzcr’s  inquiry  about  the  patient  70  years  of 
j age:  If  the  lesion  is  benign,  1 would  advise  nothing 
I further.  If  there  is  a suspicion  of  malignancy  the 
; patient  or  his  family  should  be  so  advised  and  sec- 
ondary operation  discussed.  The  primary  purpose, 
of  course,  is  to  relieve  the  obstruction. 

Dr.  Mann’s  remarks  on  anterior  gastro-enterosto- 
my  I think  are  very  timely.  It  is  a good  mechani- 
cal operation,  and  it  can  always  be  done  when  you 
are  forced  into  something  other  than  posterior 
gastro-enterostomy.  The  question  of  cholecystic 
I disease  is  a difficult  problem;  and  much  more  diffi- 
I cult  when  there  is  an  ulcer.  The  articles  which  are 
I written  on  the  frequency  of  cholecystitis  with  duo- 
! denal  ulcer  can  be  accepted  with  some  reservations. 

In  regard  to  Dr.  Wright’s  remarks:  If  the  medi- 
cal men  would  realize  that  there  are  a great  many 
of  these  patients  who  can  be  kept  comfortable,  very 
1 much  can  be  accomplished  without  surgery  to  keep 
those  patients  free  of  disability.  There  may  be 
very  little  disability  from  a duodenal  ulcer.  As 
far  as  infection  is  concerned,  in  activating  an  ulcer 
[ there  is  a frequent  relationship. 

Dr.  Hammond’s  question  as  to  the  frequency  of 
operation  is  difficult  to  answer  because  some  patients 
are  advised  to  be  operated  on  and  decline  it,  and 
[ some  patients  rather  over-persuade  the  surgeon  in- 
to an  operation.  A safe  figure  I should  think, 
would  be  about  50  per  cent  of  duodenal  ulcers  seen 
} are  suitable  for  surgical  treatment. 

I was  glad  that  Dr.  Strachauer  answered  Dr. 
Colvin’s  question.  I perhaps  should  have  shown 
some  statistics  which  have  been  very  conclusive  to 
me,  that  is,  the  reports  given  by  physicians  who 
describe  what  degree  of  relief  has  been  given.  I 
know  I looked  up  a group  one  time  and  found 
that  88  per  cent  of  those  physicians  had  satisfactory 
results  from  operation. 

Dr.  McCloud’s  question  as  to  life  insurance  sta- 
tistics brings  up  a very  important  point.  Life  in- 
surance companies  continue  to  accept  patients  who 
have  been  operated  on  for  duodenal  ulcer  as  good 
risks.  The  life  expectancy  of  a man  who  has  been 
operated  on  for  duodenal  ulcer  was  rather  better 
than  the  man  on  the  street;  but  in  gastric  ulcer  the 
subsequent  death  rate  was  about  two  and  a half 
times  greater  than  the  average  population  group. 

| So  far  as  I know  there  has  been  no  change  in  their 
attitude  on  those  cases. 

Dr.  M.  S.  Henderson  (Rochester)  read  a 
paper  on  “Substitution  of  the  Fibula  for  the 
Tibia."  Lantern  slides  were  shown. 

President  McCloud : I wish  to  take  this  op- 
portunity, on  behalf  of  the  members  of  the  Acad- 
emy, to  thank  the  members  of  the  Rochester 
group  for  giving  us  this  most  instructive  pro- 
gram this  evening. 

Dr.  C.  B.  Wright  (Minneapolis)  reported  a 
case  of  aortic  aneurysm  showing  some  unusual 
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features.  X-ray  films  were  shown.  (This  case 
will  be  reported  in  full  at  a later  date.) 

Dr.  Arnold  Schwyzer  (St.  Paul)  demonstrated 
a portion  of  stomach  resection  for  carcinoma 
and  of  the  remnant  of  this  stomach  twenty-four 
years  later  as  found  at  autopsy.  No  recurrence ; 
death  from  apoplexy. 

The  meeting  adjourned. 

Carl  B.  Drake,  M.D.,  Secretary. 


BOOK  NOTICES 


Bedside  Diagnosis.  By  American  Authors.  Edited 
by  George  Blumer,  M.D.,  Clinical  Professor  of 
Medicine,  Yale  University,  School  of  Medicine; 
Attending  Physician  to  the  New  Haven  Hospital. 
Three  octavo  volumes,  totaling  2,820  pages,  con- 
taining 890  illustrations.  Philadelphia  and  Lon- 
do:  W.  B.  Saunders  Company,  1928.  Cloth,  $30.00 
a set.  Separate  desk  index  volume  free. 

This  work  is  in  three  volumes  of  approximately 
nine  hundred  pages  each.  According  to  the  author’s 
preface  the  title  “Bedside  Diagnosis”  was  chosen 
because  in  all  the  contributions,  methods  of  diag- 
nosis by  simple  instruments  and  examinations,  which 
any  physician  can  make  without  extensive  laboratory 
equipment,  are  stressed. 

The  work  is  monographic  in  scope.  The  contrib- 
utors are  all  men  who  are  actively  at  work  in  the 
particular  fields  they  discuss.  What  they  write 
therefore  is  authoritative.  The  work  is  intensely 
practical  from  the  diagnostic  standpoint.  The  articles 
are  well  written  and  to  the  point,  and  the  pictures 
of  disease  are  clean-cut.  There  is  little  pathological 
discussion,  and  nothing  much  is  said  of  treatment. 
In  other  words  there  is  nothing  introduced  which 
would  distract  us  from  the  patient  and  interfere 
with  the  clinical  picture  of  the  disease.  The  clini- 
cal viewpoint  is  emphasized  in  every  section  without, 
however,  omitting  laboratory  procedures  where  nec- 
essary to  make  a diagnosis. 

“Bedside  Diagnosis,”  therefore,  is  a definite  step 
in  advance  for  the  clinician.  The  section  on  infec- 
tions and  intoxication  is  unusually  well  arranged 
and  up  to  date,  also  the  section  on  endocrine  dis- 
turbances. The  gastro-intestinal  section  is  com- 
mendable for  what  it  has  omitted,  dealing?  with  clini- 
cal facts  and  known  clinical  entities,  omitting  all  of 
the  antiquated  methods  of  diagnosis.  Indeed  the 
same  can  be  said  of  all  the  contributions.  There 
are  no  weak  spots  as  far  as  the  reviewer  could  find. 
The  numerous  illustrations  are  well  selected  and 
clear,  and  the  print  is  easy  to  read.  There  is  an 
excellent  index  in  a separate  volume.  I n fact,  both  the 
editor  and  the  publishers  have  done  a first-class  job. 

Medical  men  with  whom  I have  discussed  the 
work  are  unanimous  in  their  praises. 

To  sum  up,  the  outstanding  characteristics  of  the 
work  are  brevity,  accuracy,  and  clearness,  impress- 
ing one  as  a sincere  attempt  to  simplify  diagnosis. 

I have  used  “Bedside  Diagnosis”  a great  deal  in 
routine  work  for  ready  reference  and  consider  it 
a most  up-to-date  and  useful  work. 

— C.  B.  Wright,  M.D. 
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THE  CLEVELAND  CLINIC 
CATASTROPHE 

The  newspapers  all  over  the  country,  or  quite 
generally,  have  devoted  the  front  page  to  the  hor- 
rors of  the  Cleveland  disaster.  The  singular 
thing  is  that  after  publishing  the  news  for  about 
three  consecutive  days  either  the  newspapers  or 
the  hospital  authorities,  or  perhaps  the  public, 
began  to  forget  it,  and  at  the  end  of  a week  one 
saw  nothing  more  of  this  dreadful  item,  and  per- 
haps it  is  just  as  well.  But  that  is  not  so 
strange,  after  all,  as  the  papers  are  waiting  daily 
for  a new  topic  for  conversation  in  order  to 
spread  new  headlines,  and  the  hospital  authori- 
ties very  naturally  would  try  to  suppress  as 
much  as  they  could  of  this  dreadful  news,  know- 
ing the  reflection  would  extend  to  every  hospi- 
tal in  nearly  every  city.  Fortunately,  the  pub- 
lic is  notoriously  forgetful  and  wants  to  dismiss 
all  the  incidents  from  its  mind  that  are  unpleas- 
ant and  painful,  and  certainly  this  was  a very 
painful  happening.  But  we  believe  the  doctors 
have  all  shared  their  sympathy  with  Doctor 
Crile  and  Doctor  Phillips,  men  of  high  standing 
and  known  throughout  the  entire  country  as 
eminent  in  their  qualifications  and  ability.  So 
now  in  all  probability  the  debris  is  being  cleared 


away,  and  gradually  a new  Cleveland  Clinic  will 
arise  on  a more  substantial  basis,  although  it 
is  supposed  that  every  precaution  had  been  taken 
to  prevent  such  a disaster.  But  very  many  phy- 
sicians are  unaware  of  the  possibility  of  a room- 
ful of  films  catching  fire  and  causing  such  tre- 
mendous explosions,  particularly  when  associ- 
ated with  various  gases.  Some  people  in  dis- 
tant parts  of  the  country  explained  the  situation 
to  us  readers,  but  whether  they  knew  anything 
about  the  matter  is  a question.  They  may  specu- 
late on  why  these  things  happen,  but  may  not 
always  know.  Fortunately  for  the  Twin  Cities, 
there  is  no  hospital  here  that  is  without  a pro- 
tected storage  place  for  its  films,  and  very  few 
people  know  of  large  quantities  of  films  stored 
in  any  hospital.  Minnesota  has  a law  which 
prevents  the  storage  of  films  in  a hospital  build- 
ing unless  it  be  on  the  roof  or  near  the  roof  or 
in  some  place  either  outside  of  the  hospital 
proper  or  at  least  remote  enough  to  prevent  any 
possible  danger  to  the  sick  people  in  the  hospi- 
tal. Again,  fortunately,  the  people  forget  all 
about  such  things,  and  they  go  to  the  same  hos- 
pital they  have  always  gone  to  when  they  have 
needed  care  and  attention  and  feel  perfectly  se- 
cure, as  they  well  may  in  any  hospital.  The 
smaller  hospitals  are  not  in  a position  to  take 
films  or  X-ray  pictures,  so  they  have  no  storage 
place  for  films  but  only  when  such  a film  is 
needed  is  it  transferred  from  the  larger  hos- 
pitals to  the  smaller  institutions. 

These  catastrophes  are  not  to  be  looked  upon 
lightly,  but  they  all  lead  in  some  direction  to 
a lesson  for  other  hospitals  inasmuch  as  an  ex- 
ample of  this  kind  will  make  the  authorities 
do  everything  in  their  power  to  make  hospitals 
safe  from  any  kind  of  danger.  The  real  element 
of  safety  is  a closed  room  fitted  with  fireproof 
doors  which  are  automatically  closed,  and  pro- 
vided with  ventilation  or  an  outlet  for  any 
gases  or  destructive  fumes  which  may  arise  in 
the  film  room. 

THE  DISCUSSION  OF  INSANITY 

We  were  led  to  comment  upon  this  from  read- 
ing an  article  in  the  Minneapolis  Star  which  con- 
tains so  many  good  features  we  feel  we  ought 
to  call  further  attention  to  it.  The  article  in 
the  Star  was  headed,  “Let’s  Be  .Sensible  About 
Insanity,”  and  it  is  to  be  hoped  that  the  editorial 
was  read  by  a large  number  of  people  because 
if  there  is  one  thing  that  the  public  does  not 
understand  it  is  the  term  insanity.  The  ma- 
jority of  the  people  look  upon  it  as  a disgrace- 
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ful  term,  when,  as  a matter  of  fact,  it  is  not 
any.  more  disgraceful  than  many  other  diseases, 
and  certainly  not  as  disgraceful  as  having  ty- 
phoid fever,  a curable  and  preventable  disease. 
The  same  may  be  considered  in  diphtheria.  At 
one  time,  some  years  ago,  50  per  cent  of  the 
cases  of  diphtheria  died  for  lack  of  such  pre- 
cautions as  have  since  been  originated  in  France 
through  the  use  of  toxin-antitoxin.  Since  then 
the  death  rate  has  gone  down  very  rapidly  in 
diphtheria,  and  there  is  no  excuse  for  anyone 
dying  of  diphtheria  when  toxin-antitoxin  can 
be  reached,  except  in  the  unusual  case.  At  a 
recent  conference  before  the  Pediatric  Society 
of  America  in  St.  Louis  the  subject  was  dis- 
cussed of  having  a tonsillectomy  done  on  very 
young  children  and  the  statistics  that  were 
brought  forward  proved  that  diphtheria  was  al- 
most unknown  among  children  who  had  had 
their  tonsils  removed ; that  the  reason  for  this 
immunity  had  never  been  worked  out.  Dr. 
Bella  Schick  has  had  the  tonsils  removed  in  a 
large  number  of  children.  Before  and  six 
months  after  operation  for  removal  of  tonsils 
it  was  found  more  than  80  per  cent  of  those 
susceptible  to  diphtheria  before  tonsillectomy 
became  immune  within  six  months  following 
operation.  Dr.  Schick,  however,  cautioned 
against  the  indiscriminate  removal  of  tonsils. 
His  discovery,  he  said,  would  be  of  value  chiefly 
in  indicating  that  children  with  tonsils  removed 
before  might  not  need  the  toxin-antitoxin  treat- 
ment. Many  of  us  will  recall  the  incident  in 
Nome,  Alaska,  where  toxin-antitoxin  was  sent 
out  by  means  of  dog  sleds  to  prevent  a diph- 
theritic outbreak  threatening  one  of  the  outlying 
towns  in  Alaska  at  one  of  the  most  dangerous 
seasons  of  the  year.  The  effort  was  successful, 
and  many  lives  were  saved. 

People  look  upon  insanity  with  abhorrence 
when,  as  a matter  of  fact,  a man  is  no  more 
responsible  for  his  brain  than  for  his  kidneys, 
and  the  same  accidental  disorder  may  occur  in 
one  as  well  as  in  the  other.  So  why  make  a 
mystery  of  it  ? But  the  people  in  general  feel 
that  the  unfortunate  whose  mind  has  become 
deranged  is  possessed  of  the  devil  or  of  evil 
spirits,  instead  of  looking  upon  him  as  a person 
in  poor  health,  suffering  from  a sickness  of  the 
brain  or  a development  in  the  body  which  leads 
to  a disaster  in  the  brain. 

We  wonder  how  many  of  the  people  know 
that  insanity  is  now  looked  upon  as  a very  cur- 
able disease,  consequently  it  ought  not  to  dis- 
tress any  family  should  a member  of  their  family 
develop  insanity.  Yet  in  the  face  of  all  this, 


insanity  is  on  the  increase.  It  has  increased 
about  100  per  cent  in  recent  years.  Our  hos- 
pitals have  increased  in  proportion,  and  we  now 
have  provided  places  for  this  unfortunate  class 
of  patients  where  they  can  be  cared  for  just  as 
other  patients  are  cared  for  in  any  general  or 
special  hospital.  The  difficulty  again  is  that  our 
modern  life  is  growing  more  and  more  complex. 
We  are  living  in  an  age  where  we  are  subjected 
continually  to  more  and  more  mental  stress  and 
worry  and  this,  to  a man  of  unstable  constitu- 
tion, is  a greater  danger  than  we  have  hereto- 
fore considered.  One  who  has  lived  for  some 
time  and  has  seen  the  earlier  conditions  of  the 
insane  is  very  much  impressed  with  the  difference 
in  the  treatment  of  these  people  now  compared 
with  that  of  fifteen  or  twenty  years  ago  and  is 
also  very  much  pleased  to  think  that  the  ma- 
jority of  these  cases  (and  the  word  majority  is 
used  intentionally)  are  curable  if  placed  under 
proper  care  and  in  the  hands  of  an  experienced 
psychiatrist. 

The  most  important  thing,  of  course,  is  the 
early  recognition  of  an  approaching  mental  dis- 
order. Notwithstanding  the  indifference  of  the 
people  to  a proper  understanding  of  mental  dis- 
eases, they  must  be  helped  to  such  an  under- 
standing, as  well  as  made  to  see  that  there  is 
nothing  to  be  ashamed  of  in  having  a mental 
disorder.  Persons  suffering  from  insanity  should 
receive  early  and  scientific  treatment  so  that 
more  patients  might  be  cured.  Insanity,  there- 
fore, is  no  disgrace,  and  not  nearly  so  disgrace- 
ful, as  we  have  said  before,  as  many  of  the  pre- 
ventable diseases. 

There  are  many  unrecognized  forms  of  mental 
trouble,  or  many  forms  of  psychoses,  as  we  phy- 
sicians call  it ; some  of  them  are  extremely 
simple,  and  others  are  more  complicated  and  in- 
curable. Take,  for  instance,  a psychosis  due  to 
an  infection.  If  the  infection  can  be  reached  or 
stopped  and  the  patient  scientifically  cared  for 
he  is  sure  of  recovery.  If  it  is  due  to  an  ex- 
haustion, as  is  commonly  the  case,  and  is  a 
psychosis  of  a mild  type  as  a rule,  one  impor- 
tant thing  is  needed,  and  that  is  rest.  But  we 
sometimes  think  that  rest  means  relaxation  and 
travel.  Rest  means  exactly  what  the  word  indi- 
cates, that  the  patient  should  be  put  in  bed  and 
kept  there  until  he  or  she  is  recovered.  The 
confusing  thing  (confusing  to  physicians,  as 
well)  is  the  former  numerous  classifications; 
there  were  forty-eight  classifications  previously, 
and  now  there  are  but  four  large  groups.  One 
group  is  composed  of  those  psychoses  in  which 
the  disorders  are  largely  psychological  in  na- 
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ture,  and  includes  the  affective,  paranoic,  para- 
noid, schizophrenic,  and  psychoneurotic  disor- 
ders. The  second  group  has  been  mentioned 
above,  the  toxic  psychoses  due  to  abnormal  phys- 
iological conditions  and  includes  what  are  com- 
monly referred  to  as  toxic,  infectious,  and  ex- 
haustive psychoses.  The  third  group  is  called 
organic  psychoses,  composed  of  the  psychoses 
in  which  there  is  an  actual  anatomical  change 
in  the  nervous  system  and  particularly  in  the 
brain.  This  group  includes  those  psychoses  due 
to  injuries,  tumors,  certain  infections  or  condi- 
tions, such  as  cerebro-anteriosclerosis  and  sen- 
ility. The  latter  two  types  are  those  commonly 
known  as  dementia  and  occur  among  those  who 
are  arterially  affected  and  who  have  gradually 
lost  their  minds.  There  is  a term  known  to  the 
people  generally  as  “softening  of  the  brain.” 
Of  course  that  is  purely  a misnomer  because 
very  few  people  see  softening  of  the  brain  ex- 
cept when  there  are  certain  infections  or  injuries 
present.  But  somehow  the  people  like  the  term, 
and  they  should  be  gradually  informed  as  to  its 
unfitness  and  that  it  is  a misnomer.  Perhaps 
the  largest  group  is  that  called  the  constitution- 
ally inferior  group,  which  means  a great  deal, 
and  this  group  is  dependent  upon  the  parentage, 
surroundings,  and  behavior  of  the  parents  to- 
ward the  child  who  may  eventually  become  in- 
sane. These  people  have  personality  deviations, 
and  they,  of  course,  are  due  to  constitutional, 
physical,  intellectual,  or  emotional  defects. 

In  “Essentials  of  Psychiatry,”  by  Dr.  George 
W.  Henry,  he  makes  the  following  comments : 
“Accordingly  all  personality  diseases  or  disor- 
ders are  divided  into  four  large  groups.  One 
group,  which  is  composed  of  those  psychoses  in 
which  the  disorders  are  largely  psychological  in 
nature,  includes  the  affective,  paranoic,  and  para- 
noid, schizophrenic,  and  psychoneurotic  disor- 
ders. A second  group,  called  the  toxic  psy- 
choses, is  composed  of  those  disorders  due  es- 
sentially to  abnormal  physiological  conditions, 
and  includes  what  are  commonly  referred  to  as 
toxic,  infectious,  and  exhaustive  psychoses.  A 
third  group,  called  the  organic  psychoses,  is 
composed  of  those  psychoses  in  which  there  is 
an  actual  anatomical  change  in  the  nervous  sys- 
tem and  particularly  in  the  brain.  This  group 
includes  those  psychoses  due  to  injuries,  tumors, 
certain  infections,  or  conditions  such  as  cerebral 
arteriosclerosis  and  senility.  In  these  conditions 
there  is  an  actual  change  or  destruction  of  es- 
sential structures  in  the  nervous  system.  The 
fourth  group,  called  constitutional  inferiority,  is 
composed  of  those  personality  deviations  which 


are  due  to  constitutional  physical,  intellectual, 
instinctive,  or  emotional  defects.  This  group 
also  includes  those  psychoses  in  which  a consti- 
tutional defect  forms  the  most  conspicuous  char- 
acteristic.” 

THE  NEW  PSYCHOLOGY 

According  to  Dr.  Bernard  Glueck,  a psychi- 
atrist of  New  York,  psychiatry  will  become  one 
of  the  principal  stabilizing  influences  in  inter- 
national politics.  If  that  is  true  we  have  some- 
thing to  look  forward  to,  for  the  new  psychology 
is  very  new  and  differs  entirely  from  that  which 
we  used  to  deal  with  some  time  ago.  It  is  rec- 
ognized now  that  psychology  means  behavior ; 
and  Doctor  Glueck  has  commented  upon  the  use 
of  wealth  and  time,  which  certainly  is  charac- 
teristic of  behavior.  In  Switzerland  and  Ger- 
many, he  thinks,  there  is  a new  movement,  a 
wonderful  movement,  which  will  shape  the  com- 
ing generations  along  vastly  more  liberal  lines. 
We  wonder  how  much  more  liberal  they  can  be. 
Eventually,  the  Doctor  says,  this  education  will 
have  a profound  influence  on  economic  and 
political  relations  throughout  Europe,  and  he  be- 
lieves that  the  coming  generation  in  Germany 
will  be  less  foolishly  aggressive  and  more  inter- 
nationally minded.  Comparing  America’s  men- 
tal problem  to  those  of  Europe,  the  Doctor  says 
that  America  faces  to-day  the  question  of  how 
to  learn  to  use  intellectually  its  leisure  and 
wealth.  The  excessive  use  of  the  two  is  becom- 
ing one  of  the  principal  causes  of  both  individual 
and  social  maladjustment  in  this  country,  he 
stated ; and  he  believes  there  is  a tendency  to 
form  mergers  and  consolidations  in  business 
and  industries  which  bring  problems  to  practic- 
ing psychiatrists.  Sometimes  a merger  (of 
whatever  kind)  takes  away  from  some  very  ac- 
tive and  promising  man  the  opportunity  for  real- 
izing his  greatest  possibilities.  He  becomes  a 
piece  or  a part  of  the  great  machinery  and  at 
times,  perhaps,  feels  that  he  has  not  made  the 
most  of  himself,  which  is  probably  not  an  un- 
common or  infrequent  state  of  mind  for  a man 
to  be  in.  As  he  rides  along  the  road  of  suc- 
cess with  the  coming  generation  he  will  change 
his  mind  many  times  in  regard  to  many  things. 
He  becomes  a chain-store  idealist,  perhaps.  But 
what  becomes  of  his  fellow-men?  They  have 
profited  by  other  business  problems,  wrhile  he  is 
simply  a small  link  in  a great  chain. 

So  one  sees  at  once  that  the  income  of  the 
psychologist  is  coming  to  the  fore.  Let  us  all 
hope  the  psychiatrists  will  be  employed  in  some 
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definite  way.  Most  of  the  doctors,  or  many  of 
them  at  least,  have  enjoyed  an  enormous  amount 
of  leisure  but  without  the  wealth.  Perhaps  even 
this  can  be  psychologically  adjusted,  but  in  what 
i direction  no  one  knows. 

However,  if  we  could  come  back  after  fifty 
or  a hundred  years  and  see  what  the  future  gen- 
erations are  doing  we  would  probably  be  very 
much  amazed  or  very  much  disheartened.  The 
many  things  that  we  do  see  comprise  a very  in- 
effective operative  scheme.  It  would  be  inter- 
esting to  watch,  too,  the  varying  attitudes  to- 
ward hygiene,  public  or  private  welfare  work, 
and  other  psychological  studies  to  improve  the 
national  dreams.  We  seem  still  to  be  in  the  un- 
settled age.  We  do  not  know  what  we  are  going 
to  do  or  how  things  are  going  to  turn  out  except 
as  we  lay  by  a store  not  only  of  knowledge  but 
of  wealth  and  know  how  to  use  both  of  them. 


IN  MEMORIAM — R.  L.  MURDY,  M.D. 

Dr.  Robert  Lincoln  Murdy,  who,  in  his  thirty- 
six  years  of  practice  in  northern  South  Dakota 
had  touched  the  lives  and  hearts  of  thousands 
of  its  citizens,  passed  away  at  Lincoln  Hospital, 
Aberdeen  S.  D.,  on  April  30.  Death  came  from 
a blood  poisoning  attack  which  started  from  a 
slight  scratch  sustained  while  performing  an  op- 
eration. 

A slight  rally  Monday  night  led  the  anxious 
public  to  have  hope  for  a recovery,  but  the  fatal 
septicemia  had  obtained  its  grip,  and  through 
the  morning  hours  his  condition  became  rapidly 
worse. 

First  symptoms  of  the  disease  were  noticed  by 
Dr.  Murdy  a week  ago  Sunday,  and  on  Tuesday 
he  was  confined  to  the  Lincoln  Hospital. 

Through  founding  the  Aberdeen  Clinic  and 
Lincoln  Hospital,  Dr.  Murdy  became  the  main 
figure  in  the  remarkable  hospital  growth  in 
Aberdeen  and  northern  South  Dakota,  and  was 
ranked  as  one  of  the  state’s  ablest  surgeons,  as 
well  as  one  of  the  best  beloved  citizens  in  the 
community. 

Dr.  Murdy’s  untimely  death  at  the  age  of  59 
years  came  as  a severe  shock  to  the  community 
where  he  had  active  contacts  in  practice  or  so- 
cially with  nearly  every  citizen. 

Surviving  are  his  wife ; a son,  Dr.  Robert  C. 
Murdy,  also  at  the  Aberdeen  Clinic ; a daughter, 
Mrs.  Karl  E.  (Bernice)  Luger,  of  Albany,  N. 
Y. ; two  brothers,  A.  C.  Murdy,  of  Ho  ven,  and 
John  of  California;  a sister,  Alice,  living  in 


Iowa;  and  Dr.  B.  C.  Murdy,  a nephew,  practic- 
ing in  Aberdeen. 

Dr.  Murdy  was  born  in  Green  County,  Penn., 
on  March  31,  1870,  and  took  for  his  wife,  Miss 
Pearl  Colliver,  at  the  family  home  in  Iowa,  in 
1896,  several  years  after  starting  practice  in 
South  Dakota.  He  was  graduated  from  the 
Missouri  Medical  School  and  for  postgraduate 
work  attended  several  schools  in  the  United 
States,  and  twice  visited  the  world  famous  clinics 
at  Vienna  in  Austria. 

Arriving  in  Bowdle,  in  1893,  after  a short 
practice  with  Dr.  B.  C.  Murdy’s  father  at  Fort 
Madison,  Iowa,  Dr.  Murdy,  then  a young  sur- 
geon out  of  college,  became  associated  with  Dr. 
I.  A.  Edward,  a prominent  physician  of  Bowdle 
in  the  earlier  days.  Later  he  moved  to  Mound 
City  where  he  had  an  independent  practice  for 
several  years,  and  in  1896  came  to  Aberdeen 
and  became  associated  with  Dr.  L.  F.  Diefen- 
dorf. 

Several  years  later  he  became  associated  with 
the  late  Dr.  C.  E.  McCauley,  and  the  two  en- 
joyed a large  practice.  Due  to  Dr.  Murdy’s 
efforts,  the  Aberdeen  Clinic  was  opened  on 
March  1,  1920,  and  October  of  the  same  year 
the  Lincoln  Hospital,  also  standing  as  a monu- 
ment to  his  untiring  energy  and  zeal,  was  opened 
to  the  public. 

Dr.  Murdy  was  a charter  member  of  the 
American  College  of  Surgeons,  past  president  of 
the  State  Medical  Association,  founder  with  D. 
L.  Braskamp  of  the  State  Hospital  Association, 
and  father  of  the  Aberdeen  Clinic  and  Lincoln 
Hospital.  He  was  also  affiliated  with  the  Elks, 
Kiwanis,  Chamber  of  Commerce,  and  the  Aber- 
deen Country  Club. 

RESOLUTIONS  OF  THE  ABERDEEN  DIS- 
TRICT MEDICAL  SOCIETY,  UPON  THE 
DEATH  OF  DR.  R.  L.  MURDY 

Whereas,  Almighty  God  has  seen  fit  to  take  from 
our  midst  Dr.  Robert  Lincoln  Murdy,  and 

Whereas  we,  the  physicians  and  surgeons  of  the 
District  of  Aberdeen  Medical  Society,  feel  that  the 
physicians  of  the  Northwest  have  suffered  the  loss 
of  an  eminent  brother  and  distinguished  colleague, 
who  was  recognized  as  one  of  the  leaders  in  his 
profession  in  this  state  for  many  years,  and  who, 
by  his  active  participation  in  the  affairs  of  the  Dis- 
trict and  State  societies  has  rendered  great  service, 
and  aided  in  the  advancement  of  medical  science; 
and. 

Whereas,  by  his  close  attention  to  the  duties  of 
his  profession,  he  has  relieved  the  .suffering  of 
countless  numbers  of  grateful  patients,  and  has, 
by  his  unselfish  devotion  to  the  best  tenets  of  our 
profession,  endeared  himself  to  thousands  of  the 
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citizens  of  our  state  and  this  community,  and  ad- 
vanced the  interests  of  the  medical  profession  to 
an  unusual  degree,  and, 

Whereas  his  sincerity,  integrity,  and  love  of  hu- 
manity have  established  in  the  hearts  and  minds 
of  his  many  acquaintances  and  friends,  a monument, 
which  shall  endure  as  long  as  memory  shall  last, 
Therefore  be  it  resolved,  that  we,  his  brother 
physicians,  deeply  deplore  his  untimely  passing  and 
extend  our  heartfelt  sympathy  to  his  family;  to  the 
staff  of  Lincoln  Hospital;  to  his  associates  in  the 
profession,  and  to  the  community  at  large,  and, 

Be  it  further  resovled,  that  a copy  of  these  reso- 
lutions be  sent  to  his  family;  a copy  spread  on  the 
minutes  of  the  Society  and  a copy  furnished  the 
press. 

By  the  Committee — 

John  A.  Adams 

Willard  A.  Bates 

Merlin  C.  Johnston,  Chairman 


NEWS  ITEMS 


The  physicians  of  Mobridge,  S.  D.,  have 
formed  a clinic. 

Dr.  E.  H.  Schaaf,  of  Minneapolis,  will  visit 
the  European  clinics. 

Dr.  A.  E.  Spear  has  moved  from  Belfield,  N. 
D.,  to  Dickinson,  N.  D. 

The  North  Dakota  State  Medical  Association 
meets  in  Fargo  next  week. 

Dr.  C.  T.  Meridith  has  moved  from  Marion, 
N.  D.,  to  Valley  City,  N.  D. 

Dr.  C.  C.  Chatterton,  of  St.  Paul,  has  gone  to 
Europe  for  a couple  of  months. 

St.  Luke’s  Hospital  Training  School  for 
Nurses,  Fargo,  N.  D.,  graduated  a class  of  29 
nurses  last  month. 

Dr.  T.  L.  Chapman,  of  Duluth,  who  has  been 
in  Europe  for  several  weeks  is  expected  home 
this  week. 

Dr.  L.  R.  Gowan,  of  Minneapolis,  and  Miss 
Marguerite  Jane  Lydon,  also  of  Minneapolis, 
was  married  last  month. 

The  Minnesota  Hospital  Association  met  in 
Minneapolis  last  month  with  a good  attendance 
and  attractive  program. 

Dr.  C.  H.  Landers,  a recent  graduate  of  Har- 
vard, has  become  associated  with  Dr.  W.  M. 
Lancaster,  of  Wahpeton,  N.  D. 

Dr.  E.  C.  Stone,  of  Minot,  N.  D.,  has  moved 
into  new  cpiarters,  sufficiently  large  to  enable 
him  to  use  them  for  a hospital. 

Dr.  Agnes  D.  G.  Stucke,  of  Garrison,  N.  D., 


has  gone  to  Europe  for  a short  season  of  travel 
and  a course  of  postgraduate  wTork  in  the  clinics 
of  Vienna. 

The  House  of  Delegates  of  the  North  Dakota 
State  Medical  Association  will  meet  in  the  Da- 
kota Clinic  Building,  Fargo,  at  8 p.  M.,  on  Wed- 
nesday, June  5. 

The  Fairview  Hospital  of  Minneapolis  dedi- 
cated its  new  Nurses’  Home  and  Training  School 
building  last  month.  The  building  wras  erected 
at  a cost  of  $200,000. 

Dr.  W.  S.  Broker,  of  Battle  Lake,  Minn, 
has  been  superintendent  of  the  Fair  Oakes  Lodge 
Sanatorium,  succeeding  Dr.  J.  J.  McKinnon, 
who  recently  resigned. 

It  is  announced  that  Dr.  Douglas  P.  Head,  son 
of  Dr.  George  Douglas  Head,  of  Minneapolis, 
and  Miss  Ruth  A.  Cantill,  also  of  Minneapolis, 
will  be  married  on  the  18th  inst. 

The  Austin  (Minn.)  Clinic  has  let  the  con- 
tract for  a new  building  to  be  ready  for  occu- 
pancy by  October  1.  The  clinic  is  composed  of 
the  leading  physicians  of  Austin. 

The  equipment  of  the  former  Roosevelt  Hos- 
pital of  St.  Paul  has  been  purchased  by  the 
Lutheran  Hospital  of  Bemidji,  Minn.  It  is  suf- 
ficient to  equip  a 30-bed  hospital. 

A drive  is  on  in  the  Twin  Cities  to  raise  a 
fund  of  $225,000  to  erect  building  for  a nurses’ 
home  and  training  school  for  Midway  Hospital, 
and  there  is  no  doubt  about  the  result. 

Dr.  J.  E.  LeClere,  of  LeSueur,  Minn.,  died 
last  month  at  the  age  of  61.  Dr.  LeClere  was 
a graduate  of  Laval  LTniversity,  class  of  ’98.  He 
had  practiced  thirty-three  years  in  LeSueui. 

Dr.  J.  D.  Carr,  formerly  assistant  superintend- 
ent of  the  North  Dakota  Hospital  for  Insane, 
has  been  appointed  Superintendent  of  the  State 
Hospital  to  fill  the  unexpired  term  of  Dr.  Guest, 
who  resigned  last  month. 

At  the  annual  meeting  of  the  American  Proc- 
tologic Society,  held  in  Detroit,  Mich.,  last 
month,  Dr.  W.  H.  Fansler,  of  Minneapolis,  was 
elected  president  for  the  current  year.  Dr.  James 
K.  Anderson,  his  associate,  was  elected  to  mem- 
bership. 

Dr.  F.  A.  Allen,  of  Ironton,  Minnesota,  died 
last  month  at  the  age  of  53.  Dr.  Allen  was  a 
graduate  of  the  George  Washington  University 
of  Medicine,  class  of  ’05.  He  located  in  Iron- 
ton  in  1916,  where  he  purchased  the  Cuyuna 
Range  Hospital. 
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Dr.  P.  A.  Walling,  o£  Park  Rapids,  Minn., 
died  last  month  at  the  age  of  79.  Dr.  Walling 
graduated  from  the  University  of  Buffalo  Medi- 
cal School,  class  of  76.  He  was  president  of 
the  Board  of  Directors  of  Lake  Julia  Tubercu- 
losis Sanatorium. 

Drs.  J.  A.  Myers,  F.  L.  Jennings,  and  E.  P.  K. 
Fenger,  and  Miss  Kathryne  Radebangh  (Execu- 
tive Secretary  of  the  Hennepin  County  Tuber- 
culosis Sanatorium)  are  in  Atlantic  City  attend- 
ing the  annual  meeting  of  the  National  Tuber- 
culosis Association. 

Dr.  Hazel  D.  Bonness,  of  Minneapolis,  died 
last  month  at  the  age  of  41.  Dr.  Bonness  gradu- 
ated from  the  Medical  School  of  the  U.  of  M., 
class  of  ’13.  She  did  Red  Cross  work  in  Europe 
during  the  World  War,  and  spent  five  years  in 
child  welfare  work  for  the  Montana  State  Board 
of  Health. 

The  Hillcrest  Surgical  Hospital  (Minneapolis) 
Training  School  of  Nurses  announces  the  es- 
tablishment of  an  annual  scholarship  to  be 
awarded  annually  to  the  graduate  who  has  at- 
tained the  highest  efficiency  in  the  senior  class 
during  the  year.  It  is  to  be  known  as  the  “Bertha 
Matlick  Scholarship,”  so  named  in  honor  of  Miss 
Bertha  Matlick,  Superintendent  of  the  School 
for  a number  of  years. 

The  South  Dakota  Hospital  Association  held 
its  third  annual  meeting  in  Watertown,  S.  D., 
last  month,  and  nearly  every  hospital  in  the  state 
was  represented.  The  meeting  was  an  enthusi- 
astic and  valuable  one,  the  papers  presented  and 
the  discussions  being  exceptionally  informing. 
It  is  probable  that  the  North  Dakota,  Minnesota 
and  Wisconsin  hospitals  will  be  invited  to  form 
a joint  association.  The  following  officers  were 
elected : President,  D.  L.  Braskamp,  Aberdeen ; 
vice-president,.  Dr.  R.  S.  Westaby,  Madison ; 
secretary-treasurer,  Sister  M.  Williams,  Aber- 
deen. 

Dr.  T.  W.  Weum,  of  Minneapolis,  lectured 
before  the  Camp  Release  District  Medical  So- 
ciety, at  Granite  Falls,  Minn.,  on  May  3,  and 
before  the  Lyon-Lincoln  Medical  Society,  at 
Marshall,  Minn.,  May  21.  His  subject  was  ob- 
stetrics, and  the  main  points  of  the  talk  were 
prenatal  care,  hyperemesis  gravidarum,  and  tox- 
emia of  pregnancy.  These  lectures  were  given 
under  the  auspices  of  the  Extension  Division  of 
the  University  of  Minnesota.  Dr.  Weum  also 
announces  that  Dr.  E.  C.  Maeder  is  now  associ- 
ated with  him  in  the  practice  of  obstetrics  and 
gynecology. 


The  Minnesota  State  Medical  Association 

The  annual  meeting  of  the  Minnesota  State  Medi- 
cal Association  was  held  in  St.  Paul  on  May  13,  14, 
and  15,  and  it  was  a notable  meeting  in  several  re- 
spects. It  broke  the  record  for  attendance  in  the 
history  of  the  Association;  and  it  brought  to  the 
Twin  Cities  a group  of  very  distinguished  medical 
men  as  guests  of  the  Association. 

The  entertainment  of  members  of  the  Association 
and  of  their  families  was  characteristic  of  the  St. 
Paul  men,  who  were  born  to  the  manor. 

The  next  annual  meeting  goes  to  Duluth. 

The  following  officers  were  elected  for  the  next 
year,  to  take  office  January  1,  1930:  Pdesirent,  Dr. 
S.  H.  Pioyer,  Duluth;  vice-president,  Dr.  R.  C. 
Farrish,  Sherburn;  second  vice-president,  Dr.  B.  J. 
Branton,  Willmar;  secretary  Dr.  E.  A.  Meyerding, 
(re-elected)  St.  Paul;  treasurer,  Dr.  A.  G.  Schulze, 
St.  Paul;  councilor,  first  district,  Dr.  M.  S.  Hender- 
son, Rochester;  councilor,  second  district,  Dr.  L. 
Sogge,  Windom;  councilor,  ninth  district,  Dr.  W. 
A.  Coventry,  Duluth;  delegates  for  the  A.  M.  A., 
Dr.  C.  B.  Wright,  Minneapolis;  alternate,  Dr.  J.  T. 
Christison,  St.  Paul. 

Meeting  of  the  Rush  Alumni  of  South  Dakota 

The  Rush  Alumni  of  South  Dakota  assembled  at 
the  Y.  W.  C.  A.  in  Mitchell,  Thursdav  noon,  May 
9,  1929. 

We  had  as  Rush  Faculty  guest,  Dr.  M.  H.  Ebert, 
of  the  Department  of  Dermatology,  who  held  a fine 
skin  clinic  in  the  forenoon  and  gave  a fine  lecture 
in  the  afternoon  at  the  State  meeting.  He  gave  us 
an  excellent  talk  as  to  affairs  at  Rush  and  on  the 
University  of  Chicago  quadrangles. 

A letter  and  telegram  were  received  from  Dean 
E.  R.  Irons,  of  Chicago,  extending  to  us  best  re- 
gard and  announcing  that  “the  Chicago  University 
had  determined  to  continue  undergraduate  teaching 
in  Rush  Medical  College,  as  well  as  at  the  Uni- 
versity.” This  news  was  received  with  great  ap- 
plause. 

Note  was  made  of  the  loss  of  our  most  beloved 
member  during  the  past  year,  Dr.  Charles  E.  Mc- 
Cauley, class  of  ’02,  of  Aberdeen,  and  also  of  the 
loss  of  eight  others  since  our  last  meeting. 

Dr.  W.  E.  Ball,  of  Mitchell,  had  arranged  for  the 
fine  luncheon  we  had  at  the  Y.  W.  C.  A. 

Following  is  a list  of  those  present:  Class  of  '86, 
Dr.  F.  H.  Staley  of  Vienna;  class  of  ’93,  Dr.  O.  R. 
Wright  of  Huron;  class  of  ’94,  Dr.  A.  A.  Wipf  of 
Freeman;  class  of  ’95,  Dr.  C.  Flett  of  Milbank; 
class  of  ’95,  Dr.  F.  W.  Freyberg  of  Aberdeen;  class 
of  ’95,  Dr.  C.  L.  Wendt  of  Canton;  class  of  ’96,  Dr. 
M.  C.  Johnston  of  Aberdeen;  class  of  ’97,  Dr.  J.  O. 
Duguid  of  Springfield;  class  of  ’00,  Dr.  A.  S.  Rider 
of  Flandreau;  class  of  ’01,  Dr.  J.  C.  Ohlemacher, 
Vermillion;  class  of  ’02,  Dr.  W.  R.  Ball  of  Mitchell; 
class  of  ’02,  Dr.  L.  N.  Grosvenor  of  Huron;  class  of 
’09,  Dr.  G.  J.  Long  of  Ramona;  class  of  ’10,  Dr. 
J.  F.  McKie  of  Wessington;  class  of  ’ll,  Dr.  A.  A. 
McLaurin  of  Pierre;  class  of  ’16,  Dr.  R.  G.  Mayer 
of  Aberdeen;  class  of  ’17,  Dr.  M.  H.  Ebert  of  Chi- 
cago; class  of  ’18,  Dr.  C.  G.  Lundquist  of  Leola; 
class  of  ’19,  Dr.  G.  W.  Mills  of  Wall;  class  of  ’19, 
Dr.  B.  H.  Unruh  of  Emery;  class  of  ’19,  Dr.  E.  A. 
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Pittinger  of  Aberdeen;  class  of  ’20,  Dr.  J.  H.  Lloyd 
of  Mitchell;  class  of  ’23,  Dr.  M.  W.  Pangburn  of 
Scotland. 

The  Secretary  of  our  Rush  Alumni,  Dr.  L.  N. 
Grosvenour,  ’02  of  Huron,  was  made  the  Presi- 
dent of  the  South  Dakota  State  Medical  Association 
for  the  coming  year  to  meet  at  Sioux  Falls  in  1930. 

L.  N.  G.,  M.D.,  ’02. 


Locum  Tenens 

Wanted  to  take  care  of  general  practice  in  eastern 
North  Dakota  city  for  about  six  weeks,  beginning 
the  latter  part  of  May.  Address  606,  care  of  this 
office. 

North  Dakota  Practice  for  Sale 

A good  practice  in  North  Dakota  and  my  small 
home  for  sale  at  price  of  small  house.  Address  609, 
care  of  this  office. 

Work  Wanted  in  Good  Field 

A locum  tenency  or  assistantship  by  experienced 
physician.  Licensed  in  Minnesota.  Address  615, 
care  of  this  office. 

Physician  Wanted  in  North  Dakota 

We  want  a good  doctor  in,  a.  North  Dakota  town 
of  1500,  and  only  one  doctor  to  better  location  in 
the  state.  Address  616,  care  of  this  office. 

General  Surgeon  Wanted 

A general  surgeon,  about  30  years  of  age,  is 
wanted.  He  must  be  right.  Can  offer  reasonable 
inducements.  Iron  Range.  Address  604,  care  of 
this  office. 

Practice  for  Sale 

Country  practice  for  sale  in  central  Minnesota; 
office  and  equipment.  Nothing  for  good  will.  Big 
territory  in  lake  region.  Little  cash  will  handle. 
Address  614,  care  of  this  office. 

For  Sale  or  Rent 

Six  room,  modern,  California  bungalow  and  three- 
car  garage.  A charming  place  on  Phelps  Island, 
Lake  Minnetonka.  Call  Colfax  9124  at  8 a.  m., 
or  write  L.  Cussler,  Jr.,  4015  Colfax  Avenue  South, 
Minneapolis. 

Physicians  Wanted 

In  a fine  Minneapolis  location  for  a general  prac- 
titian.  Splendid  office  room  and  very  reasonable 
rent.  One  of  the  best  locations  in  North  Minne- 
apolis. Full  co-operation.  Inquire  of  Kadleck  and 
Danck,  Druggists,  625  Plymouth  Ave.  North. 

Physician  Wanted 

I wish  to  get  a doctor  to  take  care  of  my  practice 
during  my  absence  beginning  June  15,  and  at  least 
three  weeks.  Will  pay  $50  per  week.  Board  and 
room  and  car  furnished.  Also  transportation  from 
Minneapolis.  Address  612,  care  of  this  office. 

Practice  for  Sale 

Excellent  practice  in  city  of  5,000  in  North  Da- 
kota, County  Seat;  N.  P.  division  point.  Best  of- 
fice location  in  the  city.  Well  established  practice 


for  11  years.  No  property  to  sell.  Reasonable  pay 
asked  for  introduction.  Address  599,  care  of  this 
office. 

Locum  Tenens  Wanted 

A physician  is  wanted  to  take  charge  of  my  gen- 
eral city  and  country  practice  in  southern  Minne- 
sota town  for  six  weeks  beginning  about  July  15. 
Must  have  a Minnesota  License.  Salary  $150.00  per 
month  including  board  and  room.  Address  603, 
care  of  this  office. 

$18,000  Practice  for  Sale 

Well  established  general  practice  in  city  of  5,000 
in  western  Minnesota;  community  hospital;  ideal 
location  to  do  well  at  once.  Will  sell  practice  to  a 
physician  purchasing  part  or  all  of  office  equipment 
and  will  introduce  successor  thirty  to  sixty  days. 
Reason  for  selling,  moving  to  California.  Address 
607,  care  of  this  office. 

Work  Wanted 

By  a 1927  graduate  of  the  University  of  Minne- 
sota who  has  worked  as  interne  and  assistant  in 
three  city  hospitals  and  practiced  about  one  year 
in  the  country.  Desires  a good  general  practice, 
a fellowship,  an  assistantship,  or  a long  locum 
tenency.  Age  26  and  unmarried.  Address  600, 
care  of  this  office. 

Locum  Tenens  Wanted 

For  period  of  about  one  month  commencing  about 
June  25.  Southeastern  North  Dakota.  Modern  of- 
fice, nurse  assistant.  Good  roads.  Physician  mar- 
ried and  with  own  auto  preferred.  Will  furnish  use 
of  residence  to  married  couple.  Willing  to  pay  any 
reasonable  salary  or  per  diem.  Reply  at  once.  Ad- 
dress 611,  care  of  this  office. 

Practice  for  Sale 

In  Minnesota,  general  practice  yielding  $8,000  cash 
annually.  Unopposed  town  over  500  located  in 
thickly  settled  rich  dairying  country,  forty-five  miles 
from  Twin  Cities.  Use  car  year  around  on  good 
gravel  roads,  all  of  which  are  kept  open;  also  in 
winter  with  snow-plows.  Leaving  to  specialize. 
This  ad  will  appear  but  twice.  Address  613,  care  of 
this  office. 

For  Sale 

One  motor  ambulance.  Body  was  made  to  order 
and  mounted  on  a three-quarter  ton  truck  chassis, 
G.  M.  C.  four  cylinder  motor,  several  years  ago. 
$600.00  for  quick  sale.  Also:  Two-horse  drawn 
ambulance  with  four  sleigh  runners  to  use  in  winter. 
Wheels  will  need  new  rubber  tires.  $100.00  takes  it. 

Reason  for  selling:  Do  not  need  three  ambulances. 
Address  Box  “E”,  Eveleth,  Minnesota. 

Surgical  Assistant  Wanted 

Protestant,  under  40  years  of  age,  registered  in 
Minnesota,  for  resident  physician  in  small  hospital 
(18  beds  for  patients).  My  practice  limited  to  sur- 
gical treatment  of  cancer  and  tumor  diseases.  Hos- 
pital established  18  years.  Position  permanent.  Will 
admit  to  partnership  after  three  years  if  so  desired. 
Salary,  $200  to  $300  per  month  first  year,  according 
to  experience.  Address  601,  care  of  this  office. 
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THE  NEED  OF  SANATORIUM  TREATMENT  FOR  CHILDHOOD 

TUBERCULOSIS* 

By  H.  A.  Burns,  M.D. 

Superintendent  of  the  Minnesota  State  Sanatorium 
AH-GWAH-CHING,  MINNESOTA 


There  are  three  factors  which  determine  the 
future  of  the  tubercularized  child: 

1.  The  promptness  with  which  the  open  adult 
case  is  identified  and  removed  from  the  child’s 
environment,  thus  reducing  the  quantity  of  tuber- 
cle bacilli  ingested  or  inhaled,  as  well  as  prevent- 
ing the  opportunity  for  the  repetition  of  the  act. 

2.  Action  and  reaction  of  environment  upon 
youth,  adolescence  and  early  adult  life. 

3.  Resistance  on  the  part  of  the  tissue  cells 
to  the  invading  organism. 

The  problem  of  tuberculosis  control  resolves 
itself  largely  into  one  dependent  upon  the  earl} 
recognition  of  the  case  and  its  removal  from  the 
home  to  the  sanatorium.  The  period  of  resi- 
dence of  the  positive  sputum  case  in  the  family 
must  be  reduced  to  the  minimum.  The  sanato- 
rium must  serve  the  dual  purpose  of  isolating  the 
patient  from  susceptible  contacts,  as  well  as 
aiding  towards  a successful  convalescence. 

The  preventorium  is  an  admission  of  neglect. 
We  must  have  it  because  procrastination  has  been 
our  guiding  star  in  identifying  the  adult  case  as 
well  as  in  expediting  his  removal  from  the  family 
circle.  Because  of  this  delay  more  than  any  other 
single  factor  we  have  a large  group  of  infected 
children  whose  requirements  are  altogether  dif- 
ferent from  the  requirements  of  the  adult  case. 

The  sanatorium  is  a hospital  for  the  adult 

♦Presented  before  the  Minnesota  Trudeau  Society,  Min- 
neapolis, November  8,  1928. 


type  of  tuberculosis.  It  is  a treatment  institu- 
tion in  every  sense  of  the  word.  It  specializes 
in  treatment.  Its  purpose  is  to  receive  the  pa- 
tient ill  with  a specific  disease  and  for  it  give  a 
definite  therapy  whose  primary  object  is  the  re- 
covery of  the  patient  and  his  return  to  civil  life. 
The  sanatorium  is  secondarily  an  institution  for 
the  isolation  of  the  active  and  open  case.  The 
secondary  object  of  hospitalization  is  as  fun- 
damental as  the  first,  and  we  must  so  consider  it 
if  we  are  to  properly  evaluate  the  various  ele- 
ments in  prevention  and  cure. 

The  preventorium  is  an  institution  for  the 
treatment  of  the  juvenile  type  of  tuberculosis 
where  the  disease  has  limited  itself  to  the  lung 
hilum.  In  these  cases  the  tubercle  bacilli  have 
not  yet  found  a way  to  be  included  in  bodily  ex- 
creta. The  bacilli  remain  imprisoned  in  the 
lymph  glands  located  usually  at  the  root  of  the 
lungs  and  in  the  hilum. 

The  child  suffering  from  tuberculosis  of  the 
hilum  lymphatics  often  goes  through  life  with- 
out knowing  of  his  adventure.  Many,  however, 
do  develop  symptoms,  and  it  is  usually  true  that 
there  is  always  considerable  involvement  when 
the  symptoms  become  sufficient  to  cause  the 
symptom  complex,  by  which  we  have  come  to 
recognize  hilum  tuberculosis  in  children.  The 
purpose  of  the  preventorium  is  to  increase  the 
child’s  resistance  by  the  development  of  health 
habits  and  in  this  way  to  prevent  during  adult 
life  the  transformation  of  a dormant  lymphatic 
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disease  into  the  active,  always  debilitating  and 
frequently  fatal  disease,  pulmonary  tuberculosis. 
Juvenile  tuberculosis  may  result  in  the  develop- 
ment of  a defense  mechanism  sufficient  to  pre- 
vent the  development  of  the  adult  type  of  the  dis- 
ease in  the  child  or  the  establishment  of  dormant 
lymphatic  lesions  from  which  tubercule  bacilli 
will  eventually  be  thrown  off  resulting  at  a later 
date  in  clinical  tuberculosis.  The  treatment  of  the 
child  with  hilum  disease  is  most  complex.  There 
are  other  factors  than  a potential  clinical  tuber- 
culosis that  demand  attention  before  we  can  offer 
the  preventorium  as  a panacea.  Just  how  far 
shall  the  preventorium  in  conjunction  with  a 
sanatorium  separate  itself  and  its  activities  from 
those  of  the  sanatorium?  Just  what  clinical  data 
will  we  depend  upon  to  determine  whether  the 
child  shall  be  admitted  to  the  preventorium  or 
sent  to  a treatment  ward?  Just  how  long  are 
we  justified  in  continuing  the  child  in  the  pre- 
ventorium? Will  the  policy  governing  the  pre- 
ventorium separate  its  activities  in  whole  or  in 
part,  or  not  at  all,  from  those  governing  the  care 
of  the  adult  case? 

The  preventorium  is  open  to  children  who 
have  lymphatic  disease  of  the  hilum.  If  there 
has  been  extension  beyond,  the  child  is  in  need 
of  sanatorium  care.  There  must  be  no  possible 
contact  with  an  open  case  else  we  convert  the 
prevention  into  a human  experiment  which  the 
epidemiology  of  tuberculosis  will  not  condone. 
The  children’s  activities  are  isolated  so  much 
that  they  have  their  own  dining  room,  class  room, 
and  study  room  ; they  have  their  own  yard  for 
play  and  roof  for  sun.  There  can  be  no  social 
contact  with  the  adult  patients  either  directly 
or  indirectly. 

The  length  of  time  necessary  to  spend  in  the 
preventorium  raises  a question  that  should  be 
answered  by  the  psychologist  and  the  psychia- 
trist as  well  as  by  the  specialist  in  tuberculosis. 
We  bring  the  child  into  institutional  life  giving 
him  phobias  instead  of  courage  and  we  train  him 
to  dependency  in  place  of  self-assurance.  The 
longer  the  child  remains  the  more  permanent  and 
enduring  the  injury.  I am  convinced  that  the 
mental  hygiene  of  the  child  is  as  important  and 
as  pregnant  with  danger  to  his  adult  life  as  is  the 
tuberculosis  for  which  he  has  been  institution- 
alized. It  is  our  plan  to  interrupt  as  little  as 
possible  the  home  association  so  far  as  time  is 
concerned.  We  care  for  focal  infections,  dental 
hygiene,  postural  defects,  indiscretion  in  the  diet 
and  mental  hygiene.  The  children  are  impressed 
with  the  fact  that  they  are  an  essential  part  of 
a program  that  is  in  continuous  operation  which 


depends  upon  each  one’s  individual  participation 
for  successful  performance.  The  field  nurse  is 
winning  the  co-operation  of  the  family,  while 
we  are  training  the  child  and  we  wish  to  return 
the  child  to  the  nurse  and  the  home  for  comple- 
tion of  the  habit-forming  routine  which  becomes 
the  child’s  greatest  protection  against  tuberculo- 
sis. 

We  have  at  the  present  time  in  the  State  San- 
atorium at  Ah-Gwah-Ching,  Minn.,  the  parents 
of  sixty-six  children  under  fifteen  years  of  age. 
This  does  not  include  Ramsey  or  Hennepin 
counties.  These  adults  are  all  open  cases  of 
pulmonary  tuberculosis  who  have  exposed  their 
families  before  leaving  home.  There  is  but  one 
of  these  sixty-six  exposed  children  in  the  pre- 
ventorium. The  remaining  sixty-five  are  un- 
known quantities.  They  will  remain  unknown 
until  parenchymal  tuberculosis  develops.  A few 
months  now  under  supervision  in  the  prevento- 
rium or  supervised  by  a county  health  nurse 
would  aid  in  the  development  of  a defense  mech- 
anism for  the  child  that  would  insure  his  free- 
dom from  prolonged  invalidism,  decreased  earn- 
ing power  and  dependence  upon  charity  during 
adult  life. 

During  the  twenty  years  that  the  Minnesota 
State  Sanatorium  has  been  operating  it  has  cared 
for  the  parents  of  1,637  children  (Ramsey  and 
Hennepin  counties  omitted)  yet  there  have  been 
but  120  cases  of  hilum  disease  cared  for  in  this 
institution,  many  of  whom  came  from  Ramsey 
and  Hennepin  counties. 

The  chart  shows  rather  graphically  all  that 
I wish  to  bring  to  your  attention.  It  shows  the 
admissions  by  counties  not  supporting  a county 
sanatorium  to  the  State  Sanatorium  each  year 
since  1908,  and  it  also  shows  the  actual  number 
of  deaths  occurring  in  each  of  these  counties  dur- 
ing each  year  since  1909. 

Thirty-six  counties  have  provided  facilities  for 
the  care  of  their  tuberculous.  The  sanatoria 
thus  provided  have  been  in  operation  since  1920 
or  before.  These  counties,  representing  75  per 
cent  of  the  population  of  the  state,  have  never 
admitted  over  267  patients  in  a single  year,  while 
there  have  been  1,820  deaths  occurring  in  a single 
year.  The  total  deaths  in  this  group  amount  to 
28,138  with  3,443  admitted  to  the  State  Sanato- 
rium. 

The  counties  that  are  not  organized  for  the 
care  of  their  cases  of  pulmonary  tuberculosis 
have  been  forced  to  depend  almost  wholly  upon 
the  State  Sanatorium  for  the  treatment  of  their 
cases  of  tuberculosis.  It  is  this  group  of  cases 
that  are  of  interest  to  the  epidemiologist.  Tuber- 
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26 
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12 

19 

19 

15 

13 
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11 

16 

16 

14 

6 

8 

7 
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3 

2 

4 

3 
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1 

3 

2 

4 

5 

1 

43 

25 

22 

19 

25 

26 

21 

15 

28 

22 

15 

19 

20 

12 

13 

19 

16 

9 

14 

9 

349 

Carver 
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1 

1 

1 

4 

1 

2 

2 

16 

14 

16 

10 

14 

12 

13 

20 

14 

11 

11 

15 

6 

3 

2 

8 

8 

4 

8 

4 

193 

Cass 
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4 

1 

3 

5 

3 

14 

4 

10 

6 

8 

4 

9 

9 

9 

7 

4 

3 

1 

111 

5 

11 

15 

12 

27 

22 

40 

48 

56 

63 

52 

57 

50 

36 

42 

40 

29 

46 

39 

690 

Chisago 

4 

3 

2 

6 

3 

5 

3 

3 

3 

5 

2 

1 

3 

4 

2 

3 

5 

60 

16 

13 

17 

6 

11 

8 

9 

11 

11 

10 

12 

5 

10 

6 

3 

7 

5 

6 

7 

173 
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1 

2 

1 

1 

2 

3 

1 

2 

3 

1 

2 

1 

1 

3 

29 
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9 

14 

4 

6 

9 

3 

6 

6 

6 

4 

4 

8 

3 

7 

8 

4 

6 

6 

122 

Cook 
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1 

1 

1 

4 

1 

3 

2 

2 

1 

1 

2 

2 

4 

2 

1 

3 

24 

Dodge 

1 

1 

1 

1 

1 

1 

2 

2 

10 

15 

10 

15 

6 

7 

3 

7 

13 

5 

7 

1 

4 

3 

1 

6 

5 

3 

6 

2 

119 

Douglas 
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1 

2 

3 

4 

4 

1 

1 

3 

1 

2 

1 

1 

29 

24 

23 

20 

21 

18 

18 

16 

15 

13 

13 

15 

12 

10 

8 

11 

6 

1 

7 

7 

258 
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2 
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1 

5 

2 

2 

1 

5 

1 

1 
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16 

16 

13 

18 

8 

8 

11 

15 
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11 

12 

8 

10 

11 

6 

8 

7 

11 

8 
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2 
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1 

2 
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4 

2 

29 
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24 

21 

17 
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14 
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13 
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9 

6 
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2 

1 

1 
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4 

4 

1 

2 

4 

6 

1 

3 

38 
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20 

24 

18 

17 

23 

27 

14 

7 

14 

9 

14 

10 

7 

21 

12 

14 

15 

10 
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Grant 
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1 

2 

1 

2 

1 

8 

8 

14 

13 

6 

5 

6 

13 

5 

6 

3 

10 

3 

2 

4 

4 

3 

2 

3 

1 

111 

Houston 

1 

3 

1 

3 

6 

3 

2 

4 

3 

1 

1 

1 

1 

30 

11 

9 

14 

11 

21 

17 

14 

8 

13 

12 

13 

12 

4 

12 

12 

3 

6 

5 

3 
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3 
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3 
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14 
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16 

8 
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12 

11 
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12 

8 

5 

5 

5 

9 

2 

1 

7 

196 

Itasca 
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2 

1 

1 

2 

2 

5 

9 

7 

11 

5 

11 

5 

4 

6 

10 

2 

5 

6 

101 

7 

11 

16 

15 

16 

10 

16 

13 

14 

8 

7 

13 

14 

10 

11 

7 

9 

6 

6 

209 

Kanabec 

1 
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2 
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1 

1 

1 

1 

IS 

6 

4 

3 

7 

5 

7 

2 

2 

7 

2 

4 

6 

2 

3 

2 

1 

2 

65 

Kandiyohi 

1 

1 

6 

3 

4 

2 

8 

2 

3 

4 

1 

1 

1 

1 

1 

39 

22 

18 

20 

16 

19 

24 

19 

26 

16 

22 

17 

17 

12 

18 

21 

20 

15 

23 

18 

363 

Kittson 

1 

1 

1 

1 

1 

2 

1 

2 

1 

1 

2 

1 

1 

2 

1 

1 

20 

6 

10 

6 

7 

8 

8 

14 

15 

3 

11 

7 

5 

2 

8 

12 

1 

1 

1 

3 

128 

Lake 

1 

4 

2 

6 

1 

2 

1 

1 

1 

19 

10 

7 

9 

8 

9 

4 

7 

9 

8 

12 

9 

7 

6 

2 

4 

6 

2 

7 

4 

130 

LeSueur 

2 

l 

2 

1 

1 

2 

2 

3 

2 

1 

17 

16 

10 

10 

10 

14 

7 

11 

9 

14 

12 

10 

13 

4 

9 

2 

13 

5 

8 

4 

181 

McLeod 
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1 

3 

2 

1 

2 

1 

2 

3 

1 

1 

19 

11 

18 

12 

12 

14 

13 

7 

14 

9 

8 

8 

8 

14 

9 

10 

11 

4 

6 

4 

192 

Mahnomen 
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6 

19 

14 

7 

7 
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8 

13 

4 

5 

6 

5 

6 

14 

5 

150 

Martin 
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2 

3 
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1 

7 

1 

3 

1 

3 

1 
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2 

2 

1 

4 

6 
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11 

12 

10 

10 
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7 

9 

15 

9 

9 

12 

12 

10 

7 

9 

7 

3 

6 

6 
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1 

3 

3 
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2 

2 
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1 

9 
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23 

21 
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13 

23 
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10 

14 
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12 
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9 

3 

10 

10 

7 

12 

6 
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7 
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Morrison 

3 
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1 

1 
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1 
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12 
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12 

9 

5 
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20 

33 

34 

37 

26 

33 

22 

38 

43 

45 

45 

45 

47 

32 

35 

40 

37 

20 

26 
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Olmstead 

1 

11 

5 

4 

2 
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2 
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1 

37 

46 

45 

44 

48 

41 

32 

27 

42 
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57 
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55 
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36 

38 

36 
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25 

47 
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1 
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40 
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17 
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46 

27 

44 
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34 
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13 
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41 

45 

35 
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39 

43 
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47 

45 

31 

38 
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28 
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33 

32 
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12 

17 

20 

13 

10 

12 

12 

15 

9 

373 

Watonwan 

1 

'5 

3 

2 

3 

2 

3 

1 

3 

1 

1 

12 

2 

1 

40 

9 

7 

7 

11 

8 

5 

6 

9 

5 

6 

9 

7 

8 

14 

4 

2 

4 

8 

4 

4 
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2 

3 
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3 

2 

3 
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3 

7 
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2 
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3 

1 

2 

7 

2 

4 

7 

4 

10 

2 

3 

8 

4 

3 

5 

2 

2 

71 

34 

31 

21 

17 

17 

22 

27 

24 

18 

16 

18 

20 

21 

10 

19 

15 

11 

11 

6 

358 

Totals  - 

61 

66 

4 6 

48 

68 

79 

89 

110 

123 

114 

113 

100 

113 

110 

85 

80 

105 

66 

77 

59 

1,712 

732 

768 

801 

704 

699 

698 

678 

713 

662 

722 

654 

646 

586 

461 

545 

507 

428 

462 

410 

11.876 

ad — The  first  line  shows  admissions  each  year  to  the  State  Sanatorium, 
d — The  second  line  shows  the  deaths  from  tuberculosis  occurring  in  the  county  each  year. 
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culosis  is  notoriously  a carrier  disease.  “Carrier 
state”  cases  are,  or  have  been,  associated  in  every 
family  where  the  disease  is  now  present.  Care- 
ful history  taking  demonstrates  the  uniformity 
with  which  these  carriers  distribute  themselves 
throughout  any  group  or  population. 

The  table  shows  the  feeble  efforts  made  by 
any  cne  community  to  control  its  tuberculosis- 
carrier  problem.  Unless  we  recognize  tuberculo- 
sis as  a carrier  disease  we  are  overlooking  the 
one  great  factor  in  its  spread.  Unless  we  pro- 
vide for  the  carrier  we  must  provide  for  the  one 
who  is  made  ill  and  an  invalid  because  of  our 
neglect.  The  carrier  stage  case  makes  our  in- 
firmaries and  our  preventoria  necessary.  The 
carrier  has  no  or  little  earning  capacity.  Yet 
we  allow  him  to  wander  at  will  among  suscep- 
tibles.  We  must  get  our  positive  sputum  cases 
institutionalized  and  help  them  to  live  in  a shel- 
tered environment  reducing  to  a minimum  their 
promiscuous  association.  When  the  carrier  prob- 
lem is  met  in  tuberculosis  as  it  has  been  met  in 
all  other  communicable  diseases  we  will  have 
gone  far  to  solve  the  problem  of  infection  in  this 
disease.  The  treatment  of  the  child  is  solved  in 
the  single  word — prevention. 

The  preventorium  care  of  the  children  of  these 
families,  whether  it  is  accomplished  in  an  insti- 
tution or  in  the  home,  is  not  the  vital  cpiestion 
at  issue.  The  commanding  argument  is  based 
upon  our  recognition  of  tuberculosis  as  an  in- 
fectious disease  with  an  epidemiology  characteris- 
tic to  all.  With  this  acknowledgment  we  shall 
study  the  data  now  filling  huge  volumes  in  many 
sanatoria,  as  a resume  of  our  past  efforts  at  con- 
trol. Would  such  attempts  at  isolation  control 


the  spread  of  any  of  the  contagious  diseases  now 
rather  easily  controlled?  If  the  same  inadequate 
measures  of  control  were  put  into  operation 
against  typhoid  fever  our  hospitals  would  still 
maintain  typhoid  wards,  and  we  should  still  be 
drinking  polluted  water  supplies  to  keep  them  fill- 
ed. We  know  the  solution  to  the  one  problem 
as  well  as  the  other.  We  know  that  its  solution 
is  the  early  recognition  and  isolation  of  the  adult 
case.  The  point  of  weakness  in  our  anti-tuber- 
culosis program  at  the  present  time  is  the  point 
of  original  contact. 

The  responsibility  for  delay  in  the  early  diag- 
nosis of  tuberculosis  has  been  laid  at  the  door  of 
the  family  physician.  This  accusation  is  and  al- 
ways has  been  unfair  and  unjust.  Tuberculosis  is 
essentially  a social  disease  requiring  the  co-opera- 
tive efforts  of  society  to  combat.  The  equipment 
necessary  for  early  identification  and  isolation 
is  as  much  a part  of  the  social  machinery  es- 
sential to  tuberculosis  control  as  is  the  sanato- 
rium, the  preventorium  and  the  countv  nurse. 

The  State  of  Minnesota  has  very  generously 
provided  its  citizens  and  the  medical  profession 
with  approximately  two  thousand  beds  for  the 
care  of  the  tuberculous.  It  is  our  duty  as  physi- 
cians, public  health  nurses,  and  socially  minded 
citizens  to  study  our  problem  and  the  facilities 
that  have  been  provided  with  which  to  work. 

With  a mutual  purpose  and  effort  we  can 
make  the  preventorium,  the  sanatorium  and  the 
early  recognition  and  isolation  of  the  open  case 
a success.  We  have  been  given  the  necessary 
equipment,  let  us  give  to  the  problem  the  co-oper- 
ative effort  that  is  essential  to  every  social  ac- 
complishment. 


EVERY  STATE  SURGEON  IS  A UNIT  TOWARDS  “SOO”  LINE 

EFFICIENCY* 


By  Henry  S.  Mitchell 

General  Counsel 


MINNEAPOLIS,  MINNESOTA 


When  Dr.  Rishmiller  first  suggested  that  I 
speak  before  this  Association  I was  flattered,  but 
when  I later  saw  the  formidable  subject  he  had 
assigned  me  I was  rather  appalled.  My  thought 
then  was  that  I would  undertake  to  deal  with  the 
matter  worthily,  get  up  some  statistics  perhaps 
and  cite  illustrative  cases,  but  developments  of 

•Presented  at  the  Eighteenth  Annual  Meeting  of  the 
Minneapolis,  St.  Paul  and  Sault  Ste.  Marie  Railway  Surgical 
Association. 


the  last  few  days  have  made  that  impossible.  I 
therefore  stand  before  you  not  wholly  at  ease, 
for  I am  about  to  commit  the  offense  of  speak- 
ing inefficiently  on  the  subject  of  efficiency. 


I am  so  lost  in  admiration  of  the  talk  which 
has  just  been  given  by  your  President,  Dr.  Law, 
the  marvelous  series  of  surgical  operations  illus- 
trated on  the  screen  and  the  stupendous  results 
obtained,  that  I am  having  some  difficulty  in  col- 
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lecting  my  thoughts  and  getting  back  from  the 
contemplation  of  what  modern  surgery  can  and 
does  accomplish.  But  in  extenuation  or  mitiga- 
tion of  my  offense  in  speaking  thus  loosely  on  the 
topic  assigned,  let  me  say  that  I shall  not  pre- 
sume to  talk  to  this  audience  concerning  effici- 
ency on  the  part  of  you  surgeons  as  surgeons. 

The  accomplishments  ' which  have  been 
achieved  in  modern  surgery  are  to  me  over- 
whelming. The  paper  by  Dr.  Law,  including  as 
it  did  illustrations  of  a number  of  very  striking 
blood  transfusions,  suggests  the  thought  that  less 
than  three  hundred  years  ago  the  world  did  not 
know  that  the  blood  even  circulated.  As  you 
know,  it  was  only  two  hundred  and  ninety-nine 
years  ago  that  Harvey,  through  a series  of  beau- 
tifully simple  experiments  that  he  performed, 
demonstrated  to  the  world  the  circulation  of  the 
blood.  There  had  perhaps  been  rumors,  if  I 
may  use  that  term,  of  some  such  performance 
going  on  within  the  human  body — some  persons 
may  have  guessed  at  this  possibility,  but  it  was 
not  known.  For  instance,  some  years  before 
Harvey  published  the  results  of  his  investiga- 
tions, Shakespeare,  in  his  “Julius  Caesar,”  printed 
in  the  year  1600,  portrayed  Brutus  as  saying  to 
his  wife  Portia:  “You  are  my  true  and  lawful 
wife ; as  dear  to  me  as  are  the  ruddy  drops  that 
visit  my.  sad  heart.”  We  can  only  speculate  as 
to  just  what  Shakespeare  had  in  mind,  but  the 
words,  “ruddy  drops  that  visit  my  sad  heart,” 
suggest  at  least  a premonition  on  his  part  that 
circulation  of  the  blood  took  place. 

Then  Harvey  came  and  demonstrated  that 
fact,  and,  curiously  enough,  he  was  not  content 
to  put  forth  this  idea  as  a new  discovery  on  his 
part,  but  attributed  it  to  the  Greek  physician 
Galen,  who  lived  fourteen  hundred  years  before 
him.  He  maintained  that  in  demonstrating  the 
circulation  of  the  blood  he  was  only  carrying  out 
Galen’s  idea.  But  it  is  known  to  those  who  have 
read  Galen  that  nothing  of  the  sort  is  true,  that 
he  proved  the  existence  of  blood  in  the  veins 
instead  of  air  or  gas,  as  was  previously  supposed, 
but  had  no  conception  whatever  of  the  circula- 
tion. It  is  difficult  to  believe  that  so  powerful 
an  intellect  as  Harvey’s  was  actually  deceived  on 
this  point,  and  I suspect  that  he  was  astutely 
seeking  to  overcome  the  opposition  of  the  medi- 
eval type  of  mind  to  new  ideas,  exemplified  by 
Chaucer  when  he  said : 


“Out  of  old  book,  in  good  truth, 

Cometh  all  this  new  science  that  men  learn.” 

At  any  rate,  it  is  perfectly  clear  that  Harvey’s 
discovery  was  epoch-making,  and  that  he  was  the 
first  of  the  modern  scientific  physicians  and  sur- 


geons who  have  come  down  in  unbroken  stream 
since  that  time,  in  17th  Century  England,  18th 
Century  France,  and  19th  Century  America, 
bringing  about  the  astonishing  results  which  we 
enjoy  to-day.  Other  branches  of  science  have 
produced  fine  accomplishments,  such  as  modern 
transportation,  the  radio,  electricity,  and  a thous- 
and other  marvels  of  our  day,  all  ministering  to 
our  comfort  and  convenience,  but  you  surgeons 
are  giving  us  life  itself.  It  is  a wonderful  thing 
to  consider  that  under  our  very  eyes  the  fruits  of 
your  knowledge  and  attainments  are  manifest,  in 
that  many  of  our  friends  who  would  otherwise 
have  passed  on  to  that  bourne  from  which  no 
traveler  every  returns,  are  walking  among  us 
to-day  in  full  possession  of  their  faculties,  due  to 
the  great  work  which  you  and  your  confreres 
have  done  and  are  still  doing. 

Now,  during  all  the  time  the  members  of  your 
profession  have  been  making  such  wonderful 
progress,  the  lawyers  have  not  been  altogether 
idle.  While  they  cannot  take  very  much  credit 
to  themselves,  for  they  are  not  particularly  noted 
as  being  a progressive  aggregation  of  men,  in 
recent  years  they  have  done  one  thing  which  is 
very  important  to  the  modern  world : they  have 
evolved  the  corporation. 

In  the  old  days  it  was  necessary  for  a man 
going  into  business  to  embark  his  entire  capital 
in  the  enterprise,  to  become  responsible  to  the 
extent  of  everything  he  owned,  for  the  failure 
or  success  of  the  business.  In  more  modern 
times  the  conception  arose  of  allowing  a man 
establishing  a new  business  to  limit  his  own  risk 
to  the  amount  he  wished  to  venture,  taking  in 
other  men  each  of  whom  would  contribute  a cer- 
tain amount  of  capital  to  the  single  enterprise. 
Then  the  lawyers  took  from  the  old  universities 
and  towns  of  Europe  the  idea  of  a charter  or  an 
agglomeration  of  special  privileges  conferred  up- 
on a body  of  men ; for  instance,  university  in- 
structors had  had  bestowed  upon  them  charters 
empowering  them  to  confer  degrees,  etc.  They 
took  that  notion  in  combination  with  other  ideas 
and  created  a new  thing,  the  business  corpora- 
tion, a purely  imaginary  entity  in  fact,  but  having 
rights,  privileges,  and  obligations.  Some  people 
in  our  part  of  the  world  believe  that  there  was 
brought  forth  a sort  of  Frankenstein  monster 
when  the  modern  corporation  was  created,  but 
such  is  not  the  case  The  corporation  is  a most 
efficient  and  useful  piece  of  machinery  for  the 
accomplishment  of  the  vast  enterprises  going  on 
to-day,  and  without  some  such  device  I imagine 
that  such  a thing  as  a railroad  would  hardly  be 
possible. 
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I cannot  readily  conceive  of  a single  individual 
constructing,  equipping  or  maintaining  so  vast  an 
organization  as  a railroad.  The  Soo  Line  is  not 
one  of  the  largest  railroads,  but  where  is  the  man 
who  could  put  into  a railroad  $200,000,000  of 
capital,  and  such  is  a conservative  valuation  of 
the  Soo  Line  property.  What  one  man  could 
control  an  army  of  13,000  employes?  What  one 
man  could  manage  a railroad  whose  rails  extend 
over  4,400  miles  of  territory?  I mention  these 
points  merely  to  impress  upon  you  the  magni- 
tude of  the  task  of  operating  such  a road  as 
ours. 

The  theory  of  operation  is  simple  enough : We 
have  a board  of  directors  who  represent  the 
stockholders,  they  elect  a president  who  appoints 
various  subordinates  to  take  charge  of  the  sev- 
eral departments,  each  of  whom  has  men  to  carry 
on  the  necessary  actual  operations.  Easy  enough 
in  theory ; but  the  great  difficulty  arises  in  secur- 
ing and  maintaining  efficiency  in  such  a vast 
organization — this  representing  a tremendous 
problem  which  no  one’s  mind  can  grasp  at  all. 

And  how  is  it  done?  How  is  freight  handled 
so  that  it  is  put  on  the  proper  trains  going  to 
various  destinations?  How  comes  it  that  count- 
less trains  are  running  with  rarely  any  catastro- 
phe? This  is  all  accomplished  by  a highly  de- 
veloped system  of  reports  and  statistics ; every- 
thing that  is  done  is  reported,  from  the  man 
whose  duty  it  is  to  do  a certain  thing,  the  engi- 
neer who  runs  the  train,  the  conductor  in  charge, 
up  to  the  next  man  above  him,  who  in  turn  passes 
on  the  information,  and  finally  it  gets  through 
and  is  collected  and  assimilated  in  the  head  of- 
fices, which,  in  our  case,  are  located  in  Minne- 
apolis. It  is  interesting  to  know  that  we  have 
as  many  as  800  employes  in  the  building  in  which 
the  general  offices  are  located,  and  a very  large 
number  of  those  employes  are  doing  nothing 
whatever  except  to  receive,  formulate,  classify, 
and  pass  on  information  as  to  what  is  being  done, 
in  order  that  the  various  parts  of  this  enormous 
system  may  be  coordinated  and  operate  smooth- 
ly and  attain  that  efficiency  which  is  necessary, 
and  without  which  chaos  would  hold  sway. 

Let  us  bear  in  mind  this  necessary  accumula- 
tion of  reports,  this  indispensable  centralizing 
and  passing  on  of  information  to  be  concentrated 
in  the  head  offices,  while  we  pass  to  the  subject 
upon  which  I have  been  asked  to  speak,  our 
staff  of  surgeons  and  their  relation  to  efficiency 
of  service. 

One  might  ask,  why  do  we  have  a staff  of 
Soo  Line  surgeons?  We  have  a good  many  ac- 
cidents amongst  our  employes,  2,600  I think 


there  were  last  year.  Of  course,  half  or  over 
half  of  the  injuries  are  of  minor  character,  but 
many  of  them  are  quite  serious.  When  an  ac- 
cident occurs,  the  law  in  many  cases  imposes  an 
obligation  upon  the  corporation,  which  in  theory 
exists  only  when  the  corporation  or  some  of  its 
representatives  has  been  negligent  and  is  there- 
fore responsible  for  a condition  which  has  re- 
sulted in  the  injury.  But  in  practice  that  re- 
sponsibility is  often  pushed  farther  than  that, 
and  we  are  held  liable  almost  to  the  extent  of 
having  to  pay  insurance.  Still  there  are  occa- 
sions when  accidents  occur  without  fault  on  the 
part  of  the  corporation  or  its  representatives, 
the  responsibility  being  entirely  with  the  injured 
individual. 

Even  in  those  numerous  cases  in  which  liability 
is  fastened  on  the  company,  its  purpose  is  simply 
to  compensate  the  injured  man  to  the  extent  of 
taking  care  of  the  expenses  which  it  has  been 
necessary  for  him  to  incur,  and  for  resultant  dis- 
ability, if  there  be  such.  The  law  does  not  re- 
quire us  to  maintain  a staff  of  surgeons ; we  can 
discharge  our  legal  obligation  in  this  respect  by 
allowing  the  employe  to  go  where  he  wishes  for 
surgical  care,  provided  we  pay  the  bills  for  such 
service.  We  voluntarily  maintain  a staff  of  sur- 
geons, not  only  that  the  charges  may  be  uniform, 
but,  a more  important  point,  that  we  may  have  a 
capable  and  loyal  body  of  men  performing  this 
work  for  the  company. 

It  is  very  important  that  you  surgeons,  in  doing 
this  service  for  us,  show  your  loyalty  to  the  com- 
pany by  treating  the  men  in  such  a way  that  they 
feel  confidence  in  you.  You  are  the  corporation 
in  rendering  that  service,  and  if  you  treat  them 
fairly  and  with  sympathy,  which  costs  you  noth- 
ing but  which  does  them  so  much  good,  the  bene- 
fits to  the  corporation  when  it  comes  time  to  ef- 
fect settlements  are  of  great  value.  Not  that  I 
would  suggest  that  you  take  a hand  in  making 
settlements,  or  that  you  should  endeavor  to  do 
so.  That  is  out  of  your  line.  Nor  would  I for 
a moment  imply  that  you  should  not  be  loyal  to 
your  patient.  It  is  simply  that  the  man,  if  treated 
sympathetically,  is  put  in  a better  frame  of  mind, 
and  unnecessary  hostility  is  eliminated. 

The  last  point  I wish  to  bring  out  will  be  made 
clearer  perhaps  if  you  revert  to  my  statements 
relative  to  the  necessity  of  reports  in  the  Oper- 
ating and  Traffic  Departments  of  the  railroad 
and  the  huge  amount  of  work  done  in  compiling 
them.  This  helps  us  to  understand  why  a very 
important  part  of  the  local  surgeon’s  service  to 
us  is  to  give  the  information  we  need  in  regard 
to  the  injuries  he  takes  care  of.  First,  we  expect 
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!you  to  secure  a statement  signed  by  the  injured 
man  as  soon  as  possible  after  the  accident.  Sec- 
ond, you  are  expected  to  make  an  initial  report 
over  your  own  signature  showing  the  condition 
in  which  you  find  the  injured  individual.  Third, 
we  must  receive  weekly  reports  from  you  as  to 
the  progress  of  each  of  your  cases. 

I want  to  disabuse  your  mind  of  any  impres- 
sion you  may  have  that  there  is  no  necessity  for 
these  reports,  that  they  are  gotten  up  merely  for 
the  purpose  of  annoying  you.  Such  is  not  the 
case.  We  must  have  that  information,  not  mere- 
ly for  the  benefit  of  the  chief  surgeon,  but  be- 
cause the  chief  surgeon  is  under  the  obligation  of 
compiling  that  information  in  order  that  we  in  the 
general  offices  may  know  what  the  cases  are.  how 
serious  the  condition  is,  whether  the  injury  is  one 
which  may  temporarily  be  ignored  as  being  too 
trivial  to  require  serious  attention,  or,  on  the 
other  hand,  whether  it  is  a severe  injury  which 
may  result  in  heavy  liability  to  the  company. 
Even  if  it  is  a case  which  may  be  practically  ig- 
nored, it  is  necessary  that  we  be  informed  as  to 
what  it  is,  in  order  that  we  may  know  that  it  can 
be  ignored,  and  unless  you  will  report  the  exact 
facts  to  us  we  are  in  the  dark  and  handicapped. 
And  again,  unless  you  tell  us  how  serious  the  con- 
dition is,  and  what  progress  the  man  is  making, 
working  as  we  are  at  long  distance  from  the  seat 
of  the  accident,  we  may  possibly  fail  to  appreci- 
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ate  the  importance  of  a case,  and  fail  to  give  it 
the  attention  it  should  have. 

So  this  somewhat  irksome  body  of  reports 
which  we  ask  of  you  is  not  conjured  up  for  the 
purpose  of  annoying  you  ; it  is  the  very  life-blood 
of  our  operations  in  handling  these  claims,  a very 
carefully  thought  out  system  which  we  must 
have  in  order  to  make  our  work  efficient.  If,  in 
taking  hold  of  your  work  whole-heartedly,  as 
most  of  you  do,  you  will  endeavor  to  impart  all 
the  information  that  is  pertinent  to  your  cases, 
giving  us  even  more  than  is  asked  for,  you  will 
be  contributing  not  only  to  your  efficiency  as 
members  of  the  surgical  staff,  but  to  our  effici- 
ency in  making  just  and  proper  settlements. 

We  do  not  ask  for  this  detailed  information  in 
regard  to  your  cases  because  we  distrust  your 
ability  to  handle  them  surgically,  but  because  we 
desire  to  co-ordinate  our  information.  I hope 
that  I have  helped  you  to  grasp  the  thought  that 
if  any  man  associates  himself,  even  part  time  as 
you  do,  with  a great  corporation  such  as  ours, 
and  wishes  to  become  an  efficient  member  of  the 
corporation,  he  must  conform  to  its  rules.  The 
company  surgeon  must  not  feel  that  he  has  done 
all  that  should  be  required  of  him  when  he  has 
taken  proper  care  of  his  patient,  but  should  real- 
ize that  we  must  have  full  and  complete  reports 
from  him,  in  order  that  we  in  our  turn  may  func- 
tion efficiently. 


REGARDING  HEART  DISEASE* 

By  William  B.  Roberts,  M.D. 


MINNEAPOLIS,  MINNESOTA 


Both  in  the  lay  and  the  medical  press  we  are 
frequently  reminded  of  the  great  increase,  in 
the  last  decade,  of  heart  disease.  Scarcely  a day 
goes  bv  that  we  do  not  read  in  the  newspaper 
that  some  prominent  citizen  has  died  from  that 
cause.  Articles  and  editorials  in  medical  and 
health  journals  stress  the  increasing  incidence 
of  cardiac  troubles.  We  may  be  said  to  have 
developed  a “cardiac  complex.” 

The  cause  of  this  sudden  and  startling  phe- 
nomenon is  variously  ascribed  to  the  greater 
stress  of  modern  life ; the  tendency  to  faster  and 
more  luxurious  living ; the  tendency  to  ride 
where  ten  years  ago  we  walked ; over-eating ; 
the  great  increase  in  the  use  of  tobacco ; “boot- 
leg licker” ; headache  and  stimulating  patent 

♦Presented  before  tlie  Hennepin  County  Medical  Society, 
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nostrums ; the  pollution  of  the  air  by  gas-burn- 
ing furnaces  and  gasoline  motors ; etc. 

A few  sober  souls  point  to  the  great  influenza 
epidemic  of  1918  and  its  aftermath  of  injured 
hearts.  Another  few  remark  that  there  are  more 
old  people  than  there  used  to  be  to  die  of  chronic 
heart  diseases. 

Statistics  of  recent  years  for  the  city  of  Min- 
neapolis; the  state  of  Minnesota;  the  state  of 
New  York  (well  organized  to  study  heart  dis- 
ease) ; and  52  legal  reserve  life  insurance  com- 
panies afford  strange  paradoxes.  The  United 
States  population  totals ; the  Canadian  population 
totals;  the  New  Zealand  population  totals;  the 
insurance  companies  totals — all  show  a definite 
decline  in  the  general  death  rate  from  all  causes 
in  the  period  since  1918.  Bright’s  disease  in 
the  United  States  kills  10  per  100,000  of  popula- 
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tion  less  than  in  1918;  cerebral  hemorrhage  kills 
10  more  per  100,000  of  population  than  it  did  in 
1918;  but  organic  heart  disease  appears  in  these 
same  years  to  have  each  year  killed  a higher 
percentage  of  the  total  deaths,  and,  for  the  de- 
cade just  passing,  to  have  been  the  most  fatal 
group  of  maladies. 

Taking  the  nomenclature  and  classification  of 
the  American  Heart  Association  for  a guide,  we 
find  the  following  etiology  for  cardiac  disease : 

1.  Unknown  causes. 

2.  Rheumatic  fever — including  polyarthritis, 
chorea,  growing  pains,  tonsillitis,  pharyngitis, 
purpura. 

3.  Syphilis. 

4.  Bacterial  infection. 

5.  Thyroid. 

6.  Toxic  (bacterial,  mineral,  vegetable). 

7.  Neurosis. 

8.  General  systemic  disease,  including  A.  S., 
chronic  nephritis,  diabetes,  emphysema,  hyper- 
tension, anemia,  etc. 

9.  Trauma. 

10.  Congenital  developmental  defect. 

Are  these  all  on  the  increase?  Can  we  believe 
that  rheumatic  disease  is  increasing  despite  the 
work  that  has  been  done  on  focal  infections,  bet- 
ter housing,  better  feeding?  Are  we  not,  as  a 
group,  recognizing  and  managing  syphilis  better 
than  we  did  ten  years  ago?  Do  not  the  mani- 
festations of  thyroid  disturbance  generally  re- 
ceive earlier  and  more  exact  treatment  than  ten 
years  ago?  Do  we  not  protect  more  carefully 
against  bacterial  invasion  than  we  did? 

If  these  great  causes  of  heart  disease  are  less 
potent  than  a decade  ago,  then  if  heart  disease 
be  on  the  increase,  it  must  be  from  the  etiologi- 
cal factor  of  general  systemic  disturbances, — 
nephritis,  diabetes,  arteriosclerosis,  hypertension, 
(hyperpiesis),  anemia,  and  the  like. 

We  must  not  lose  sight  of  the  fact  that  the 
relatively  recent  common  use  of  the  X-ray  and 
electrocardiograph  and  the  interest  they  have 
aroused  in  exact  examination,  have  doubtless  di- 
rected attention  to  many  a cardiac  diagnosis  that 
would  have  been  missed  in  former  years. 

And  we  may  well  speculate  whether  cardiac 
diseases  actually  have  so  rapidly  increased  in  the 
last  ten  years  or  whether  it  is  that  they  have 
been  much  more  frequently  detected  in  that 
period. 

W hatever  our  opinion  may  be,  it  is  true  that 
medical  and  lay  attention  is  strongly  focused  on 
heart  disease.  And  we,  as  physicians,  may  well 
consider  at  this  time  what  weapons  we  have 


against  this  menace— in  other  words,  what  car- 
diac insurance  we  can  issue. 

We  have  been  developing  the  art  of  cardiac 
diagnosis  very  rapidly  since  the  advent  of  the 
X-ray  and  electrocardiograph  in  this  field.  We 
can,  if  we  will,  detect  quite  early  subtle  changes 
in  the  heart  action  and  accurately  differentiate 
changes  in  its  shape.  But  we  lack  a laboratory 
method  of  estimating  its  power.  The  cardiac 
reserve  is  still  a question  to  be  decided  by  clini- 
cal experience  and  observation  of  the  individual 
who  owns  the  heart. 

Undoubtedly  we  control  more  thoroughly  the 
majority  of  those  etiological  factors  found  in 
acute  diseases ; and  perhaps  our  laboratories  and 
our  oral  and  other  surgical  procedures  are  re- 
moving factors  for  subsequent  invasions  of  the 
heart.  We  still  lack  a means  of  specifically  com- 
bating those  bacterial  invasions  when  they  come. 
We  recognize  some  of  the  protean  causes  of 
vessel  changes  that  affect  the  heart.  The  very 
fact  that  they  are  protean  prevents  us  from 
guarding  against  them  all. 

We  are  still  constantly  engaged,  as  Mackenzie 
and  other  great  cardiologists  have  said,  in  seek- 
ing means  to  control  the  failing  heart.  As  in 
Mackenzie’s  time,  our  weakest  link  in  the  con- 
trol of  cardiac  disease  is  in  our  therapeutics. 
It  is  true  that  great  progress  has  been  made, 
notably  in  our  own  state,  in  standardizing  digi- 
talis and  exactly  defining  its  uses  and  limitations. 

Certain  checks  with  the  laboratory  agencies 
enable  us  to  use  with  safety  some  potent  reme- 
dies that  we  could  not  use  before.  And  these 
same  laboratory  checks  have  exploded  the  the- 
ories upon  which  some  of  the  older  drugs  were 
used. 

Our  chemists  are  constantly  at  work  to  pro- 
duce new  and  better  drugs ; we  have  the  accurate 
laboratory  aids  to  check  our  work ; we  have  the 
immense  public  interest  in  the  problem  to  assist 
us  in  earlier  seeing  these  cases ; we  have  the  ac- 
cumulating experience  of  such  organizations  as 
The  American  Heart  Association  and  the  great 
clinics ; we  have  the  valuable  help  of  our  various 
health  agencies  in  checking  the  causative  factors 
of  heart  disease,  and,  above  all,  we  have  the 
great  advantage  of  having  been,  as  a profession, 
aroused  to  the  wide-spread  prevalence  of  these 
cardiac  disorders.  With  all  these  agencies  at 
our  command  we  are  hopeful  for  our  future 
work  in  this  field.  We  expect  to  be  able  to  con- 
trol more  frequently  those  minor  difficulties 
which  have  in  the  past  grown  into  the  major 
troubles  of  the  heart.  And  we  are  hopeful  of 
developing  specific  treatment,  surgical,  mechani- 
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cal,  and  medicinal,  for  those  cardiac  ailments 
which  have  so  far  resisted  us.  We  are  optimis- 
tic enough  to  believe  that  the  statistical  curve 
of  cardiac  deaths  has  reached  its  height — and 
that  we  may  issue  better  cardiac  insurance  the 
next  ten  years. 

To  accomplish  this  we  must  not  only  train 
ourselves  to  accurate  diagnosis  of  the  cardiac 
lesion,  we  must  more  carefully  survey  and  gauge 
the  individual  case.  We  must  not  generalize 
too  much.  We  must  also,  as  a group,  avail  our- 
selves more  of  the  aids  that  can  be  found  outside 
of  drugs,- — exercise,  hydrotherapy,  altitude,  cli- 
matic conditions,  surgery  (perhaps  to  become  a 
potent  remedy  in  certain  cardiac  conditions), 
physiotherapy.  We  must  avail  ourselves  of  what 
the  physiologist  can  teach  us  of  endocrinology; 
we  must,  at  times,  bring  psychology  to  our  as- 
sistance. 

Confronted  with  a cardiac  disorder,  our  first 
endeavor  is  to  place  it  properly  in  the  general 
class  of  “functional”  or  “organic.”  Our  second 
effort  is  to  trace  its  etiology.  With  those  two 
factors  established,  we  are  in  a position  to  con- 
sider the  general  physical  state  of  the  patient  and 
the  environmental  features  that  surround  the 
case. 

For  example,  auricular  fibrillation,  differenti- 
ated by  the  electrocardiograph,  occurring  in  an 
elderly  patient  with  arteriosclerosis  and  myocar- 
dial changes,  affords  only  a poor  prognosis.  But 
auricular  fibrillation  in  a young  person  with  an 
operative  goiter  of  exophthalmic  type  indicates, 
that  the  prognosis  may  be  excellent. 

Again,  heart  block  is  proof  of,  and  prognosis 
depends  on,  the  extent  of  myocardial  disease.  In 


chronic  forms  the  prognosis  is  always  serious. 
In  the  acute  febrile  group,  after  the  general  sys- 
temic disease  is  controlled,  the  attacks  of  heart 
block  may  cease  permanently. 

Aortic  incompetence  is  considered  the  most 
serious  of  single-valve  lesions,  and  death  is  al- 
most sure  within  five  or  ten  years  in  the  most 
favorably  situated  cases.  But  mitral  incompe- 
tence affords  a prognosis  depending  largely  on 
the  myocardial  state.  In  the  cases  arising  from 
endocarditis,  where  a certain  amount  of  valvu- 
lar stenosis  exists,  active  life  may  continue 
for  many  years.  Yet  statistics  on  this  disease 
show  few  cases  living  beyond  the  age  of  forty 
where  early  myocardial  changes  have  occurred. 
In  general,  the  outlook  for  valvular  disease  is 
best  when  the  reserve  power  of  the  myocardium 
is  sufficient  for  the  patient’s  ordinary  needs,  and 
when  the  valve  lesion  is  due  to  rheumatism,  and 
the  condition  has  been  static  three  years. 

We  cannot,  in  this  paper,  attempt  to  particu- 
larize further.  Enough  has  been  said  to  indi- 
cate that  no  man  should  be  satisfied  merely  to 
make  a diagnosis  of  “heart  disease.”  He  must 
attempt  at  least  an  exact  diagnosis  of  the  lesion 
and  its  etiology.  He  must  then  evaluate  the 
present  cardiac  reserve  and  survey  all  the  fea- 
tures of  the  environmental  picture.  Then  he  may 
arrive  at  an  intelligent  prognosis  for  that  case. 

The  record  of  the  last  ten  years  is  depressing. 
Perhaps  we  have  generally  used  too  few  weapons 
in  combating  cardiac  troubles.  Clinging  to  those 
that  have  proved  useful,  and  having  recourse  to 
what  may  be  developed,  we  must  attack  this 
problem  with  open  minds,  to  make  a better  rec- 
ord in  the  future. 


MULTIPLE  IMMUNIZATION 

By  Carl  Scheffel,  M.D.,  LL.  B. 

MIAMI,  FLORIDA 


Immediately  following  the  September,  1926, 
hurricane  which  devastated  the  Miami,  Florida, 
district,  large  areas  of  surface  water  were  created 
due  to  overflow  of  canals,  sewers,  and  the  level 
nature  of  the  territory.  For  these  reasons, 
widespread  inoculation  against  typhoid  and  para- 
typhoid became  advisable. 

Coincidentally,  a relatively  large  number  of 
smallpox  cases  existed  among  the  negro  popula- 
tion, and  diphtheria  was  likewise  more  than  or- 


dinarily prevalent  at  the  same  time.  Although 
neither  the  smallpox  nor  diphtheria  was  due  to 
the  results  of  the  hurricane,  nevertheless  the 
wholesale  devastation  of  homes  thereby  caused, 
made  quarantine  and  isolation  measures  either 
extremely  difficult  or  at  times  impossible. 

Working  with  the  Public  Health  Department 
of  the  city  of  Miami,  the  writer  was  assigned 
to  a sector  of  the  devastated  area  ifi  charge  of 
an  emergency  unit.  Inasmuch  as  wide  latitude 
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and  discretionary  powers  were  allowed  those  in 
charge  of  individual  units,  opportunity  presented 
itself  for  unusual  observation  of  the  effect  of 
immunization  on  a large  scale  upon  civilian  pop- 
ulation against  several  diseases. 

The  entire  population  of  the  sector  was  urged 
to  present  itself  for  inoculation  against  typhoid. 
In  this  respect  it  was  primarily  interesting  to 
observe  the  effect  which  the  hurricane  exercised 
upon  mass  psychology,  insofar  as  it  affected  the 
usual  lethargy,  if  not  open  opposition,  to  wide- 
spread voluntary  inoculation.  It  seemed  that 
practically  everybody,  young  and  old,  black  and 
white,  desired  to  be  inoculated.  Of  course,  the 
co-existing  smallpox  and  diphtheria  prevalence 
enhanced  the  favorable  psychological  setting  pro- 
duced by  the  hurricane  itself. 

The  writer,  with  the  aid  of  three  nurses,  gave 
in  excess  of  15, OCX)  injections  of  typhoid-para- 
typhoid vaccine.  Under  the  stress  of  emergency 
conditions,  vaccines  of  all  makes  were  furnished, 
and  bulk  packages  as  well  as  individual  syringe 
and  ampoule  containers  were  indiscriminately 
used.  While  accurate  figures  were  not  kept,  it 
is  very  likely  that  but  very  few  patients  were 
given  all  three  injections  with  the  same  make  of 
vaccine — and  this  variation  apparently  made  no 
recognizable  difference. 

Neither  was  uniformity  of  technic  observed  bv 
those  in  charge  of  the  several  units,  so  that  com- 
parison of  results  from  this  angle  becomes  like- 
wise impossible.  The  writer  used  60  per  cent 
alcohol  to  cleanse  the  site  for  injections;  others 
used  lysol ; and  some  used  mercurochrome. 
The  writer  sterilized  his  needles  by  boiling  in 
water  to  which  sodium  bicarbonate  was  added ; 
but  somq  used  so-called  platinum  needles  and 
passed  them  through  the  flame  of  a Bunsen  bur- 
ner as  a means  of  sterilization.  This  proved  un- 
satisfactory in  large-scale  inoculation  because  the 
needles  got  rough  and  dull,  and  caused  painful 
injections. 

In  the  15,000  injections  given,  there  were,  of 
course,  the  average  number  of  psychological 
faintings,  especially  among  women,  before  or  im- 
mediately after  the  first  injection.  No  serious 
untoward  general  reactions  followed  this  series 
of  inoculations  against  typhoid;  but  17  cases 
did  react  by  increased  temperature  sufficiently 
to  warrant  their  remaining  in  bed  twenty-four 
hours,  complaining  of  fever  and  malaise. 

Concerning  local  reactions,  it  was  noted  early 
in  the  series  that,  everything  else  being  equal,  the 
deeper  the  injection  was  given,  the  less  likelv 
was  undesirable  local  reaction  to  follow.  LTnti! 
this  was  learned  we  did  have  complaints  of  sore- 


ness at  the  site  of  injection.  We  had  two  severe 
local  reactions  due,  undoubtedly,  to  faulty  tech- 
nic. One  case  developed  a typical  ervsipelas,  and 
the  other  a pronounced  cellulitis  beginning  at  the 
site  of  injection. 

And  right  here  a word  may  be  noted  concern- 
ing local  reactions  due  to  the  vaccine  itself.  One 
morning  we  reached  the  station  only  to  find  that 
the  vaccine  had  frozen  solid  over  night  due  to 
excessive  refrigeration.  Inasmuch  as  we  had 
only  one  day’s  supply  handy,  headquarters  were 
communicated  with,  and  the  reply  was  received 
that  freezing  did  not  injure  typhoid  vaccine,  and 
to  go  ahead  and  use  it.  In  the  meantime  a long 
waiting  line  had  formed,  so  we  injected  the  vac- 
cine as  fast  as  it  melted.  While  by  no  means 
caring  to  state  that  freezing  is  injurious  to  ty- 
phoid vaccine,  the  resulting  definite  more  or  less 
severe  local  reactions  noted  following  the  use 
of  vaccine  at  a temperature  just  above  the  melt- 
ing point,  proved  that  it  was  neither  a safe  nor 
a wise  procedure. 

We  had  not  progressed  far  with  our  anti-ty- 
phoid inoculations  when  the  question  of  multi- 
ple immunization  presented  itself.  Patients  in- 
quired if  it  would  be  safe  to  be  “vaccinated” 
against  smallpox  and  diphtheria  while  undergoing 
the  course  of  typhoid  injections.  Frankly,  the 
writer  could  not  conscientiously  answer  such 
questions,  and  communication  with  headquarters 
brought  the  suggestion  to  try  a few  cases  and  see 
what  happens.  We  did.  Our  first  trial  consisted 
in  giving  a smallpox  vaccination  and  a first  ty- 
phoid injection  simultaneously;  we  waited  a week 
and  nothing  untoward  happened.  (This  was  a 
nine-year  old  girl.)  Next  we  ventured  a combi- 
nation of  antityphoid  and  antidiphtheritic  im- 
munization in  a series  of  children  of  school  age. 
Antityphoid  vaccine  and  toxin-antitoxin  were 
given  alternatingly  every  fourth  day  in  a series  of 
28  selected  children.  A week’s  observation,  and 
again  nothing  untoward  happened  in  this  series. 

Encouraged  in  our  experiments,  we  next  ven- 
tured another  step  ahead  by  giving  typhoid  and 
toxin-antitoxin  inoculations  on  the  same  day  in 
separate  arms  on  a similar  number  of  cases.  No 
undue  reactions  followed  that  would  indicate  a 
difference  from  the  average  run  of  single  immun- 
izations. All  told,  67  children  of  school  age  were 
given  multiple  simultaneous  immunizations 
against  typhoid  and  diphtheria,  and  of  these  67 
four  were  also  vaccinated  against  smallpox  on 
the  day  the  first  typhoid  injection  was  made,  thus 
making  triple  immunization. 

LTn fortunately,  at  the  time  these  multiple  in- 
oculations were  made,  nothing  was  done  to  follow 
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up  their  efficacy  in  the  form  of  either  Schick  or 
other  tests.  However,  no  typhoid  developed  in 
that  particular  sector,  no  smallpox,  and  the  diph- 
theria cases,  which  amounted  to  about  a score, 
were  confined  almost  entirely  to  a large  tourist 
camp.  In  fact,  they  were  all  weeded  out  by  the 
time  the  immunization  as  the  result  of  the  toxin- 
antitoxin  could  have  become  effective. 

While  at  the  time  only  rough  and  incomplete 
records  of  the  work  done  were  kept,  the  writer 
often  pondered  since  then  whether  or  not  those 
multiple  attempts  at  immunizing  actually  did 
confer  active  immunity  against  both  typhoid  and 
diphtheria,  and  against  smallpox  in  addition  in 
the  small  group  of  cases  known  to  have  received 
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simultaneous  immunization  treatment  against  all 
three  diseases. 

Now,  after  over  two  years,  M.  Norvy  and 
Zoeller,  of  Paris,  report  in  the  medical  literature 
that  such  multiple  preventive  immunization  is 
not  only  harmless,  but  that  the  resulting  immunity 
to  the  diseases  immunized  against  is  superior  to 
that  produced  by  single  immunization. 

From  this,  the  practical  lesson  may  be  drawn 
that  once  the  patient’s  psychological  setting  has 
become  favorable  for  prophylactic  immunization, 
it  would  appear  just  as  safe,  and  even  more  effi- 
cient, to  do  multiple  immunization  against  sev- 
eral diseases,  as  to  immunize  only  against  one  at 
a time.  From  a public  health  point  of  view,  this 
is  of  immense  importance. 


TENTH  MONTHLY  CLINICAL  CONFERENCE  AT  THE  MINNEAPOLIS 

GENERAL  HOSPITAL 

Department  of  Obstetrics  and  Gynecology 

December  28,  1928 


C.  O.  Maland,  M.D.  F.  L.  Adair,  M.D. 

R.  E.  McDonald,  M.D. 

MINNEAPOLIS,  MINNESOTA 


By  C.  O.  Maland,  M.D. 

1.  Placenta  previa : Discussion  of  a case. 

The  case  is  No.  6884,  aged  34,  Grav.  ix.  Para  vii. 
Admitted  December  19,  1928. 

P.  C. — Pregnancy  at  eight  months.  Painless  vag- 
inal bleeding. 

F.  H. — Negative. 

P.  H. — Measles,  chickenpox,  and  mumps  in  child- 
hood. Appendectomy  at  age  of  14.  Plerniotomy 
and  oophorectomy  at  26.  C.  T.  A.  normal.  Previ- 
ous pregnancies:  Has  had  seven  normal,  full-term 
pregnancies  with  spontaneous  deliveries  and  one 
miscarriage  at  two  months. 

P.  I. — Last  menstrual  period  April  13,  1928.  Date 
of  expected  confinement,  January  20,  1929.  First 
trimester — no  disorders.  On  October  1,  when  five 
and  one-half  months  pregnant,  patient  was  admitted 
to  hospital  because  of  painless  bleeding  which  was 
slight  in  amount,  and  which  stopped  as  soon  as  the 
patient  was  put  to  bed.  Remained  in  hospital  nine 
days.  On  November  8,  was  again  admitted  to  hos- 
pital with  same  complaint.  Bleeding  stopped,  and 
after  nine  days  she  was  again  discharged.  On  De- 
cember 6 the  patient  began  to  bleed  again,  this  time 
more  profusely  than  ever  before.  Remained  in  bed 
one  week  at  home  and  then  came  to  hospital  on 
December  19.  • 

Physical  findings:  Heart  and  lungs  normal.  Ab- 
domen— Fundus  uteri  three  fingers  below  xiphoid 
process.  Breech  in  fundus,  back  on  left,  small  parts 


on  right,  head  movable  at  pelvic  brim.  Cephalic 
prominence  on  right.  Fetal  heart  rate  140;  heard 
best  in  left  lower  quadrant.  Moderate  amount  of 
vaginal  bleeding. 

Rectal:  no  dilatation  or  effacement  of  cervix. 

B.  P.— 100/70,  pulse  70. 

Laboratory:  Urine,  very  faint  trace  of  albumin. 
Hgb.,  70;  R.  B.  C.,  3,800,000;  W.  B.  C.,  9,600. 

Course  in  hospital:  Vaginal  bleeding  was  moder- 
ate the  day  of  admission.  Slight  bleeding  the  day 
after  and  no  bleeding  for  past  seven  days. 

Treatment:  Rest  in  bed.  General  condition  is 
good. 

The  etiology  of  placenta  previa  remains  un- 
known. Malformations,  benign  and  malignant 
growths,  chronic  congestion,  and  inflammation 
of  the  uterus  are  considered  predisposing  causes. 
The  central  type  is  more  serious  than  the  mar- 
ginal and  partial  types,  since  the  hemorrhage 
occurs  earlier  in  pregnancy  and  is  frequently 
repeated.  These  patients  should  be  watched 
closely  after  the  termination  of  the  third  stage 
of  labor,  since  post-partum  hemorrhage  is  likely 
to  occur  because  of  uterine  inertia.  The  diag- 
nosis is  made  from  the  history  and  the  nature 
of  the  accident.  Painless  and  causeless  bleeding 
in  the  latter  months  of  pregnancy  is  sufficient 
to  make  a diagnosis  of  placenta  previa.  The  pa- 
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tient  should  be  watched  closely.  The  first  hem- 
orrhage is  rarely  fatal,  but  there  is  the  ever 
present  danger  of  a recurrence  of  a sudden  sharp 
bleeding. 

Rectal  or  vaginal  examination  reveals  a soft, 
boggy  condition  of  the  lower  uterine  segment. 
It  is  best  not  to  do  a digital  examination  until 
one  is  prepared  to  control  the  hemorrhage  that 
may  occur.  It  may  not  be  possible  to  feel  the 
margin  of  the  placenta  with  the  examining  fin- 
ger. Pulsating  vessels  can  sometimes  be  felt. 

In  treatment  of  placenta  previa,  the  essential 
thing  is  to  control  the  hemorrhage  and  to  induce 
labor  at  the  same  time.  If  the  patient  is  under 
observation,  as  in  this  instance,  the  blood  should 
be  grouped  and  a suitable  donor  provided  in  case 
transfusion  becomes  necessary.  Rupturing  the 
membranes  may  be  all  that  is  necessary  in  case 
of  marginal  or  lateral  implantations  of  the  pla- 
centa. The  fetal  head  will  come  down  and  con- 
trol the  bleeding.  If  the  cervix  is  soft  and  par- 
tially dilated  or  easily  dilatable,  a Braxton  Hicks 
version  may  be  done.  It  is  best  to  follow  this 
by  slow  extraction  of  the  fetus  or  leave  the  de- 
livery to  mature.  One  should  always  respect 
the  cervix  and  aim  to  prevent  deep  lacerations. 
A No.  5 Voorhees  bag  placed  within  the  amniotic 
cavity  usually  controls  the  hemorrhage.  There  is 
also  danger  of  serious  bleeding  following  the 
expulsion  of  the  bag.  If  the  fetal  head  does 
not  come  down  and  compress  the  placenta,  one 
should  be  prepared  to  do  a version.  In  central 
placenta  previa  with  a thick  undilated  cervix 
and  profuse  bleeding  and  a viable  fetus,  Cesare- 
an section  is  indicated.  If  the  patient  is  po- 
tentially infected  and  a Cesarean  section  is  done, 
it  is  best  to  perform  a hysterectomy. 

discussion — by  F.  L.  Adair,  M.D. 

Some  of  the  factors  acting  as  predisposing  causes 
may  be  various  types  of  deformities  of  the  uterus. 
Anj^  vaginal  hemorrhage  without  apparent  cause, 
in  the  last  trimester  or  earlier,  which  is  painless, 
should  be  considered  placenta  previa.  At  first  the 
hemorrhage  may  be  slight  and  slow  in  onset,  al- 
though it  may  be  rapid  and  even  fatal.  Hemor- 
rhages tend  to  repeat  or  they  may  be  constant. 

Management  of  cases  of  placenta  previa  depends 
on  the  period  of  gestation  when  the  hemorrhage 
occurs.  If  before  viability,  one  should  decide 
whether  it  is  advisable  to  carry  on  to  viability  or 
if  interference  should  be  started  immediately.  The 
more  experienced  doctors  may  not  interfere  right 
away;  they  may  observe  the  case  under  favorable 
conditions.  These  cases  should  be  grouped  and 
matched  and  have  a donor  ready  in  case  there  is 
trouble  or  an  indication  for  transfusion. 

Diagnosis  of  placenta  previa  can  be  made  on  the 
history  and  symptoms.  It  should  be  differentiated 


from  premature  detachment  of  the  placenta.  There 
is  causeless  hemorrhage  without  pain.  Myoma  of 
the  uterus  may  cause  bleeding  polyp  of  uterus, 
marked  erosion  of  cervix,  carcinoma,  etc. 

It  is  not  wise  to  make  a vaginal  or  rectal  exam- 
ination unless  preparations  are  ready  for  any  emer- 
gency that  may  arise.  If  an  examination  is  made 
and  a uniform  bogginess  of  the  cervix  is  found,  the 
diagnosis  is  easy.  In  this  case  a boggy  condition 
was  found. 

The  next  thing  to  consider  is  the  type  of  placenta 
previa  that  is  being  dealt  with — the  central  or  par- 
tial type,  etc. 

Cesarean  section  is  used  in  placenta  previa.  It 
can  be  used  in  the  central  or  perhaps  other  type  when 
the  child  is  viable  and  at  term.  Sometimes  a rup- 
ture of  the  membranes  will  take  care  of  the  margin- 
al, but  this  is  good  only  for  the  mother  and  not 
for  the  baby.  40-50  per  cent  of  the  babies  are  lost 
in  placenta  previa. 

The  aim  should  be  to  check  hemorrhage,  induce 
labor,  and  maintain  a wholesome  respect  for  the 
cervix.  In  places  where  there  are  not  all  conven- 
iences it  may  be  necessary  to  use  Braxton  Hicks 
version.  It  is  a bad  practice  to  pack  a vagina  be- 
cause it  tends  toward  infection.  The  bag  is  pre- 
ferred to  anything. 

By  F.  L.  Adair,  M.D. 

2.  Premature  separation  of  the  placenta : 
Discussion  and  report  of  a recent  case. 

The  case  is  No.  406,  aged  33,  Grav.  vi.  Para  v. 
Admitted  December  26,  1928,  at  11:30  a.  m. 

P.  C. — Pregnancy  at  eight  months.  Profuse  vag- 
inal bleeding  three  hours  duration. 

F.  H. — Negative. 

P.  H. — Diphtheria  and  measles  in  childhood.  C. 
T.  A.  normal.  Previous  pregnancies.  Has  had  five 
full-term  normal  pregnancies.  One  instrument  de- 
livery and  the  rest  spontaneous. 

P.  I. — Last  menstrual  period  April  21,  1928.  Date 
of  expected  confinement,  January  27,  1929.  For  one 
week  previous  to  day  of  entrance  to  hospital,  patient 
was  in  bed  with  the  “flu,”  cough,  fever,  chills  and 
sweats.  Was  under  a doctor’s  care.  Was  up  and 
about  on  the  25th  but  felt  weak.  On  the  morning 
of  the  26th  at  about  8:30  a.  m.,  patient  began  to 
have  profuse  vaginal  bleeding  with  only  a few 
cramp-like  pains.  A doctor  was  called  who  put  in 
a vaginal  pack  and  sent  her  into  the  hospital.  Con- 
dition of  patient  during  pregnancy  previous  to  onset 
of  present  illness  has  been  good. 

Physical  findings:  Patient  very  pale  and  anemic 
looking.  B.  P.,  88/60;  pulse,  90,  not  very  strong. 
Heart  and  lungs — no  pathological  findings.  Ab- 
domen— Fundus  uteri  three  fingers  below  xiphoid, 
breech  in  fundus,  small  parts  on  left,  back  on  right, 
head  floating  at  pelvic  brim.  Fetal  heart  not  heard. 
Vagina  packed  with  gauze.  No  rectal  examination. 

Laboratorv:  Urine,  negative.  Hgb.,  50;  R.  B.  C., 
2,510,000;  W.  B.  C.,  21,050. 

Course  in  Hospital:  Patient  was  put  on  delivery 
table.  Began  to  have  labor  pains,  moderate  in  se- 
verity. Vaginal  pack  was  expelled  along  with  some 
large  clots.  Preparations  were  made  for  insertion 
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of  Voorhees  bag,  but  on  examination  the  cervix  was 
found  to  be  completely  dilated,  membranes  intact, 
head  above  the  spines  and  position  O.  D.  A.  A ver- 
sion and  breech  extraction  was  done  and  patient 
delivered  of  a stillborn  female  infant  at  12:55  p.  m. 
Several  large  clots  of  dark  blood  were  expelled  and 
the  placenta  delivered  after  20  minutes  showed  a 
large  area  of  separation  and  some  fibrosis.  Hemor- 
rhage during  third  stage  was  about  200  c.c.  Patient 
was  given  500  c.c.  equal  parts  of  10  per  cent  glucose 
and  normal  saline.  Condition  one  hour  after  de- 
livery was  fair,  pulse,  98.  B.  P.,  105/62.  Tempera- 
ture was  elevated  to  101.8°  the  afternoon  following 
delivery,  and  normal  the  day  following  delivery. 
General  condition  two  days  after  delivery  is  fair. 

Statistics  show  that  these  two  conditions  ap- 
pear with  about  equal  frequency.  In  both  of 
these  conditions,  one  is  really  dealing  with  pla- 
cental detachment.  The  difference  is  that  first, 
in  a placenta  previa,  you  are  dealing  with  a de- 
tachment usually  at  the  margins  and  in  a pla- 
centa which  lies  low  in  the  uterus,  whereas  in 
the  other,  the  placenta  usually  lies  high  in  the 
uterus  and  the  detachment  is  more  central. 
In  both  these  conditions,  the  essential  cause 
of  the  hemorrhage  is  the  detachment.  In 
the  placenta  previa,  the  detachment  is  largely  a 
mechanical  affair.  Most  hemorrhages  take  place 
in  the  latter  part  of  pregnancy.  In  the  prema- 
ture detachment  of  the  placenta,  the  hemorrhage 
does  not  depend  so  much  on  the  mechanical 
means,  but  it  is  associated  with  toxic  conditions 
and  the  hemorrhage  results  from  some  degen- 
erative changes  which  take  place  in  the  decidua 
or  in  the  uterine  wall,  or  possibly  in  the  pla- 
centa. There  are  a certain  number  of  traumatic 
causes  due  to  manipulation,  short  cord,  cord 
around  body,  etc.  This  case  presented  does  not 
show  any  signs  of  toxemia  but  the  patient  did 
have  an  infection  one  week  preceding  admis- 
sion. 

Hemorrhage  is  not  only  in  between  the  pla- 
centa and  uterine  wall,  but  in  the  uterine  wall 
and  down  to  the  peritoneal  surface  and  some- 
times subperitoneal  and  even  into  the  peritoneal 
cavity.  Sometimes  the  hemorrhages  in  the  uter- 
ine wall  are  so  profuse  that  they  present  some- 
thing almost  like  a hemorrhagic  cyst. 

The  effect  on  the  fetuses  of  the  two  conditions 
is  different.  In  placenta  previa,  it  is  not  often 
that  there  is  an  ante-partum  fetal  death.  In  the 
detachment  of  the  placenta,  an  ante-partum 
death  of  the  fetus  is  quite  the  rule.  In  post- 
mortem examination  of  these  fetuses,  the  fetus 
usually  does  not  die  from  hemorrhage  but  from 
suffocation.  This  is  further  corroborated  by  the 
history  the  woman  gives,  in  that  she  has  felt 
life  until  a certain  date  and  then  it  has  stopped. 


Symptoms  are  somewhat  alike,  but  still  there 
are  some  points  of  difference.  Painless  and 
causeless  hemorrhage  which  occurs  in  the  last 
trimester  of  pregnancy  is  diagnosed  as  placenta 
previa.  Bleeding  in  placenta  previa  is  almost 
always  external.  In  premature  detachment  of 
the  placenta,  the  hemorrhage  may  be  either  ex- 
ternal or  internal.  Three  things  to  be  kept  in 
mind  regarding  hemorrhage  are  that  in  the  de- 
tachment of  the  placenta  the  major  portion  may 
be  external,  the  larger  portion  may  be  inside  the 
uterus  or  there  may  be  no  visible  hemorrhage. 
The  type  of  case  most  difficult  to  distinguish 
from  placenta  previa  is  the  one  in  which  the 
hemorrhage  is  visible.  If  there  is  a toxemia  as- 
sociated with  this  condition,  one  would  be  more 
suspicious  of  a premature  detachment  of  the 
placenta.  In  this  type  of  case,  there  is  no  one 
point  which  makes  a diagnosis,  except  the  ob- 
stetrician’s ability  to  feel  the  placenta.  In  a pre- 
mature detachment  of  the  placenta,  there  can  be 
a low-lying  placenta  or  a condition  where  the 
placenta  is  completely  torn  from  the  uterine  wall 
and  prolapsed,  but  if  the  placenta  can  be  felt 
or  its  margins  palpated,  it  is  almost  certain  you 
are  dealing  with  a placenta  previa.  In  this  case, 
the  pain  is  more  continuous  and  described  as  a 
sort  of  tearing  and  boring  pain  and  causes  a 
great  deal  of  distress. 

Abdominal  examination : In  a woman  with  a 
major  portion  of  the  hemorrhage  externally,  the 
fetus  would  be  able  to  be  palpated  as  in  pla- 
centa previa.  The  differentiation  would  be  the 
usual  absence  of  fetal  heart  tones.  Abdominal 
examination  in  a type  of  case  where  there  is 
considerable  bleeding  in  the  uterus  shows  an 
absence  of  fetal  heart  tones,  and  inability  to 
palpate  the  fetal  parts.  Sometimes  in  these  cases 
there  is  an  accessory  tumor. 

Another  point  of  diagnostic  value  is  that  in 
placenta  previa  there  is  usually  blood  which 
looks  fresh,  but  in  the  detachment  of  the  pla- 
centa where  there  is  blood  remaining  in  the 
uterus,  there  are  clots. 

Treatment : In  placenta  previa  the  main  regard 
is  for  the  life  of  the  mother,  but  there  is  an  in- 
clination to  handle  it  with  an  aim  to  preserve 
the  fetus.  In  placenta  previa  the  mortality  is 
around  25  per  cent.  The  mortality  of  the 
mother  is  more  in  the  premature  detachment  of 
the  placenta.  The  simplest  treatment  is  the  rup- 
ture of  the  membranes.  This  does  not  apply  to 
placenta  previa  centralis  but  to  the  marginal  tvpe 
where  the  edge  of  the  placenta  lies  in  the  internal 
os  with  a small  amount  of  bleeding,  and  the 
rupture  of  the  membranes  lets  the  presenting 
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part  come  down  against  the  placenta  and  check 
the  bleeding.  In  a detachment  of  the  placenta, 
a rupture  of  the  membranes  is  contra-indicated 
so  it  is  avoided  until  ready  to  deliver  because 
the  condition  may  be  aggravated  rather  than 
bettered.  Another  procedure  is  that  of  packing 
the  vagina,  but  this  carries  the  definite  danger 
of  infection  and  it  does  not  do  much  good.  If 
packing  is  to  be  effective,  it  is  to  be  carried  out 
thoroughly  and  systematically,  using  lamb’s  wool 
or  cotton  instead  of  gauze.  The  vagina  should 
be  widely  exposed  with  the  speculum  and  the 
pack  should  be  placed  in  the  vaginal  vaults,  and 
the  vagina  filled  with  this  wool  or  cotton. 

A bag  can  be  applied  to  either  case,  especially 
in  the  type  of  abruptio  where  the  hemorrhage  is 
mostly  external.  There  are  means  of  rapid  dila- 
tation of  the  cervix,  by  manual  methods,  by 
cutting  operations  on  the  surface  of  the  anterior 
or  posterior  lip.  This  would  be  more  applicable 
to  premature  detachment  than  to  placenta  previa. 
The  danger  is  not  over  when  the  delivery  is 
finished  because  these  patients  are  more  suscep- 
tible to  post-partum  hemorrhage. 

Cesarean  section  can  be  done  in  cases  where 
a difficult  labor  is  anticipated,  or  when  you  are 
dealing  with  a central  placenta  previa,  or  pla- 
centa totalis,  but  not  where  the  child  is  dead. 
This  would  also  be  justifiable  in  a case  of  pre- 
mature detachment  of  the  placenta  with  a dis- 
tended uterus,  definite  evidence  of  a hemorrhage 
in  the  uterine  cavity  and  with  a non-contracting 
uterus. 

Premature  detachment  of  the  placenta  should 
not  be  treated  expectantly.  In  the  case  of  pla- 
centa previa,  you  may  temporize  with  it  a short 
time  under  proper  conditions,  but  only  from  the 
standpoint  of  benefit  to  the  fetus  without  serious 
detriment  to  the  mother. 


By  R.  E.  McDonald,  M.D. 

3.  Comparison  of  results  in  two  cases  of 
carcinoma  of  the  cervix. 

The  two  cases  for  comparison,  when  first  seen, 
presented  somewhat  similar  symptoms,  but  have 
presented  different  pictures  in  the  rate  of  progress 
of  the  disease  and  in  prognosis  since  then. 

The  first  case  is  No.  133,  aged  54,  first  admitted 
October  25,  1927,  complaining  of  very  slight  pelvic 
pain  but  considerable  vaginal  bleeding.  This  had 
been  going  on  for  two  months  prior  to  admission 
and  was  not  so  severe  until  just  a couple  of  weeks 
before  admission.  When  examined  she  was  found 
to  have  a very  definite  carcinoma  of  the  cervix  with 
a very  slight  tendency  to  crater  formation.  C.  T.  A. 
began  at  15,  regular  until  forty-eight  years  of  age, 
at  which  time  she  had  her  menopause.  There  was 


no  more  bleeding  until  two  months  prior  to  admis- 
sion to  the  hospital.  Biopsy  of  the  cervix  was  done 
to  confirm  the  clinical  diagnosis  of  carcinoma,  and 
it  was  found  to  be  a squamous  cell  carcinoma  of 
the  cervix.  Two  days  after  admission  she  was 
given  radium,  2,400  mgm.  hours,  which  controlled 
the  bleeding  fairly  well.  She  remained  in  the  hos- 
pital for  about  fourteen  days  and  went  out  con- 
siderably improved  as  far  as  the  bleeding  was  con- 
cerned and  did  not  complain  of  pain  at  the  time. 
She  was  kept  under  observation  in  the  dispensary 
until  the  first  of  January,  1928,  when  she  was  again 
admitted  to  the  hospital  complaining  of  the  same 
symptoms  previously  experienced,  and  radium  was 
again  used  in  the  form  of  emanations.  Six  seeds 
were  implanted  in  the  cervix,  giving  a dosage  of 
1,200  mgm.  hours.  She  was  discharged  one  month 
later  slightly  improved.  She  was  seen  monthly  at 
the  dispensary  and  was  again  admitted  October  16, 
1928,  after  having  been  in  the  University  Hospital 
where  she  was  referred  from  the  dispensary  for 
deep  X-ray  therapy.  She  was  at  the  University 
Hospital  five  weeks  and  was  given  four  deep  X-ray 
treatments.  Her  condition  at  this  last  admission 
was  very  much  worse  than  before.  Now  she  has  a 
definite  crater  in  the  cervix  with  metastasis  through- 
out the  pelvis.  She  has  marked  anorexia  and  show's 
a marked  loss  of  weight.  She  is  now  greatly 
emaciated.  Hemoglobin,  October  16,  1928,  was  75; 
R.  B.  C.,  3,900,000;  at  the  present  time  her  hemo- 
globin is  52;  R.  B.  C.,  2,600,000;  sedimentation  time, 
31  minutes,  although  she  showed  no  very  marked 
evidence  of  infection. 

The  second  case  was  that  of  a woman,  No.  267, 
aged  48,  admitted  to  the  hospital  November  1,  1928. 
C.  T.  A.  began  at  13,  very  irregular,  two  wreeks  in- 
tervals, and  lasting  from  one-half  a day  to  four 
days;  then  later  one  to  two  weeks  intervals  and 
lasting  two  or  three'  days.  In  August,  1928,  she 
had  a profuse  hemorrhage.  These  symptoms  have 
followed  her  menopause  which  was  three  years  ago. 
Since  the  menopause  she  began  spotting  and  spotted 
every  other  day  and  sometimes  every  day  in  re- 
cent months.  This  last  August  she  had  a profuse 
hemorrhage,  but  no  pain.  In  September  she  had  such 
a profuse  hemorrhage  that  she  came  to  the  hospital 
and  was  seen  at  the  dispensary  and  sent  home  to 
bed.  The  hemorrhage  was  controlled.  On  No- 
vember 1,  1928,  she  w'as  admitted  to  the  hospital 
with  marked  pallor  and  profuse  hemorrhage,  which 
could  not  be  controlled  by  packing  so  she  was  taken 
immediately  to  the  operating  room  and  actual 
cautery  was  used  to  secure  hemostasis.  Later  she 
was  treated  with  radium.  This  carcinoma  seemed 
to  be  localized  in  the  portio  of  the  cervix.  It  was 
felt  that  this  was  a first  or  second  degree  type. 
2,800  mgm.  hours  of  radium  were  used  seven  weeks 
ago.  During  this  seven  weeks  period  a very  marked 
improvement  has  been  noted.  On  entrance  the 
hemoglobin  was  40;  R.  B.  C.,  2,000,000;  W.  B.  C., 
14,500;  P.  M.  N.,  88;  sedimentation  time,  56  minutes. 
She  has  had  no  further  hemorrhages  following 
cauterization  and  now  her  hemoglobin  is  60;  R.  B. 
C.,  3,000,000;  W.  B.  C.,  5,000;  sedimentation  time, 
two  hours  and  46  minutes.  Her  general  color  is 
very  much  better,  appetite  improved,  no  bladder  or 
bowel  symptoms.  She  is  feeling  very  well.  Physical 
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examination  shows  that  the  carcinomatous  process  is 
greatly  improved  over  when  she  first  came  in  and 
it  is  now  thought  that  probably  more  radium  will 
be  used  or  a hysterectomy  done  because  of  the 
possibility  of  very  favorable  results. 

-Dr.  Adair 

It  is  now  thought  that  probably  more  radium 
will  be  used  or  a hysterectomy  done  because 
of  the  possibility  of  very  favorable  results. 

In  the  second  case  the  prognosis  is  fairly 
good,  whereas  in  the  first  it  is  very  poor.  \ he 
first  case  is  having  incontinence  of  the  bladder 
and  bowel,  and  considerable  pelvic  pain,  which 
is  alleviated  only  bv  large  doses  of  morphine. 
The  second  case  has  no  discomfort. 

The  reason  we  used  the  cautery  in  the  second 
case  was  because  of  the  anemia,  and  it  was 
thought  radium  would  be  too  slowr  in  its  action, 
but  radium  was  used  subsequently. 

In  the  first  case  the  involvement  was  a little 
more  extensive,  and  it  was  not  an  operative  case. 
The  initial  response  to  the  use  of  radium  was 
practically  nil  except  that  it  eventually  controlled 
bleeding.  The  carcinomatous  process  has  not 
stopped. 

In  the  second  case  the  carcinomatous  process 
seems  to  be  temporarily  arrested  and  shows 
some  tendency  to  recede. 

Note:  The  first  case  has  subsequently  died 
on  January  6,  1929.  The  second  case  survives, 
and  the  process  seems  to  be  temporarily  arrested. 


MISCELLLANY 


RESOLUTIONS  ON  THE  DEATH  OF 
DR.  G.  O.  WELCH 

State  of  Minnesota  Department  of  Public 
Institutions,  St.  Paul 
June  5,  1929 

In  the  death  of  Dr.  G.  O.  Welch,  for  more  than 
thirty-five  years  superintendent  of  the  State  Hospital 
at  Fergus  Falls,  Minnesota,  the  entire  community  has 
suffered  an  irreparable  personal  loss,  and  the  State 
Board  of  Control  and  superintendents  of  state  insti- 
tutions have  been  deprived  of  one  of  their  most 
genial,  sympathetic  and  devoted  friends  and  former 
associates. 

Dr.  Welch  held  first  rank  in  his  chosen  profession. 
As  a citizen  he  was  patriotic  and  progressive  and  as 
superintendent  of  the  Fergus  Falls  State  Hospital  he 
made  an  enviable  record  by  his  fairness  and  his 
marked  devotion  to  the  needs  of  the  patients.  He 
was  a valued  citizen  and  friend.  He  gave  unstintingly 
of  his  time  and  his  talents  to  the  professional  side 
of  his  work,  while  he  gave  his  whole  heart  and  soul 
to  the  many  and  diverse  personal  phases  of  his  con- 
tact with  the  patients  under  his  care. 

The  State  Board  of  Control  wishes  to  record  its 
heartfelt  appreciation  of  the  personal  character,  the 


fine  qualities  of  mind  and  the  loyal  devotion  to  duly 
that  marked  Dr.  Welch’s  entire  career,  and  hereby 
gives  official  expression  to  such  appreciation  to  be 
made  a part  of  the  Board’s  record  and  copies  of  the 
same  to  be  sent  to  the  family  of  the  late  superintend- 
ent. 

Dated  at  St.  Paul,  Minnesota,  this  5th  day  of  June, 
1929. 

State  Board  of  Control, 
Blanche  L.  La  Du,  Chairman 
John  Coleman 
C.  J.  Swendsen 


Work  Wanted  in  Good  Field 

A locum  tenency  or  assistantship  by  experienced 
physician.  Licensed  in  Minnesota.  Address  615, 
care  of  this  office. 

Physician  Wanted  in  North  Dakota 

We  want  a good  doctor  in,  a.  North  Dakota  town 
of  1500,  and  only  one  doctor  to  better  location  in 
the  state.  Address  616,  care  of  this  office. 

Physician  Wanted 

For  a month  to  take  charge  of  my  practice  in 
small  Minnesota  city.  W’ill  pay  good  salary  and 
expenses.  Address  623,  care  of  this  office. 

General  Surgeon  Wanted 

A general  surgeon,  about  30  years  of  age,  ij 
■wanted.  He  must  be  right.  Can  offer  reasonable 
inducements.  Iron  Range.  Address  604,  care  of 
this  office. 

Practice  for  Sale 

Country  practice  for  sale  in  central  Minnesota; 
office  and  equipment.  Nothing  for  good  will.  Big 
territory  in  lake  region.  Little  cash  will  handle. 
Address  614,  care  of  this  office. 

For  Sale  or  Rent 

Six  room,  modern,  California  bungalow  and  three- 
car  garage.  A charming  place  on  Phelps  Island, 
Lake  Minnetonka.  Call  Colfax  9124  at  8 a.  m., 
or  write  L.  Cussler,  Jr.,  4015  Colfax  Avenue  South, 
Minneapolis. 

Office  Equipment  for  Sale 

On  account  of  poor  health  I will  sell  my  entire 
office  equipment,  all  kinds  of  instruments,  appli- 
ances, X-ray,  electrotherapeutic  outfits,  microscope, 
scales,  centrifuge,  etc.  For  further  particulars  ad- 
dress 620,  care  of  this  office. 

Physicians  Wanted 

In  a fine  Minneapolis  location  for  a general  prac- 
titian.  Splendid  office  room  and  very  reasonable 
rent.  One  of  the  best  locations  in  North  Minne- 
apolis. Full  co-operation.  Inquire  of  Kadleck  and 
Danek,  Druggists,  625  Plymouth  Ave.  North. 

For  Sale  or  Rent 

A nicely  furnished  hospital,  one  of  the  best  lo- 
cations in  the  State,  35  miles  to  nearest  hospital, 
large  farming  territory  to  draw  from,  large  tourist 
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ANNUAL  MEETING  OF  THE  SOUTH 
DAKOTA  STATE  MEDICAL 
ASSOCIATION 

The  forty-eighth  annual  meeting  of  the  South 
Dakota  State  Medical  Association,  held  at 
Mitchell,  this  month,  is  now  history. 

The  Mitchell  District  Medical  Society  acting 
as  host  did  themselves  honor  in  the  manner  in 
which  the  medical  profession  co-operated  with 
the  local  and  state  committees,  making  this  a 
successful  meeting. 

The  attendance  was  good,  although  the  last 
day  the  weather  was  threatening,  and  it  rained 
from  noon;  however  the  interest  was  intense 
to  the  last. 

The  guest  speakers  of  the  meeting  were  as 
follows : 

M.  C.  Howard,  M.D.,  Omaha,  Nebraska,  As- 
sistant Professor  of  Medicine,  Creighton  Uni- 
versity School  of  Medicine,  who  conducted  a 
heart  clinic,  in  the  morning,  and  gave  a paper 
in  the  afternoon  on  arthritis. 

Charles  Claire  Higgins,  M.D.,  of  the  Crile 
Clinic,  Cleveland,  Ohio.  Gave  a thyroid  clinic 
in  the  morning,  in  the  afternoon  a paper  on 
“Special  Points  in  the  Management  of  Diseases 
of  the  Thvroid.” 


Arthur  Steindler,  M.D.,  Professor  of  Ortho- 
pedics State  University  College  of  Medicine, 
Iowa  City,  Iowa,  conducted  a clinic  in  ortho- 
pedics. 

Richard  Stanley  Ahrens,  M.D.,  of  the  Nicol- 
let Clinic,  Minneapolis,  Minn.,  gave  a paper 
on  migrain. 

N.  O.  Pearce,  M.D.,  Assistant  Professor  of 
Pediatrics  Medical  School,  University  of  Min- 
nesota, conducted  a pediatric  clinic  and  gave  a 
paper  on  the  “Use  of  Cod-liver  Oil  and  Ultra- 
violet Ray  in  the  Care  of  Infants  and  Children.” 

Michael  H.  Ebert,  M.D.,  Assistant  Professor 
of  Dermatology,  Rush  Medical  School,  Qiicago, 
Illinois,  conducted  a dermatologic  clinic  'and 
gave  a paper  on  “Common  Skin  Lesions  Differ- 
entiated from  Syphilis.” 

James  B.  Carey,  M.D.,  Associated  Professor 
of  Medicine  Medical  School,  University  of  Min- 
nesota, Minneapolis,  Minnesota,  conducted  a 
clinic  showing  the  various  types  of  this  disease, 
and  in  the  afternoon  gave  a paper,  “A  Summary 
of  Present  Knowledge  Regarding  Pernicious 
Anemia.” 

The  clinical  material  was  varied  in  each  clinic 
and  was  in  abundance  and  the  local  committees 
are  to  be  congratulated  on  the  material  pre- 
sented, which  showed  careful  selection  and  con- 
cise presentation. 

The  paper  by  the  Hon.  Herbert  E.  Hitchcock, 
of  Mitchell,  S.  D.,  on  “Workmen’s  Compensa- 
tion Law,”  gave  the  profession  the  lawyer’s 
slant  or  interpretation  of  the  law  as  it  may  be 
applicable  to  the  medical  profession. 

The  annual  dinner  was  a very  pleasant  affair. 
The  ladies  of  the  Eastern  Star  Lodge  gave  the 
dinner  in  the  dining  room  of  the  Masonic 
Temple.  Two  hundred  doctors  and  their  wives 
with  the  guests  of  the  Association  were  seated 
at  tables,  well  laden  with  calories  and  elegantly 
decorated  for  the  occasion. 

The  local  committee  are  to  be  congratulated 
on  the  way  in  which  this  social  function  of  the 
annual  meeting  was  planned  and  carried  out. 

The  annual  public  meeting  was  held  Wednes- 
day evening  at  the  Metropolitan  theater.  Dr. 
N.  K.  Hopkins,  presiding,  Invocation  by  Dr. 
Earl  Roadman,  President  Dakota  Wesleyan 
University.  Dr.  E.  V.  Bobb,  of  Mitchell,  gave 
the  address  of  welcome.  Mrs.  Percy  D.  Pea- 
body, of  Webster,  S.  D.,  President  of  the 
Woman’s  Auxiliary,  responded  in  behalf  of  the 
Auxiliary  and  Dr.  N.  K.  Hopkins,  on  behalf  of 
the  medical  association. 

Arthur  J.  Cramp,  M.D.,  Secretary  of  the 
Bureau  of  Investigation,  American  Medical  As- 
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sociation.  gave  an  illustrated  lecture  “Patent 
Medicine  and  the  Public  Health.”  The  theater 
was  crowded  to  capacity,  and  the  lecturer  held 
the  attention  of  the  audience  for  an  hour  and 
a half. 

The  Woman’s  Auxiliary  of  the  State  Medical 
Association  held  their  sessions  and  transacted 
the  usual  routine  of  business,  adopted  a new 
set  of  By-Laws  to  conform  to  the  later  develop- 
ments in  their  affairs,  which  speaks  for  a for- 
ward movement  in  the  activities  of  this  very  im- 
portant branch  of  medical  activities. 

The  social  side  was  amply  provided  for  by 
the  ladies  of  Mitchell.  Needless  to  say,  they 
had  a fine  time. 

The  House  of  Delegates  selected  Sioux  Falls 
for  the  1930  meeting,  and  elected  L.  N.  Gros- 
venor,  M.D.,  of  Huron,  as  president;  Percy  D. 
Peabody,  M.D.,  Webster,  president-elect;  W.  A. 
Bates,  M.D.,  of  Aberdeen,  vice-president.  Sec- 
retary J.  F.  D.  Cook,  M.D.,  holds  over. 
Councilor  Huron  District,  E.  B.  Taylor,  M.D., 
Huron. 

Councilor  Yankton  District,  J.  A.  Hohf,  M.D., 
Yankton. 

Councilor  Black  Hills  District,  R.  J.  Jackson, 
M.D.,  Rapid  City. 

Delegate  to  the  A.  M.  A.,  T.  F.  Riggs,  M.D., 
Pierre. 

Alternate  to  the  A.  M.  A.,  S.  M.  Hohf,  M.D., 
Yankton. 

J.  F.  D.  Cook,  M.D. 

Secretary-T  reasurer 

THE  NORTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

The  North  Dakota  State  Medical  Association 
carried  out  a very  successful  meeting,  as  usual. 
The  meeting  was  attended  by  175  men,  the  num- 
ber registered,  from  various  parts  of  the  state. 

The  morning  session  on  June  sixth  was  a par- 
ticularly interesting  one  and  was  conducted  by 
J.  S.  Coulter,  of  the  Northwestern  University, 
Chicago.  At  ten  o’clock  a motion  picture  show- 
ing obstetrical  deliveries  was  given  by  Dr.  Carl 
Davis,  of  Milwaukee,  and  the  various  positions 
of  the  child  and  mother  and  the  methods  of  de- 
livery were  shown.  Apparently  the  obstetrical 
situation  was  very  materially  simplified.  Noth- 
ing but  the  normal  positions  were  shown  in  the 
pictures,  other  than  the  abnormal  positions  of 
the  child.  But  all  deliveries  were  made  without 
trouble  and  provoked  a lively  discussion  led  by 
Dr.  W.  A.  Witherstine,  of  Grand  Forks,  inci- 
dentally keeping  the  entire  audience  intensely  in- 


terested. We  are  sure  if  the  men  who  were 
there  knew  as  little  about  deliveries  as  the  writer 
and  learned  as  much  from  the  pictures  shown 
they  must  have  been  very  much  gratified.  The 
picture  in  itself  is  one  of  the  best  methods  of  il- 
lustrating a subject  and  demonstrating  all  phases 
of  it. 

Then  Dr.  J.  W.  Bowen,  of  Dickinson,  N.  D., 
incidentally  discussed  the  diagnosis  and  treat- 
ment of  pelvic  infections,  which  is  a part  of  the 
whole  subject. 

The  afternoon  session  began  with  the  address 
by  the  president,  Dr.  W.  F.  Sihler,  of  Devils 
Lake,  N.  D.,  who  proved  himself  an  efficient  pre- 
siding officer  and  a delightful  speaker. 

Dr.  Frederick  Folev,  of  St.  Paul,  gave  a paper 
on  “The  Management  and  Surgical  Treatment 
of  Prostatic  Carcinoma.” 

A paper  on  “The  Diagnosis  and  Medical  Man- 
agement of  Peptic  Ulcer”  was  given  by  Dr.  H. 
A.  Brandes,  of  Bismarck,  which  was  discussed 
by  Dr.  N.  O.  Ramstad,  of  Bismarck,  Dr.  W.  F. 
Lancaster,  of  Fargo,  and  Dr.  W.  A.  Gerrish,  of 
Jamestown.  This  was  followed  by  a clinic  on 
Gastro-Intestinal  Disease  by  Dr.  George  Euster- 
man,  of  Rochester,  Minnesota. 

The  meeting  was  carried  off  with  promptness 
and  brought  to  a close  in  ample  time  for  the 
program  which  followed. 

The  evening  of  Thursday  was  ushered  in  by 
a banquet  given  to  the  entire  membership,  an 
affair  long  to  be  remembered.  At  the  close  of 
the  banquet  Dr.  George  B.  Eusterman,  of  Roch- 
ester, read  a paper  on  “The  Diagnostic  and 
Therapeutic  Significance  of  Gastric  Anacidity 
in  General  Medicine.” 

The  editor  of  The  Journal-Lancet,  Dr.  W. 
A.  Jones,  of  Minneapolis,  spoke  on  “The  Art 
and  Science  in  the  Practice  of  Medicine,”  deal- 
ing with  socialized  activity  in  medicine,  and  con- 
tending that  the  man  who  knows  how  to  ap- 
proach his  patient  and  examine  his  patient  prop- 
erly, as  he  should,  has  no  difficulty  in  complet- 
ing the  science  and  art.  Doctor  Jones  referred 
to  a book  he  had  just  read  on  the  incipiency  of 
the  medical  arts  and  medicine  up  to  the  present 
time.  At  first  the  art  of  medicine  was  a cruel, 
hard  proposition,  and  there  were  many  difficul- 
ties encountered  both  by  the  patient  and  the 
doctor,  or  the  so-called  doctor,  in  various  kinds 
of  work,  but  mainly  in  obstetrics.  It  took  many 
years  for  any  great  progress  in  the  healing  art 
to  be  realized,  and  of  the  later  developments 
most  of  the  progress  has  taken  place  within  the 
past  fifty  years. 

On  the  forenoon  of  June  seventh,  Dr.  K.  A. 
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Phelps,  of  Minneapolis,  read  a paper  on  “Gen- 
eral Symptoms  and  Diagnosis  of  Sinus  Infec- 
tions.” And  being  a former  Largo  boy  he  was 
inaugurated  as  a life  member  of  the  North  Da- 
kota Academy  of  Ophthalmology  and  Oto- 
Laryngology,  a very  graceful  compliment.  He 
expressed  his  appreciation  in  no  uncertain  terms. 

Dr.  Richard  Bower,  of  Largo,  gave  a paper 
on  “Actelectasis  of  the  Lung,”  and  his  paper 
must  have  been  very  interesting  for  it  created 
a great  deal  of  discussion  and  much  attention. 

Then  Dr.  G.  E.  Brown,  of  Rochester,  read  a 
paper  on  “Recent  Studies  in  Hypertension,” 
which  was  followed  by  a surgical  clinic  given 
by  Dr.  A.  C.  Strachauer,  of  Minneapolis,  show- 
ing stone  of  the  kidney.  As  the  patients  were 
all  present,  he  must  have  been  successful  in  all 
of  his  cases.  Hollowing  this,  at  noon  on  Friday, 
a neurological  clinic  was  given  by  Dr.  W.  A. 
Jones,  of  Minneapolis. 

On  the  afternoon  of  the  seventh  of  June,  Dr. 
A.  C.  Strachauer,  of  Minneapolis  gave  a paper 
on  “Cancer  of  the  Rectum  and  Large  Bowel,” 
while  Dr.  Harry  Fortin,  of  Rochester,  Minn., 
read  a paper  on  “The  Care  of  the  Feet  in 
Chronic  Arthritis,”  a most  interesting  subject, 
and  those  who  have  to  do  with  crippled  feet  or 
beginning  arthritis  or  anything  of  that  sort  found 
his  paper  very  interesting.  Then  Dr.  Edward 
Dyer  Anderson,  of  Minneapolis,  gave  a paper 
on  “Infant  Feeding  During  the  First  Three 
Months  of  Life,”  which  was  discussed  by  Dr. 
Westley,  of  Cooperstown,  N.  D. 

The  section  on  Ophthalmology  and  Oto- 
Laryngology  met  in  the  Chamber  of  Commerce, 
while  the  other  sections  held  their  meetings  in 
the  Elks  Hall.  Dr.  Baillie,  of  Jamestown,  con- 
ducted the  Academy  meetings  and  Dr.  George 
M.  Constans,  of  Bismarck,  gave  a paper  on 
“Blue  Sclerotic  and  Brittle  Bone  Syndrome.” 

From  the  program  it  is  apparent  that  most 
of  the  papers  were  presented  by  men  outside  of 
North  Dakota,  but  the  discussion  was  carried  on 
almost  entirely  by  the  North  Dakota  men  so 
they  were  well  able  to  hold  their  own  under  anv 
circumstances. 

The  entire  meeting  was  a happy  reunion  be- 
tween Minnesota  men  and  former  students  of 
the  University  of  Minnesota  and  their  profes- 
sors. 

Fargo  is  evidently  a very  good  place  for  a 
meeting  of  this  sort.  It  is  convenient  to  reach 
by  automobile,  only  263  miles  from  Minneapolis, 
and  connected  with  the  Twin  Cities  by  the 
Northern  Pacific,  Great  Northern,  and  Soo  Rail- 
roads. The  accommodations  for  a meeting  are 


ample  and  commodious,  and  the  town  itself  is 
very  beautifully  located  and  has  many  delight- 
ful homes  and  surrounding  lawns  and  grounds. 

The  next  meeting  of  the  Association  is  to  be 
held  at  Bismarck,  in  1930,  although  the  an- 
nouncement has  not  been  made  as  yet. 

TWO  GOOD  MEN  GONE 
DRS.  J.  A.  WITHERSPOON  AND 
FREDERICK  R.  GREEN 

Dr.  John  Alexander  Witherspoon,  Professor 
of  Clinical  Medicine  at  Vanderbilt  University 
Medical  School  and  a former  president  of  the 
American  Medical  Association,  died  at  his  home 
in  Nashville,  Tenn.,  April  28,  at  the  age  of  64, 
following  an  illness  of  about  two  months.  Dr. 
Witherspoon  was  born  in  the  south  (in  Tennes- 
see). He  graduated  from  the  University  of 
Pennsylvania  Medical  School,  Philadelphia,  in 
1887,  near  the  top  of  his  class.  He  very  soon 
established  himself  as  a man  and  a doctor  and 
was  recognized  as  a man  of  importance.  He  be- 
came professor  of  medicine  in  the  University  of 
Tennessee,  College  of  Medicine,  at  Nashville 
which  position  he  filled  until  1895.  He  then  be- 
came assistant  to  the  Chancellor  of  Vanderbilt 
University  in  the  establishment  of  a medical  de- 
partment in  that  university.  He  spent  some  time 
abroad  in  the  inspection  of  medical  schools  and 
to  obtain  equipment.  He  devoted  many  years 
to  the  upbuilding  of  Vanderbilt  University  Medi- 
cal School,  serving,  in  all,  thirty-three  years  as 
Professor  and  Clinical  Professor  of  Medicine. 
It  was  through  his  efforts  that  the  standards  of 
medical  education  were  raised  very  materially  in 
this  country.  In  1890  he  first  attended  the  A. 
M.  A.  and  for  many  years  never  missed  a meet- 
ing unless  on  account  of  illness.  He  was  ap- 
pointed a member  of  the  Council  on  Medical 
Education  in  1904  and  served  for  nine  years. 
He  became  vice-president  in  1902 ; a member 
of  the  House  of  Delegates  in  1922,  and  Presi- 
dent in  1912.  During  his  administration  he  was 
a delegate  of  the  International  Medical  Congress 
in  London. 

Dr.  Witherspoon  was  a pleasing  speaker,  a 
considerate  and  cordial  fellow  with  his  brother 
physicians,  a considerate  companion  and  a hos- 
pitable host.  Those  who  knew  him  will  miss 
him  whenever  the  A.  M.  A.  meets. 

Dr.  Frederick  Robin  Green,  Chicago,  a Fel- 
low of  the  A.  M.  A.,  and  a former  associate  in 
various  offices  at  the  A.  M.  A.  headquarters, 
died  on  April  26,  aged  59  years.  His  death  was 
due  to  cardiovascular  disease. 
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Dr.  Green  was  born  in  Missouri  in  1870.  Af- 
I ter  receiving  his  A.B.  in  1894,  at  Oberlin,  lie  at- 
tended Northwestern  University  Medical  School 
where  he  graduated  in  1898,  at  the  same  time 
receiving  his  A.M.  from  Oberlin.  He  engaged 
in  general  practice  in  Chicago  until  1904,  when 
he  became  associate  editor  of  the  Illinois  State 
Medical  Journal.  In  1905  he  became  associated 
as  an  officer  with  headquarters  of  the  A.  M.  A. 
In  this  capacity  he  went  about  the  country  doing 
much  toward  educating  the  doctors  in  the  work 
of  the  A.  M.  A.  until  1910.  He  had  charge  of 
the  compilation  of  the  first  directory  published 
by  the  A.  M.  A.  He  became  first  secretary  and 
executive  officer  of  the  Council  on  Health  and 
Public  Instruction,  and  continued  in  this  work 
until  1922.  In  this  work  he  devoted  himself  to 
the  interests  of  the  promotion  of  public  health 
making  the  addresses  to  state  medical  societies 
and  various  medical  organizations,  and  dealing 
with  medical  legislative  problems  in  various  states. 

Dr.  Green  was  first  lieutenant  in  the  Medical 
Officers’  Reserve  Corps  from  1908  to  1917.  In 
June,  1917,  he  was  commissioned  a captain  and 
ordered  to  active  duty  at  Ft.  Riley,  Kansas, 
where  he  became  instructor  and  assistant  ad- 
jutant, November  20,  1917.  He  became  a major 
in  the  Medical  Corps  in  February,  1918,  and  ad- 
jutant at  Ft.  Riley  in  the  medical  officers’  train- 
ing school,  holding  this  position  from  May  1, 
1918,  to  July  12,  1918.  He  was  then  assigned 
to  the  personnel  division  in  the  Surgeon  Gen- 
eral’s Office,  and  served  from  July  12,  1918,  to 
December  15,  1918,  when  he  was  discharged. 
In  1925  he  was  commissioned  a lieutenant  colo- 
nel in  the  Medical  Officers’  Reserve  Corps. 

Following  his  resignation  of  the  position  he 
held  with  the  A.  M.  A.,  in  1922,  Dr.  Green  be- 
came associated  with  Dr.  Dill  Robertson  and 
Dr.  C.  St.  Clair  Drake  in  the  publication  of  a 
popular  health  magazine  known  as  Health.  In 
this  position  he  continued  his  work  in  health 
education  until  1924  when  he  became  secretary 
of  the  Medical  and  Dental  Arts  Club  of  Chicago. 
In  1926  he  was  obliged,  because  of  increasing 
illness,  to  give  up  all  active  work.  He  belonged 
naturally  to  many  public  associations  connected 
with  medicine.  He  leaves  a widow  who,  prior 
to  her  marriage,  had  become  librarian  in  the 
headquarters  of  the  A.  M.  A. 

The  writer  knew  Dr.  Green  very  intimately 
and  always  looked  upon  him  as  a man  of  affairs, 
a man  of  much  worth,  and  a man  with  a most 
pleasing  personality.  Dr.  Green,  in  his  time,  has 
done  a great  amount  of  work  for  the  good  of 
the  profession. 
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Dr.  Karl  J.  Theige  has  moved  from  Hill  City, 
Minn.,  to  Minneapolis. 

Dr.  Emil  Geist,  of  Minneapolis,  is  in  Vienna 
for  a few  weeks  visit  to  the  clinics. 

Dr.  H.  W.  Miller,  of  Casselton,  N.  D.,  is 
studying  in  Boston  for  several  weeks  under  Dr. 
Cabot. 

Dr.  A.  H.  Pedersen,  of  St.  Paul,  has  gone  to 
Europe  to  do  postgraduate  work  during  the 
summer. 

The  N.  P.  Hospital,  in  St.  Paul,  announces 
that  the  Association  will  build  a nurses’  home, 
which  will  cost  $250,000. 

The  new  addition  to  St.  Andrew’s  Hospital 
of  Bottineau,  N.  D.,  was  formally  opened  on 
June  4 by  appropriate  exercises. 

Dr.  James  A.  Johnson,  of  the  Nicollet  Clinic, 
Minneapolis,  is  in  Europe  for  a couple  of 
months  and  will  return  about  August  1 . 

Dr.  Trygve  Oftedal,  of  Fargo,  N.  D.,  has  re- 
turned from  Europe  where  he  spent  several 
months,  mostly  in  Vienna,  in  eye,  ear,  nose  and 
throat  work. 

Dr.  G.  D.  Crossette  has  moved  from  Richard- 
ton,  N.  D.,  to  Starbuck,  Minn.  Dr.  Crossette 
is  a University  of  Minnesota  Medical  School 
graduate,  class  of  ’04. 

Dr.  A.  J.  Cheslev,  executive  officer  of  the  Min- 
nesota State  Board  of  Health,  has  been  re- 
elected national  secretary  and  treasurer  of  the 
State  and  Health  Authorities  of  North  America. 

Dr.  Richard  C.  Bolt,  associate  professor  of 
child  hygiene  at  the  University  of  California,  is 
spending  six  weeks  in  Montana  under  the  aus- 
pices of  the  State  Board  of  Health  delivering 
addresses  on  children’s  diseases. 

Dr.  John  M.  Conroy,  who  was  superintendent 
of  the  Nopeming  (Minn.)  Tuberculosis  Sana- 
torium for  several  years,  and  later  superintend- 
ent of  the  Bayfield  (Wis.)  Pure  Air  Sanatorium, 
died  last  month  at  the  age  of  62. 

Dr.  E.  C.  Stone,  of  Minot,  N.  D.,  has  rented 
the  upper  floor  of  a business  block  in  that  city 
which  he  will  use  for  offices  and  hospital  pur- 
poses. He  also  announces  that  he  will  erect  a 
50-room  hospital  in  that  city  soon. 
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Dr.  G.  A.  Talbert  and  A.  K.  Saiki,  of  the 
North  Dakota  Medical  School,  have  received  the 
distinguished  honor  of  being  asked  to  present 
papers  before  the  International  Congress  of 
Physiologists  at  their  annual  meeting  in  Boston 
in  August. 

The  Midway  Hospital  (St.  Paul  and  Minne- 
apolis) has  received  pledges  for  about  one-half 
of  the  $225,000  they  need  for  a nurses’  home. 
An  anonymous  gift  of  $50,000  has  been  made, 
and  the  name  of  the  donor  will  probably  not  be 
given  out. 

Dr.  H.  C.  Wilson,  of  Forsyth,  Mont.,  died  last 
month  at  the  age  of  67.  He  was  a graduate  of 
Queen’s  University,  Faculty  of  Medicine,  class 
of  ’91,  and  began  practice  at  once  in  Forsyth 
after  graduating,  and  continued  in  practice  in 
that  city  till  his  death. 

A farewell  dinner  was  given  last  month  to 
Dr.  and  Mrs.  C.  J.  Holman,  of  Mankato,  who 
are  leaving  that  city  to  reside  in  California. 
The  dinner  was  given  by  the  local  physicians 
and  their  wives.  The  many  cordial  things  said 
of  Dr.  and  Mrs.  Holman  have  been  earned  by 
years  of  efficient  welfare  service  to  that  com- 
munity. 

The  death  last  month  of  Dr.  G.  O.  Welch,  of 
Fergus  Falls,  Minn.,  who  had  been  superintend- 
ent of  the  State  Hospital  for  thirty-five  years, 
drew  from  the  Board  of  Control  the  complimen- 
tary resolutions  published  on  another  page. 
Dr.  Welch  died  at  the  age  of  69.  He  was  a 
graduate  of  the  Boston  School  of  Medicine, 
class  of  '87. 

Dr.  J.  A.  Myers,  president  of  the  Minneapolis 
Public  Health  Association,  was  appointed  a 
member  of  the  National  Committee  on  Child- 
hood Tuberculosis  at  the  Silver  Anniversary 
meeting  of  the  National  Tuberculosis  held  at 
Atlantic  City  last  month.  Dr.  W.  I.  Marcley, 
of  Minneapolis,  was  one  of  the  founders  of  the 
Association  in  1904. 

Dr.  O.  C.  Evans,  of  Anaconda,  Mont.,  died 
last  month  at  the  age  of  60.  Dr.  Evans  was  a 
graduate  of  the  Chicago  Homeopathic  Medical 
College,  class  of  ’93.  He  began  practice  in  Mon- 
tana in  ’94  and  practiced  there  until  his  death. 
He  at  once  became  active  in  social  and  political 
circles  and  served  at  one  time  as  mayor  and 
health  officer  of  Anaconda. 

The  daily  press  of  South  Dakota  reports  that 
two  students  of  the  South  Dakota  Medical 


School  (two-year  course)  have  made  quite  im- 
portant contributions  to  medicine  by  demonstrat- 
ing that  alcohol,  strichnine,  and  camphor  are 
heart  depressant,  and  not  heart  stimulants,  as  is 
generally  supposed.  This  two-year  medical 
school  is  doing  admirable  work,  as  shown  by  the 
records  of  its  medical  students  in  their  later  ad- 
vanced work. 


The  annual  meeting  of  the  North  Dakota 
State  Medical  Association  was  held  in  Fargo  last 
week.  The  editor  of  The  Journal-Lancet, 
who  was  present  and  spoke  at  the  banquet,  gives 
his  impressions  of  the  meeting  on  another  page. 
The  following  officers  were  elected  for  next 
year:  President,  Dr.  John  Crawford,  New  Rock- 
ford; president-elect,  Dr.  Andrew  Carr,  Sr., 
Minot;  first  vice-president,  Dr.  H.  M.  Waldren, 
Drayton ; second  vice-president,  Dr.  Paul  H. 
Burton,  Fargo ; secretary,  Dr.  J.  G.  Lamont, 
San  Haven ; treasurer,  Dr.  W.  W.  Wood,  James- 
town ; delegate  to  the  A.  M.  A.,  Dr.  Charles 
MacLachlam,  New  Rockford ; alternate  dele- 
gate, Dr.  W.  H.  Porter,  Calvin. 

The  following  tuberculosis  workers  from  Min- 
nesota attended  the  twenty-fifth  anniversary 
meeting  of  the  National  Tuberculosis  Associa- 
tion held  in  Atlantic  City  last  month : Dr.  E.  A. 
Meyerding,  executive  secretary,  Minnesota  Pub- 
lic Health  Association ; Dr.  J.  A.  Myers,  Minne- 
apolis, president  of  the  association ; Dr.  Arnold 
Anderson,  executive  secretary,  tuberculosis  di- 
vision, state  board  of  control ; Dr.  S.  A.  Slater, 
Worthington;  Dr.  Russell  Frost,  Wabasha;  Drs. 
S.  A.  Jennings,  E.  P.  Finger,  and  P.  M.  Mattill, 
Glen  Lake  Sanatorium;  Miss  Frances  Daniel, 
secretary  of  the  Ramsey  County  Public  Health 
Association,  and  Miss  Kathryn  Danebaugh,  sec- 
retary of  the  Hennepin  County  Tuberculosis  As- 
sociation. 


THIRTY-FOURTH  ANNUAL  SESSION  OF 
THE  SIOUX  VALLEY  MEDICAL 
ASSOCIATION 

June  25,  1929,  Sioux  Falls,  S.  D. — Cataract  Hotel 

OFFICERS  AND  COMMITTEES 
Officers  for  1928-1929 

C.  P.  Dolani  M.D.,  President,  Worthington,  Minn. 

C.  O.  Wright,  M.D.,  Vice-President,  Luverne,  Minn. 
Goldie  Zimmerman,  M.D.,  Vice-President,  Sioux 
Falls,  S.  D. 

J.  H.  Henkin,  M.D.,  Secretary,  Sioux  City,  Iowa. 

W.  R.  Brock,  M.D.,  Treasurer,  Sheldon,  Iowa. 
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LOCAL  COMMITTEE  ON  ARRANGEMENTS 
N.  .T.  Nessa,  M.D.,  John  B.  Gregg,  M.D.,  and  Goldie 
Zimmerman,  M.D. 

BOARD  OF  CENSORS 

H.  R.  Hummer,  M.D.,  Canton,  S.  D.;  Garret  Maris, 
M.D.,  Hull,  Iowa;  and  C.  C.  Tellesen,  M.D., 
Wynot,  Nebraska. 

GENERAL  PROGRAM 

Tuesday,  June  25,  1929 — Cataract  Hotel 
Sioux  Falls,  S.  D. 

MORNING  SESSION,  10:30  O’CLOCK 

President’s  Annual  Address  by  Dr.  C.  T.  Dolan, 
Worthington,  Minn. 

Annual  report  of  the  Secretary  and  Treasurer. 
Business  Session  with  the  annual  election  of  officers. 

AFTERNOON  SESSION,  1:00'  O’CLOCK 

Dr.  Walter  C.  Alvarez,  Head  of  Section  of  Gastro- 
enterology, Mayo  Clinic,  Rochester,  Minn. 
“Diagnosis  of  Gastro-intestinal  Diseases.” 

Dr.  Ernest  M.  Hammes,  St.  Paul,  Minn.,  Professor 
of  Nervous  and  Mental  Diseases,  University  of 
Minnesota.  “Involution  Psychosis.” 

Dr.  Geza  DeTakats,  Associate  Professor  of  Surgery, 
Northwestern  University  Medical  School,  Chi- 
cago, 111.  “Surgical  Treatment  of  Vascular  Dis- 
eases.” 

Dr.  Harry  Monroe  McClanahan,  Emeritus  Profes- 
sor of  Pediatrics,  University  of  Nebraska,  Oma- 
ha, Nebr.  Part  I.  “Early  Diagnosis  of  Congeni- 
tal Hypertrophic  Pyloric  Stenosis.”  Part  II. 
“Early  and  Differential  Diagnosis  of  Intussus- 
ception.” 

Immediately  following  the  last  lecture  of  the 
afternoon  session  the  members  will  all  gather  in  a 
r,  private  dining  room  of  the  Cataract  Hotel  where 
; dinner  will  be  served. 

The  physicians  and  surgeons  of  Sioux  Falls  urge 
the  members  to  bring  their  golf  clubs  along  and 
extend  the  facilities  of  the  Minnehaha  Country 
Jlj  Club’s  excellent  eighteen-hole  course. 


(Continued  from  page  281) 


trade,  no  better  location  to  be  found.  Don’t  write, 
but  come.  Robert  E.  Snell  Land  Co.,  Pine  River, 
F Minn. 

For  Sale 

One  Radiographic  Treatment  and  Tube  Stand 
>1  (Meyer  No.  6).  One  Meyer  Radiographic  Table 
with  Plate  Changer.  Table  and  Plate  Changer  cost 
$87.00,  Tube  Stand  $35.00.  They  have  never  been 
used.  Will  take  half  price.  Address  620,  care  of 
this  office. 


A Fine  Opening 

An  old-established  clinic  in  South  Dakota  wants 
two  young  energetic  protestant  M.D.’s.  One  sur- 
gically and  one  medically  inclined  with  laboratory 
training.  Good  personality  and  of  a co-operative 
nature.  Salary  and  bonus  for  good  work.  Address 
621,  care  of  this  office. 

Locum  Tenens  Wanted 

For  period  of  about  one  month  commencing  about 
June  25.  Southeastern  North  Dakota.  Modern  of- 
fice, nurse  assistant.  Good  roads.  Physician  mar- 
ried and  with  own  auto  preferred.  Will  furnish  use 
of  residence  to  married  couple.  Willing  to  pay  any 
reasonable  salary  or  per  diem.  Reply  at  once.  Ad- 
dress 611,  care  of  this  office. 

Practice  for  Sale 

In  Minnesota,  general  practice  yielding  $8,000  cash 
annually.  Unopposed  town  over  500  located  in 
thickly  settled  rich  dairying  country,  forty-five  miles 
from  Twin  Cities.  Use  car  year  around  on  good 
gravel  roads,  all  of  which  are  kept  open;  also  in 
winter  with  snow-plows.  Leaving  to  specialize. 
This  ad  will  appear  but  twice.  Address  613,  care  of 
this  office. 
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MODERN  WAY  OF 
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The  Minnesota  Loan 
and  Trust  Company 

405  MARQUETTE  MINNEAPOLIS 
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REPORT  MINNESOTA  STATE  BOARD  OF  MEDICAL  EXAMINERS,  APRIL,  1929 

BY  EXAMINATION 

Name  School  and  Date  of  Graduation  Address 

Alexander,  Harlan  Alfred Univ.  of  Minn.,  M.B.,  1929 New  Asbury  Hospital,  Minneapolis 

Bascom,  Kellogg  Finley _Univ.  of  Minn.,  M.B.  and  M.D.,  1929...28th  & Toledo  Av.,  St.  Louis  Pk.,  Minn. 

Bendix,  Lester  H Univ.  of  Minn.,  M.B.,  1928 General  Hospital,  Minneapolis 

Boardman,  Dalmon  Virgil ..Univ.  of  Minn.,  M.B.,  1929 University  Hospital,  Minneapolis 

Bray,  Philip  Noyes _Univ.  of  Minn.,  M.B.,  1929 General  Hospital,  Minneapolis 

Brusegard,  James  Frederick Univ.  of  Colorado,  M.D.,  1928 _ General  Hospital,  Minneapolis 

Burke,  Richard  Michael Univ.  of  Minn.,  M.B.,  1928 Glen  Lake  San.,  Oak  Terrace,  Minn. 

Chernack,  Morris  J Univ.  of  Minn.,  M.B.,  1929 322  13th  Ave.  S.  E.,  Minneapolis 

Clark,  Howard  Elton _ LT-niv.  of  Minn.,  M.B.,  1928 _ Swedish  Hospital,  Minneapolis 

Colp,  Edward  Adams Tufts,  M.D.,  1928 St.  John’s  Hospital,  St.  Paul,  Minn. 

Ederer,  John  Joseph _ Univ.  of  Minn.,  M.B.,  1929 _ Glen  Lake  San.,  Oak  Terrace,  Minn. 

Farrell,  Hubert  James Marquette,  M.D.,  1928 Mayo  Clinic,  Rochester,  Minn. 

Fetterly,  Warren  _ U niv.  of  Minn.,  M.B.,  1929 2740  Cedar  Ave.  S.,  Minneapolis 

Fischer,  Viola  Ingeborg LTniv.  of  Minn.,  M.B.,  1928 General  Hospital,  Minneapolis 

Fogelberg,  Emil  J Univ.  of  Minn.,  M.B.,  1929 Midway  Hospital,  St.  Paul,  Minn. 

Gallagher,  Henry  Fry LTniv.  of  Minn.,  M.B.,  1928 _ _ _ General  Hospital,  Minneapolis 

Guldseth,  Gustav  J.  S Univ.  of  Minn.,  M.B.,  1928  and 

M.D.,  1929  Lake  Preston,  S.  D. 

Hallock,  Philip  _....LTniv.  of  Minn.,  M.B.,  1928 _ General  Hospital,  Minneapolis 

Hanson,  Edwin  Carlton  Univ.  of  Minn.,  M.B.,  1929 Fairview  Hospital,  Minneapolis 

Hardeman,  Daniel  Robert,  Jr LTniv.  of  Arkansas,  M.D.,  1927 -..Mayo  Clinic,  Rochester,  Minn. 

Hedberg,  G.  Arvid LTniv.  of  Minn.,  M.B.,  1929 St.  Mary’s  Hospital,  Duluth,  Minn. 

Hillyard,  Lorin  V Univ.  of  Calif.,  M.D.,  1928 _ Mayo  Clinic,  Rochester,  Minn. 

Hoeper,  Philip  G.  E Univ.  of  Minn.,  M.B.,  1929 _ Swedish  Hospital,  Minneapolis 

Hunt,  Arthur  Bishop Univ.  of  Minn.,  M.B.,  1929 329  LTnion  St.  S.  E.,  Minneapolis 

Johnson,  Harry  Alvin Univ.  of  Minn.,  M.B.,  1928 _ Swedish  Hospital'  Minneapolis 

Learmonth,  James  R Glasgow  LTniv.,  M.B.,  1921,  Ch.B., 

1921,  Ch.M.,  1927 _Mayo  Clinic,  Rochester,  Minn. 

Mclver,  Bert  A LTniv.  of  Minn.,  M.B.,  1928  and 

M.D.,  1929  Lowry,  Minn. 

Maly,  Henry  Wendell - ..Creighton,  M.D.,  1925 Glen  Lake  San.,  Oak  Terrace,  Minn. 

Mason,  Tames  Bryant  Univ.  of  l’a.,  M.D.,  1925 Mayo  Clinic,  Rochester,  Minn. 

Montgomery,  Jimmie  Ethel  Univ.  of  Minn.,  M.B.,  1928 Bethesda  Hospital,  St.  Paul,  Minn. 

Moore,  Claude  _ LTniv.  of  Va.,  M.D.,  1916 Mayo  Clinic,  Rochester,  Minn. 

Nabers,  Luke  Waldrep LT.  of  Cincinnati,  M.D.,  1924 Mayo  Clinic,  Rochester,  Minn. 

Nelson,  Oscar  Leroy L’niv.  of  Minn.,  M.B.,  1928 1318  Monroe  St.  N.  E.,  Minneapolis 

Olsen,  Edward  George Univ.  of  Minn.,  M.B.,  1928  and 

M.D.,  1929  3106  Pierce  St.  N.  E.,  Minneapolis 

Oppen,  E.  Gerhard Univ.  of  Minn.,  M.B.,  1929 Fairview  Hospital,  Minneapolis 

Palomeque,  Emilio  Jose Univ.  of  Pa.,  M.D.,  1923 Mayo  Clinic,  Rochester,  Minn. 

Platt,  Frank  Bertram U.  Edinburgh,  M.B.,  1928,  Ch.B.,  1928  945  Lincoln  Ave.,  St.  Paul.  Minn. 

Schaefer,  Joseph  Francis St.  Louis  Univ.,  M.D.,  1925 _ Mayo  Clinic,  Rochester,  Minn.  - 

Scott,  Douglas  Edmund Univ.  of  Toronto,  M.B.,  1924 Mavo  Clinic,  Rochester,  Minn. 

Shong,  Geneva  Loretta Univ.  of  Minn.,  M.B.,  1928 15  E.  Victoria  St.,  Duluth,  Minn. 

Walker,  Maurice  Andrew Rush,  M.D.,  1928 Mavo  Clinic.  Rochester,  Minn. 

Wolff,  Herman  Julius Univ.  of  Minn.,  M.B.,  1929 University  Hospital,  Minneapolis 

BY  RECIPROCITY 

Ball,  Ralph  G Univ.  of  Kansas,  M.D.,  1927 

(School  of  Medicine) Mayo  Clinic.  Rochester,  Minn. 

Bradley,  John  Warwick,  Jr L’niv.  of  Iowa,  M.D..  1927 _ 855  1st  St.  S-  W.,  Rochester,  Minn. 

Copeland,  Murray  Marcus Johns  Hopkins,  M.D.,  1927 -...Mayo  Clinic,  Rochester,  Minn. 

Hookey,  John  Arlington  Univ.  of  Mich.,  M.D.,  1924 117  6th  Ave.  S.  W.,  Rochester,  Minn. 

Huffington,  Herbert  I Northwestern,  M.D.,  1920 Earl  Clinic,  Lowry  Bldg.,  St.  Paul 

Kirklin,  Bvrl  Raymond Ind.  Univ.,  M.D.,  1914 - Mayo  Clinic,  Rochester,  Minn. 

Kreuzer,  Titus  Charles Marquette,  M.D.,  1927 Austin,  Minn. 

Love,  T.  Grafton  Univ.  of  Pa.,  M.D.,  1927 Mayo  Clinic,  Rochester,  Minn. 

McLane,  William  Otrev Rush,  M.D.,  1928 732  8th  Ave.  So.,  Minneapolis 

Mayo,  Joseph  Graham  ...Univ.  of  Iowa,  M.D.,  1927 - Mayo  Clinic,  Rochester,  Minn. 

CREDENTIALS  NATIONAL  BOARD 

Bartels,  Elmer  Clarence —Univ.  of  111.,  M.D..  1928 Mayo  Clinic,  Rochester,  Minn. 

Childrey,  John  Howard Med.  Coll,  of  Va..  M.D.,  1926 _Mayo  Clinic,  Rochester,  Minn. 

Gray,  Howard  Kramer Harvard,  M.D.,  1927 825  5th  Ave.  S.  E.,  Rochester,  Minn. 

Pfunder,  Malcolm  C Rush,  M.D.,  1920 Miles  City.  Mont. 

Priestley,  James  T Univ.  of  Pa.,  M.D.,  1926 Mayo  Clinic,  Rochester,  Minn. 

Wilbur,  Dwight  Locke Univ.  of  Pa.,  M.D.,  1926 Beverly  Apts.,  Rochester,  Minn. 
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HEMORRHOIDS:  THEIR  GENERAL  CONSIDERATION* 

By  W.  A.  Fansler,  M.D.,  F.A.C.S. 

Assistant  Professor  of  Surgery,  University  of  Minnesota  and  Associate  Surgeon,  Minneapolis  General  Hospital 


MINNEAPOLIS,  MINNESOTA 


To  the  average  practitioner  of  medicine  the 
subject  of  hemorrhoids  is  one  of  minor  impor- 
tance, and  their  diagnosis  and  treatment  is  con- 
tained in  a few  paragraphs  of  a text-book 
chiefly  devoted  to  general  surgery.  To  the 
|j  proctologist  hemorrhoids  are  a subject  of  ma- 
jor importance,  since  perhaps  a fourth  of  his 
time  is  spent  in  treating  this  condition.  He  well 
knows  the  extent  of  human  suffering  caused  by 
this  so-called  trivial  ailment.  Patients  demand, 
and  justly  so,  that  any  ailment  which  they  may 
have,  be  cured  with  as  little  pain  as  possible  and 
with  minimum  inconvenience  and  loss  of  time. 
Because  of  these  demands  the  proctologist  has 
by  wide  experience  discovered  certain  facts  con- 
cerning the  diagnosis  and  treatment  of  hemor- 
rhoids, so  that  the  modern  care  of  this  condi- 
tion is  as  far  removed  from  the  old  type  of 
ligation  or  cautery  age  as  the  automobile  is  from 
the  covered  wagon.  It  is  true  that  in  either  case 
you  usually  arrived  at  the  same  destination  but 
not  with  the  same  speed  or  degree  of  comfort. 

Since  to  the  patient  the  question  of  pain  is 
one  of  first  importance  it  might  be  well  first  to 
discuss  certain  anatomical  considerations  which 
enable  us  to  reduce  this  factor  to  a minimum. 
The  amount  of  pain  resulting  from  any  opera- 
tion involving  the  anal  and  lower  rectal  region 
is  determined  primarily  by  the  amount  of  tissue 
injury  done  to  what  might  be  termed  the  pain 
area;  namely,  the  anus  and  anal  canal.  You 
will  perhaps  recall  from  your  embryology  that 

•Presented  before  the  Buffalo  Academy  of  Medicine, 
Buffalo,  N.  Y.,  March  6,  1929. 


the  rectum  is  pinched  off  from  the  cloaca,  so, 
like  the  remainder  of  the  large  bowel,  has  few 
nerve  fibers  sensory  to  pain.  On  the  other  hand, 
the  anal  canal  is  formed  from  an  external  de- 
pression, the  proctodeal  depression  and  there- 
fore is  lined  with  a squamous  epithelium,  in 
other  words,  a true  skin  and  is  very  sensitive  to 
pain.  This  being  true  then  injury  to  the  tissues 
of  the  rectum  itself  causes  little  pain,  while  any 
trauma  to  the  anal  canal  causes  excruciating 
pain.  To  minimize  pain  then  the  underlying 
principle  is  to  avoid,  as  far  as  possible,  trauma- 
tizing the  tissues  of  the  anal  region.  Burning 
and  crushing  are  not  permissible,  and  few,  if 
any,  sutures  are  needed  in  the  average  case. 
The  only  real  use  for  sutures  and  ligatures  in 
operating  for  hemorrhoids  is  to  control  bleeding. 
If  a suture  he  well  placed  about  the  vessel  sup- 
plying the  internal  portion  of  the  hemorrhoid 
there  is  usually  little  use  for  them  in  the  anal 
canal.  The  vessels  in  this  region  are  small  and, 
if  given  time,  will  usually  retract  so  that  a little 
pressure  from  a well-shaped  pad  is  all  that  is 
needed  to  control  bleeding. 

Different  varieties  of  hemorrhoids  demand 
different  types  of  treatment.  What  are  the  va- 
rious types?  To  describe  typical  conditions  we 
will  say  that  first  there  is  the  internal  type  of 
pile.  This  is  the  hemorrhoid  which  usually 
lies  within  the  rectum  just  above  the  anal  canal. 
It  is  covered  with  rectal  mucosa,  that  is,  mucosa 
of  the  columnar  type,  which  is  pinkjsh  in  color 
and  secretes  mucus.  The  symptoms  of  internal 
hemorrhoids  are  usually  bleeding  or  protrusion 
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or  both  with  defecation.  It  should  be  remem- 
bered, however,  that  this  type  of  pile  may  become 
permanently  prolapsed  into  the  anal  canal  or  out- 
side the  anus.  In  this  case  the  diagnosis  is 
evident  from  the  fact  that  the  protruding  mass 
is  covered  with  the  type  of  epithelium  just  de- 
scribed and  not  the  squamous  epithelium  which 
is  typical  of  the  anal  canal  and  region  about  the 
anus.  In  other  words  the  diagnosis  of  the  type 
of  hemorrhoid  is  made  from  its  covering  mucosa 
rather  than  its  location  at  time  of  examination. 

The  second  variety  is  the  hemorrhoid  which 
lies  within  the  anal  canal.  This  is  rare  except 
as  a continuation  of  either  an  external  or  in- 
ternal variety.  It  is  covered  by  squamous  epi- 
thelium. 

The  third  type  is  the  external  variety,  which 
lies  just  outside  the  anal  margin.  This  is  the 
bluish  swelling  covered  by  squamous  epithelium. 
Upon  straining  the  mass  can  be  seen  to  enlarge, 
due  to  dilation  of  its  vessels  with  blood.  This 
type  of  pile  seldom  bleeds  or  causes  symptoms 
unless  a vessel  ruptures.  In  this  case  a hard, 
painful  lump  suddenly  appears  at  the  anal  mar- 
gin. It  is  this  occurrence  which  the  patient  usu- 
ally describes  as  an  attack  of  piles. 

As  to  treatment  of  hemorrhoidal  conditions, 
we  will  first  suppose  that  a patient  presents  him- 
self with  a case  of  simple  internal  hemorrhoids, 
which  may  or  may  not  bleed,  but  which  usually 
protrude  with  bowel  movement  and  may  or  may 
not  require  manual  replacement.  This  is  the 
type  of  case  for  which,  time  permitting,  I would 
unhesitatingly  recommend  the  injection  method 
of  treatment.  The  reasons  are  that  the  treat- 
ment is  almost  painless,  and  it  does  not  necessi- 
tate hospitalization  or  any  loss  of  time  from 
the  patient’s  occupation.  The  usual  method  is 
to  inject  one  hemorrhoid  at  each  treatment. 
These  injections  are  given  at  three-day  intervals 
until  all  are  injected.  The  patient  is  examined 
a month  after  the  last  injection,  and  any  areas 
which  are  not  fibrosed  are  reinjected.  My  own 
preferences  for  solutions  are  quinine  urea  hy- 
drochloride, 5 per  cent,  or  phenol  in  10  per  cent 
strength.  The  solution  is  injected  deep  into  the 
pile.  The  average  amount  injected  is  1 c.c.  for 
the  quinine  urea  hydrochloride  and  seven  or 
eight  minims  for  the  phenol.  It  is  my  opinion 
that  there  is  little  difference  what  solution  be 
used,  provided  it  is  irritating  enough  to  produce 
fibrosis  and  not  irritating  enough  to  produce  a 
slough.  This  of  course  is  but  a sketch  of  the 
method,  while  a monograph  might  easily  be  de- 
voted to  fully  explaining  this  method  of  treat- 
ment. 


The  second  type  of  case  which  presents  has 
not  only  internal  hemorrhoids  but  also  anal 
or  external  or  perhaps  both.  In  this  case  the 
problem  is  entirely  different.  If  the  case  is  well 
advanced  I usually  advise  the  patient  to  go  into 
the  hospital  and  have  the  entire  trouble  removed 
in  one  operation.  However,  it  must  be  kept  in 
mind  that  even  this  type  of  case  may  be  cared 
for  by  office  methods  if  the  patient  so  wishes. 
It  is  done  by  first  injecting  the  internal  hemor- 
hoids,  and  when  this  is  completed  the  anal,  and 
external  hemorrhoids  are  operated  on  under  lo- 
cal anesthesia  at  the  physician’s  office.  If  they 
are  numerous  the  operation  can  be  done  in  two 
sittings.  The  external  and  anal  type  should 
never  be  injected.  Not  only  will  a skin  tag  be 
left,  but  the;  patient  will  suffer  far  more  pain 
than  from  surgical  removal. 

Of  course  to  the  surgeon  it  is  usually  more 
satisfactory  to  operate  on  a case  and  have  done 
with  it  rather  than  to  take  the  time  and  trouble 
necessary  to  carry  out  the  treatment  described 
above.  However,  we  must  remember  that  pa- 
tients in  increasing  numbers  are  asking  for  this 
method  of  treatment.  Unless  we  are  prepared 
to  render  it  in  cases  where  it  is  suitable  we 
simply  drive  our  patients  into  the  hands  of  the 
advertising  specialist  who  is  usually  willing  to 
promise  anything. 

Howrever,  since  it  is  by  operative  means  that 
the  average  physician  cures  his  hemorrhoid 
cases,  the  writer  wishes  to  point  out  an  operative 
procedure  which  he  believes  will  give  the  best 
results  with  the  minimum  amount  of  pain  and 
disability.  The  operative  procedure  for  inter- 
nal and  that  for  anal  and  external  hemorrhoids 
are  distinctly  different  as  I will  try  to  show  by 
the  lantern  slides.  To  start  from  the  time  the 
patient  enters  the  hospital  and  to  continue  un- 
til he  is  discharged  as  cured  is  about  as  follows : 
As  a preparation  the  patient  is  given  a saline 
enema  the  evening  before  operation,  and  this 
is  repeated  the  morning  of  the  operation.  The 
anesthesia  used  is  by  preference  sacral  anes- 
thesia. For  this  purpose  I have  found  the  most 
satisfactory  is  one  ounce  of  2 per  cent  procain 
to  which  three  minims  of  adrenalin  have  been 
added.  This  is  injected  slowly  through  the 
sacral  hiatus.  The  sacral  foramina  are  not  in- 
jected. I prefer  this  to  general  anesthesia  be- 
cause of  the  fact  that  absolute  relaxation  of  the 
anal  region  is  secured,  and  relaxation  is  neces- 
sary to  accurate  work.  My  own  experience  with 
general  anesthesia  is  that  unless  you  actually 
tear  the  fibers  of  the  sphincter  you  do  not  get 
real  relaxation  of  the  parts.  Occasionally  when 
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the  patient  demands  it  I use  gas  anesthesia,  but 
in  this  case  after  the  patient  is  anesthetized  I 
always  infiltrate  the  anal  region  with  a 1 per 
cent  novocain  in  order  to  secure  relaxation.  The 
internal  hemorrhoids  are  first  attacked.  The 
internal  pile  is  grasped  in  a small  clamp  and  a 
plain  number  0 or  number  1 catgut  suture  placed 
through  the  upper  pole  of  the  pile  and  tied. 
The  redundant  portion  of  the  pile  is  removed 
and  the  clamp  removed.  The  wound  is  left 
open.  Occasionally  this  stitch  does  not  catch 
the  blood  vessels,  and  if  not  a second  stitch  is 
taken  to  secure  the  vessel  before  proceeding 
with  another  hemorrhoid.  These  sutures  are 
taken  well  within  the  rectum  and  for  that  rea- 
son are  not  painful  later  on  when  the  anesthesia 
has  worn  off.  The  anal  and  external  hemor- 
lioids  are  then  dealt  with.  If  there  be  several 
discreet  varicosities  they  are  dealt  with  separate- 
lv.  An  incision  is  made  longitudinally  along  the 
entire  length  of  the  pile.  The  skin  edges  are 
gently  retracted  by  an  assistant.  The  varicosed 
veins  thus  exposed  are  now  dissected  out. 
If  after  the  removal  of  the  veins  there  is  a re- 
dundancy of  skin  it  is  removed.  The  removal 
of  too  much  skin  in  the  anal  canal  produces  an 
undesirable  narrowing,  and  for  that  reason  as 
little  as  possible  is  removed.  It  is  noted  that 
nothing  is  said  about  sutures  or  ligatures.  This 
is  because  they  are  seldom  needed,  and  their 
use  causes  much  more  operative  pain.  Oc- 
casionally there  is  a vessel  of  some  size  which 
hooks  around  the  outer  margin  of  the  external 


sphincter.  This  may  require  ligation,  but  in 
most  cases  no  ligature  or  sutures  are  necessarv. 
Occasionally  there  is  a complete  ring  of  external 
hemorrhoids,  that,  is,  a generalized  plexus  of 
varicosed  vessels  completely  encircling  the  anus. 
In  this  case  another  procedure  is  better  than  the 
one  described.  A semilunar  incision  is  made 
along  the  outer  margin  of  the  plexus.  The  skin 
flap  is  then  raised  and  the  vessels  underneath 
dissected  out.  The  skin  is  then  replaced,  leav- 
ing the  anal  canal  lining  intact.  After  either 
procedure  a small  piece  of  rubber  tissue  is  in- 
serted through  the  anus,  a T binder  is  applied 
and  the  patient  put  to  bed.  A p.v.n.  order  for 
morphine  is  given,  but  it  is  seldom  that  more 
than  one  hypodermic  is  required.  That  even- 
ing just  before  bed  time  the  patient  is  given  a 
hot  sitz  bath  and  these  are  continued  twice 
daily  thereafter.  After  the  sitz  bath  the  even- 
ing of  the  operation  the  patient  is  allowed  out 
of  bed  to  go  to  the  bathroom.  Beginning  twenty- 
four  hours  after  the  operation  the  patient  is 
given  liquid  petrolatum  one-half  ounce  three 
times  daily  and  on  the  second  morning  he  is 
given  an  oil  and  water  enema.  He  usually 
leaves  the  hospital  on  the  fifth  day.  I have  had 
patients  leave  the  hospital  the  second  day  after 
a complete  hemorrhoidectomy,  and  occasionally 
one  may  stay  in  the  hospital  six  or  seven  days. 
The  majority  do  light  work  after  the  first  week. 
After  leaving  the  hospital  the  patient  reports  to 
my  office  daily  until  all  wounds  are  healed.  This 
is  usually  complete  in  two  or  three  weeks. 


THE  PATIENT,  THE  DOCTOR,  AND  THE  SANATORIUM* 

By  R.  E.  Woodworth,  M.D. 

SANATOR,  SOUTH  DAKOTA 


The  patient’s  pre-admission  attitude  toward 
the  Sanatorium  is  largely  influenced,  and  prop- 
erly so,  by  his  physician.  The  patient,  in  many 
instances,  is  suffering,  aside  from  his  lung  pa- 
thology, from  the  shock  incident  to  his  diagno- 
sis. His  whole  life  plan  has  been  suddenly  dis- 
arranged, with  its  hundreds  of  complicated  dif- 
ficulties. It  is  now  that  the  doctor  can  play  no 
small  part  in  the  actual  ultimate  results.  A 
sympathetic,  tactful,  and,  with  all,  a truthful 
statement  of  what  the  patient  is  to  expect  by 
way  of  sanatorium  treatment,  will  smooth  over 

•Presented  at  the  Forty-seventh  Annual  Session  of  the 
South  Dakota  State  Medical  Association,  held  at  Hot  Springs, 
S.  D.,  August  8 and  9,  1928. 


and  likelv  avoid  a future  disillusion.  Occasion- 
ally the  physician  will  say  to  a prospective  sana- 
torium patient,  “You  have  a very  small  infec- 
tion, only  a little  ‘spot’  in  one  lung;  a month  or 
two  at  the  sanatorium  will  be  all  that  is  neces- 
sary to  effect  a cure,”  thus  minimizing  what 
the  doctor  knows  to  be  a serious  condition.  The 
patient  consents,  believing  explicitly  the  doctor’s 
statement,  only  to  find  later  on  that  he  has  used 
the  easiest,  if  not  an  altogether  truthful,  meth- 
od of  persuasion,  and  a few  expected  weeks  will 
stretch  themselves  out  indefinitely. 

Patients  occasionally  come  to  us  imbued  with 
the  idea  that  they  are  on  a vacation  trip,  and  in- 
quire what  provision  has  been  made  for  their 
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saddle  horses,  and  when  they  may  expect  to 
begin  to  ride. 

Fishing  tackle  is  sometimes  found  among  their 
luggage,  and  a hiking  equipment  is  common. 

I grant  you  that  such  methods  seem  frequent- 
ly necessary  to  persuade  the  reluctant,  but  I 
differ  with  the  physician  who  assumes  that  his 
responsibility  is  ended  when  his  patient  enteis 
the  institution. 

I wish  that  some  of  you  physicians  could  hear, 
alas,  too  infrequently,  a pleased  and  delighted 
patient  say,  “Do  you  know,  I had  a letter  from 
my  physician  to-day ; I thought  he  had  forgotten 
me,  but  it  seems  not — he  is  still  interested.”  It 
does  not  seem  much,  but  the  aggregate  of  many 
little  things  is  what  frequently  decides  the  is- 
sue— and  this  is  not  “sob  stuff”  either. 

Ten  and  fifteen  years  ago,  we  had  drilled  into 
us  the  three  cardinal  rules  for  the  arrest  of  pul- 
monary tuberculosis:  good  food,  fresh  air,  and 
rest ; and  more  recently  a fourth  has  been  added, 
as  you  know,  and  that  is,  contentment,  and  I am 
not  sure  but  what  it  should  head  the  list. 

So,  I am  suggesting  that  you  can  be  of  real 
service  to  the  sanatorium  both  before  and  after 
your  patient  has  been  admitted.  Nor  does  your 
responsibility  end  with  the  apparent  arrest  of  the 
disease. 

The  so-called  third  stage  or  post-sanatorium 
treatment,  is  now  being  recognized  as  no  less 
important  than  the  other  two.  Dr.  H.  Long- 
street  Taylor,  of  Minnesota,  in  his  Presidential 
address  before  the  National  Tuberculosis  As- 
sociation at  Portland,  Oregon,  in  June  of  this 
year,  said  “The  relapsing  character  of  pulmo- 
nary tuberculosis  in  cases  that  have  been  dis- 
charged from  treatment  is  both  realized  and 
feared  by  the  medical  profession.”  Whatever 
the  cause  of  the  relapse,  failure  to  carry  out  the 
rules  and  instructions  given  them  at  the  sana- 
torium, a fatiguing  illness,  or  an  apparently  nec- 
essary surgical  operation,  unnecessary  fatigue, 
both  mental  and  physical,  or  the  return  to  un- 
hygienic working  or  living  conditions,  many  of 
these  can  be  avoided  if  our  patients  can  be  made 
to  see  the  necessity  of  frequent  and  periodic  ex- 
aminations. At  the  sanatorium  the  last  word 
of  advice  to  the  discharged  patient  is,  if  it  is 
humanly  possible,  come  back  in  not  less  than 
six  months  for  an  examination;  if  not  possible 
to  do  this,  go  to  your  doctor,  and  continue  to 
do  this  for  a period  of  two  years.  Remember 
that  many  lightings  up  of  old  conditions,  if  rec- 
ognized in  time,  can  be  effectively  extinguished 
by  a month  or  two  in  bed  and  a return  to  the 
old  regime  of  treatment.  South  Dakota  is  a 


state  of  vast  distances,  and  many  patients  are 
not  financially  able  to  return  to  the  sanatorium 
for  frequent  examination,  so  this  responsibility 
must  rest  largely  with  you.  Aside  from  a hu- 
manitarian standpoint,  the  recognition  of  re- 
lapsed cases,  as  truly  as  the  early  recognition  of 
the  disease  itself,  means  a saving  of  thousands 
to  both  the  county  and  state.  As  an  instance 
of  what  3d  stage  treatment  and  what  intelligent 
post-sanatorium  supervision  will  do,  Dr.  Taylor 
quotes  from  the  statistics  of  the  Metropolitan 
Life  Insurance  Company:  out  of  896  discharged 
patients,  80  per  cent  were  alive  and  working 
after  a period  of  seven  years,  while  unsuper- 
vised patients  from  New  York  City  Sanatorium, 
show  that  52  per  cent  died  within  one  year. 

Many  relapsed  conditions  are  not  necessarily 
serious  if  recognized  and  given  prompt  atten- 
tion, and  this  is  largely  your  job.  The  sanatori- 
um is  endeavoring  to  keep  in  touch  with  all  its 
ex-patients,  but  this  is  difficult  without  an  elab- 
orate system,  and  the  employment  of  at  least 
one  field  nurse.  This  service  is  increasing  in 
efficiency,  however,  through  the  services  of  the 
County  Nurse,  I am  glad  to  say. 

May  I be  pardoned  for  alluding  again  to  a 
phase  of  the  tuberculosis  question  that,  while 
trite  to  many  of  you,  is  in  the  last  analysis,  our 
most  dependable  weapon,  and  that  is,  without 
doubt,  early  diagnosis. 

Pottenger  very  aptly  remarks,  “The  first  and 
most  important  point  in  the  diagnosis  of  phthisis,  i 
is  to  know  when  to  expect  it.”  Riviere,  the 
English  authority,  laments  the  fact  that  “The 
busy  doctor  does  not  find  time  to  improve  his 
technic  in  chest  examinations,  and  that  this  has 
tended  towards  the  popularity  of  certain  special 
methods  and  laboratory  tests  which  involve  little 
labor  for  the  busy  practitioner.”  He  was  not  i 
depreciating  the  great  value  in  certain  cases  of 
the  tuberculin  test  and  the  X-ray  as  an  aid  to 
diagnosis,  but  they  cannot,  after  all,  take  the 
place  of  the  older  methods,  for  as  he  again  points  a 
out,  “How  valuable  seems  a febrile  reaction  to 
tuberculin  until  it  is  demonstrated  in  50  per  I 
cent  of  the  clinically  sound.  How  striking  are 
right  apex  phenomena  and  root  shadows  on  a 
skiagram  until  their  existence  as  part  of  the 
varying  norm  is  brought  fully  into  view.”  A 
diagnosis  may  be  reasonably  easy  when  two  or 
more  of  the  cardinal  symptoms  are  demon-  > 
strated  in  the  same  individual,  but  our  difficulty  t 
comes  with  the  insidious  development  with  few,  i 
if  any,  objective  or  subjective  symptoms.  It  is  I 
then  that  the  patience  and  keen  perceptive  ability 
of  the  physician  is  called  into  use ; days  and 
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weeks  required,  and  the  most  careful  observa- 
tion needed  before  anything  like  a correct  diag- 
[ nosis  can  be  made.  Most  valuable  is  the  per- 
I sonal  and  family  history.  In  this  history,  one 
: may  readily  encounter  facts  that  are  illuminat- 
I ing.  For  instance,  it  will  not  be  so  important 
I to  discover  that  the  patient’s  grandparents  died 
from  consumption,  as  to  find  that  during  early 
, childhood,  he  was  brought  into  frequent  and 
close  contact  with  an  active  tuberculous  indi- 
vidual. 

After  the  history  one  is  not  prepared  to  make 
a positive  diagnosis  unless  one  or  more  of  the 
following  conditions  can  be  demonstrated  with- 
q out  question: 

First,  presence  of  tubercle  bacilli  in  the 
sputum. 

Second,  the  history  of  a frank  hemorrhage 
' which,  by  the  method  of  elimination,  is  not  due 
, to  a pneumonia,  mitral  heart  disease,  bronchi- 
ectasis, and  the  very  infrequent  pulmonary  neo- 
plasm or  infarction. 

Third,  pleurisy  with  effusion. 

Fourth,  the  moderately  coarse,  moist  rale, 
that  is  persistent,  the  so-called  subcrepitant 
1 rale. 

Corroborative  evidence,  and  frequently  the 
only  early  symptom,  is  one  of  the  following: 

Slight  afternoon  temperature,  rapid  pulse, 
loss  of  weight,  and  fatigue.  Only  slightly  less 
important  from  a diagnostic  standpoint,  is 
cough,  expectoration,  chest  pains,  chills,  night 
sweats,  menstrual  and  digestive  disturbances. 

Time  wall  be  taken  only  to  touch  very  briefly 
| on  one  or  two  of  these  symptoms  applied  to  diag- 
nosis. 

A normal  or  approximately  normal  pulse 
| rate,  taken  under  favorable  conditions,  especial- 
. ly  in  young  females,  always  raises  a doubt  in 
my  mind  as  to  the  probable  origin  of  the  indis- 
position. Tachycardia  is  one  of  the  first,  if  not 
I the  first,  objective  symptoms  of  pulmonary  tu- 
berculosis in  the  young,  and,  as  a symptom,  is 
^ valuable  in  a negative  sense.  Fatigue,  while 
, frequently  present  in  minimal  cases,  is  also  a 
prominent  symptom  in  very  many  acute  condi- 
' tions.  Fatigue,  however,  that  disappears  com- 
| pletelv  upon  an  hour  or  two  of  complete  rest, 
i to  return  upon  moderate  exercise,  is  a little 
recognized,  but,  I believe,  valuable,  corrobora- 
tive symptom. 

While  in  inspection,  palpation,  and  percus- 
1 sion  our  minds  are  centered  on  the  discovery 
of  one  or  more  a’most  self-evident  conditions,  in 
' auscultation  we  have  to  do  with  and  decide  the 
! importance  of  innumerable  chest  sounds,  breath 
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sounds,  adventitious  sounds,  and  voice  sounds. 
Let  me  enumerate  a few-  of  the  so-called  spurious 
sounds  that  wall  have  to  be  differentiated  from 
the  pathological.  Tissue  sounds  from  too  great 
pressure  of  the  stethoscope — we  readily  recog- 
nize the  rasping  sound  from  a roughened  or 
hairy  chest ; — the  metallic  click  heard  above  the 
clavicle  due  to  swallowing;  muscular  sounds 
that  are  low  pitched  and  rumbling;  then  a dry 
crackling  rale  that  is  frequently  heard  at  the 
base  posterior  ally,  in  the  axillary  area  and  oc- 
casionally at  the  apex ; the  collapse  rale  that  is 
found  usually  in  mouth-breathers.  These  rales 
disappear  ordinarily  after  a few  deep  inspira- 
tions. 

The  rale  to  be  encountered  in  early  infection, 
and  which  afterwards  becomes  the  typical  moist 
rale  as  the  disease  progresses,  is  a sticky  crackle, 
as  though  two  sticky  surfaces  were  pulled  apart. 
Their  location  v\rill  be  constant,  although  they 
may  fail  to  appear  on  every  occasion  of  repeated 
examinations.  From  the  fact  that  they  always 
appear  in  the  same  restricted  area  they  make 
a diagnosis  almost  certain. 

I think  we  all  realize  that  the  specialist  in 
any  branch  of  medicine  is  very  apt  to  ascribe 
to  his  specialty  the  underlying  cause  of  most 
ailments. 

Dr.  Charles  R.  Austrian,  of  Philadelphia,  has 
stated  this  phase  of  specializing  so  aptly  that 
it  will  bear  repeating. 

“The  enthusiastic  pthisiologist  may  see  in  a 
patient  having  unexplained  fever,  lessened  phy- 
sical reserve,  gastro-intestinal,  respiratory,  men- 
strual, or  circulatory  disturbances  the  proof  of 
tuberculosis. 

“The  gastro-enterologist  will  be  prone  to  esti- 
mate such  manifestations  as  of  gastro-intestinal 
origin ; the  gynecologist  as  of  pelvic  source ; the 
cardiologist  as  of  circulatory  genesis ; the  endo- 
crinologist as  the  effect  of  a dyscrasia  of  the 
glands  of  internal  secretion.  The  erroneous  con- 
clusions can  be  avoided  only  when  every  exam- 
ination of  every  patient  is  a complete  one,  and 
when  each  specialist  is  something  of  an  internist 
and  each  internist  something  of  a specialist.” 

Just  one  more  word  for  the  examining  and 
reporting  physician. 

What  is  the  incipient  stage  of  tuberculosis 
and  what  is  its  duration?  It  is  sometimes  as- 
sumed that  there  is  a more  or  less  constant  peri- 
od at  the  beginning  of  infection,  during  which 
constitutional  symptoms  are  not  severe  and  the 
infected  areas  small,  which  gradually,  progress, 
unless  recovery  takes  place,  into  the  more 
chronic  form  of  the  disease.  This  period  is 
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spoken  of  as  the  incipient  stage  of  phthisis. 

Some  cases  may  pursue  exactly  this  course, 
but  we  must  remember  that  many  cases  are  ad- 
vanced as  soon  as  active  symptoms  manifest 
themselves,  while,  on  the  other  hand,  a case 
may  be  in  the  incipient  stage  for  years,  remain- 
ing active  all  the  time. 


THE  HOME  AS  A 


Incipiency  does  not  necessarily  mean  a limited 
space  of  time  in  the  early  course  of  the  disease, 
but  simply  a limited  and  circumscribed  area  of 
infection,  and  it  is  during  this  period,  whether 
it  be  measured  by  days  or  months  or  years,  that 
our  diagnosis  should  be  made,  if  we  are  to  do 
our  whole  duty  as  medical  men. 


PREVENTORIUM* 


By  Arnold  S.  Anderson,  M.D. 

Executive  Secretary  Tuberculosis  Division  of  the  Minnesota  State  Board  of  Control 
ST.  PAUL,  MINNESOTA 


The  purpose  of  the  present  paper  is  an  at- 
tempt to  center  interest  on  that  vast  multitude 
of  children  who  are  denied  the  benefits  of  in- 
stitutional training.  They  are  the  tuberculously 
infected  children  in  the  community  not  sick 
enough  to  be  institutionalized  nor  well  enough 
to  be  left  itnguarded.  They  give  a positive  tu- 
berculin test,  but  as  far  as  our  present  diagnostic 
measures  can  tell  us  they  are  apparently  keeping 
the  bacilli  well  encapsulated.  They  are  free 
from  symptoms.  Which  of  them  will  remain 
well  and  how  many  of  them  will  develop  active 
disease  is  a question  which  time  alone  answers. 
Our  antituberculosis  program  has  pledged  itself 
to  the  work  of  preventing  the  preventable  num- 
ber of  lapses  into  active  tuberculosis  amongst 
this  group  of  children.  The  efforts  have  not  been 
without  noble  results,  but  nevertheless  the  tu- 
bercle bacillus  still  claims  and  receives  hundreds 
of  unsuspecting  victims. 

In  the  consideration  of  any  given  problem, 
we  must  first  concern  ourselves  with  a correct 
diagnosis  of  the  part  afflicted  and  then  apply 
such  remedial  and  preventive  measures  as  science 
and  logic  have  proven  effective.  Tuberculosis 
is  a disease  which  arises  from  a common  source, 
the  tubercle  bacillus.  The  fact,  however,  that 
infection  may  be  present  without  disease  shows 
us  that  other  factors  besides  the  common  source 
must  be  considered  in  an  attempt  to  handle  ef- 
fectively the  tuberculosis  problem.  There  is  per- 
haps no  other  single  disease  that  creeps  so  in- 
siduously  and  destructively  into  the  best  ele- 
ments of  our  society  as  tuberculosis.  And  inso- 
much as  it  does,  it  leaves  in  its  wake  ravages 
of  a complex  nature  which  require  for  their 
handling  a multitude  of  different  weapons. 
When  we  speak  of  tuberculosis  to-day,  we  can- 
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not  limit  ourselves  to  the  discussion  of  a purely 
medical  problem.  It  calls  for  the  consideration 
of  a number  of  agencies ; medical,  nursing,  psy- 
chological, and  sociological  and  all  supported  and 
dependent  upon  a proper  financial  background. 
Because  of  the  need  for  these  various  systems, 
it  becomes  necessary  for  us  to  make  proper  use 
of,  and  to  pay  due  respect  to,  each  agency.  To 
battle  the  problem  of  tuberculosis  effectively,  we 
must  correlate  their  activities'  and  fight  for  one 
common  purpose,  the  control  and  elimination  of 
tuberculosis.  The  minute  a positive  sputum  is 
discovered  in  a home,  we  have  a problem  for  the 
physician,  the  nurse,  the  sociologist,  and  the  psy- 
chologist. The  first  two  to  care  for  the  disease, 
the  last  two  to  improve  the  environment  and 
place  the  family  in  an  attitude  receptive  and  re- 
sponsive to  sane  advise  and  treatment.  When 
we  reach  the  stage  where  these  various  agencies 
are  most  efficiently  applied  in  a cooperative  man- 
ner, then  tuberculosis  will  have  lost  most  of  its 
evil  consequences. 

The  question  as  to  what  should  be  done  to  the 
exposed  child  of  a tuberculous  family  has  per- 
plexed each  and  every  one  of  us.  If  active  dis- 
ease is  present,  the  answer  is,  of  course,  simple ; 
but  if  the  X-ray,  physical  signs,  and  symptoms 
are  negative,  and  there  exists  only  evidence  of 
infection  in  the  form  of  a positive  tuberculin 
test,  then  we  face  a different  problem.  What  is 
the  proper  answer?  If  we  view  it  from  a purely 
institutional  standpoint,  we  advocate  , without 
hesitation  preventorium  care,  all  of  which  is  good 
and  well  in  case  room  and  financial  relief  are 
available  and  in  case  we  are  right  that  the  finan- 
cial expenditure  is  a worthy  one  and  productive 
of  good.  If  we  stop,  however,  with  the  institu- 
tionalizing of  the  child,  we  have  accomplished 
but  little.  If  he  is  well  cared  for  and  well  nour- 
ished for  a number  of  months  and  then  sent  back 
to  the  same  environment,  then  our  accomplish- 
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ment  has  merely  been  the  giving  of  temporary 
relief  to  a painful  situation.  We  must  be  more 
thorough.  We  must  enter  the  home  which  not 
only  breeds  the  disease,  but  also  raises  the  child 
and  here  seek  to  put  into  practice  such  health 
measures  as  will  tend  to  prevent  the  development 
of  active  disease. 

I think  we  are  all  agreed  that  in  addition  to 
institutional  treatment  for  the  tuberculous,  we 
are  also  in  need  of  a thorough  educational  pro- 
gram followed  by  an  effective  application  of  the 
measures  therein  advocated.  In  the  past  we  have 
centered  most  of  our  attention  on  the  institu- 
tional phase  of  this  disease.  The  time  has  now 
arrived  when  added  interest  must  be  taken  in  the 
home  and  school  environment.  We  need  a prac- 
tical health  program  which  will  tend  to  lessen 
the  number  of  persons  needing  sanatorium  care. 
It  is  necessary,  therefore,  that  we  introduce  our- 
selves in  a more  vigorous  and  serious  manner 
into  the  school  and  the  home,  for  without  the 
use  of  these  two  social  orders  no  satisfactory  re- 
lief from  human  suffering  can  be  accomplished. 

In  considering  the  control  of  tuberculosis,  it 
is  essential  that  we  first  diagnose  the  cause  of 
its  mortality  decline  which  has  occurred  within 
the  last  twenty-five  years.  In  his  interesting 
book  “Health  and  Wealth,”  Dr.  Louis  Dublin 
discusses  this  fact  in  a very  logical  manner.  He 
weighs  the  evidence  presented  by  the  two  oppos- 
ing schools,  the  environmentalist  and  the  consti- 
tutionalist in  an  attempt  to  explain  the  reason 
for  this  decline.  The  environmentalist  is  repre- 
sented by  the  public  health  worker  who  maintains 
that  our  health  campaigns,  together  with  the  in- 
creased hygienic,  sanitary,  and  nutritional  better- 
ment has  caused  the  death  rate  to  recede.  The 
constitutionalist,  represented  by  a certain  group 
of  biologists,  ascribes  the  decline  as  due  to  the 
influence  of  the  disease  itself  as  a selective  agen- 
cy in  eliminating  less  fit  stocks  and  thus  prevent- 
ing the  reproduction  of  such  individuals.  Dr. 
Dublin,  in  a very  logical  evaluation,  concludes 
that  the  cause  of  the  decreased  mortality  rate 
is  best  explained  by  the  environmentalist.  Dr. 
Allen  K.  Krause,  in  his  Herman  Biggs  Memo- 
rial Lecture,  entitled  “Tuberculosis  and  Public 
Health,”  confirms  the  view  of  Dublin.  He  also 
mentions  the  fact  of  the  rapid  decline  of  the 
urban  tuberculosis  mortality  rate  as  contrasted 
with  the  increased  rate  in  the  rural  districts, 
the  cause  of  which  would  appear  to  be  the  in- 
creased vigor  with  which  the  city  has  cleansed 
itself  by  means  of  various  health  measures.  Of 
course,  when  we  speak  of  the  efficacy  of  these 
various  health  measures  in  decreasing  the  death 


rate,  we  must  not  narrowly  interpret  it  as  being 
due  in  whole  or  even  in  greatest  part  to  our 
health  program.  Just  how  much  our  antituber- 
culosis program  per  se  is  responsible  for  the  de- 
cline is  as  yet  an  unknown  answer.  The  better 
housing  and  living  conditions  that  naturally  fol- 
low in  the  wake  of  increased  prosperity  are 
themselves  items  that  are  disease-preventing  in 
nature.  But  then,  we  may  ask,  is  not  our  health 
teaching  merely  the  method  of  making  the  best 
possible  use  of  the1  gifts  of  prosperity?  Our 
health  education  is  simply  a plea  for  a general 
and  proper  use  of  the  good  things  progress  has 
left  us.  For  with  it  comes  more  leisure,  and  so 
we  pounce  upon  this  opportunity  of  advocating 
proper  rest  and  freedom  from  strain  ; better  food 
is  available  so  we  impress  upon  people  the  value 
of  a well-balanced  diet;  and  so  on  through  the 
various  health  measures  that  go  hand  in  hand 
and  are  made  available  through  the  blessings  of 
prosperity.  The  more  diligently  we  apply  the 
gifts  of  progress,  the  greater  will  be  the  decline 
in  our  tuberculosis  death  rate. 

Let  us  hope  that  it  will  never  be  found  neces- 
sary to  institutionalize  every  child  with  a posi- 
tive tuberculin  test  and  whom  we  suspect  might 
develop  tuberculosis.  To  do  this  would  mean 
an  intensive  and  expensive  building  program  to- 
gether with  a huge  output  of  maintenance  funds. 
It  would  indeed  be  regrettable  if  we  were  not 
able  to  improve  the  individual  home  or  school 
in  such  a way  as  to  be  an  aid  in  preventing  this 
disease.  This  does  not  mean,  of  course,  that 
every  home  can  be  made  a preventorium.  We 
shall  always  have  with  us  the  poverty-stricken 
and  ignorant  household  with  whom  a healthful 
environment  will  always  be  a stranger.  They 
will  never  profit  from  home  treatment.  But  with 
the  average  family  we  can  expect  a moderate 
degree  of  good  response  to  health  education,  and 
it  is  to  these  that  we  must  pledge  our  efforts. 
The  method  of  introducing  this  training  into  the 
home  is,  of  course,  through  the  nurse  or  the  so- 
cial service  worker.  With  a tactful,  sympathetic, 
kindly  yet  firm  attitude,  she  can  accomplish  a 
great  service  to  the  community,  but  without  these 
qualities,  she  can  bring  no  small  amount  of  in- 
jury. It  is,  therefore,  of  first  importance  that 
a careful  selection  of  workers  be  made,  based 
upon  the  qualities  of  tactfulness,  cooperativeness, 
honesty,  kindness,  and  a good  knowledge  of  the 
subject  in  hand.  There  is,  without  question, 
a definite  lack  of  public  health  workers  in  our 
tuberculosis  program.  In  the  State  .of  Minne- 
sota we  have  87  counties,  37  of  which  are  af- 
filiated with  a sanatorium  and  only  9 of  these 
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counties,  through  their  local  sanatoriums,  have 
an  efficient  follow-up  system  which  investigates 
and  strives  to  improve  the  home  conditions. 
This  does  not  include  the  21  county  nurses  who 
are  undoubtedly  doing  splendid  work,  but  whose 
work  is  not  supervised.  It  can  readily  be  seen 
that  added  help  is  necessary  in  order  to  hope 
to  bring  about  better  home  conditions. 

There  are  five  things  which,  if  introduced  into 
the  home,  will  act  as  definite  aids  in  preventing 
the  development  of  active  tuberculosis.  First, 
of  course,  comes  the  removal  of  the  source  of 
infection,  the  positive  sputum;  second,  proper 
rest  and  freedom  from  undue  strain ; third,  good 
ventilation  and  sunshine ; fourth,  balanced  diet ; 
fifth,  balanced  emotions.  I mention  the  last  for 
the  reason  that  with  the  emotionally  unstable 
child  comes  lack  of  cooperation  in  carrying  out 
health  measures,  together  with  the  production  of 
undue  fatigue  and  excessive  mental  unrest.  Such 
a state  of  affairs  cannot  help  but  interfere  with 
the  proper  nutrition  of  the  body,  and  insomuch 
as  it  does  it  predisposes  that  body  to  the  de- 
velopment of  active  disease.  The  need  of  a 
proper  food  balance  has  lately  come  to  us  with 
renewed  force.  It  appears  that  a nourishing 
diet,  well  balanced  in  vitamines,  is  a definite 
factor  in  maintaining  the  body’s  resistance  to 
tuberculosis.  Let  me  quote  the  conclusions  of 
Grant,  Bowen,  and  Stegeman  in  their  work  with 
increasing  the  susceptibility  of  white  rats  to  tu- 
berculosis by  means  of  a vitamine  D deficiency 
diet.  Their  conclusions  are  as  follows : 

1.  “Decreasing  the  vitamine  D of  the  diet 
sufficiently  decreases  the  resistance  of  white  rats 
to  tuberculosis,  from  a high  immunity  to  a sus- 
ceptibility to  subcutaneous  injection  of  a viru- 
lent strain  of  bovine  bacilli. 

2.  “Gloomy  winter  weather,  as  it  influences 
the  amount  and  nature  of  sunlight,  forces  young 
rats  to  obtain  a larger  part  of  their  supply  of 
vitamine  D from  the  diet.  If  the  vitamine  D 
content  of  the  diet  is  low,  rickets  is  intensified 
and  the  susceptibility  to  tuberculosis  increased.” 

Recent  work  has  also  been  done  showing  the 
relationship  between  infections  and  vitamine  de- 
ficiencies. According  to  one  investigator,  lack 
of  vitamines  A and  B increases  the  permeability 
of  mucous  membranes  to  bacteria.  Lack  of 
vitamine  D increases  the  fragility  of  tissue. 
From  all  these  investigations,  it  appears  that  a 
properly  balanced  diet  is  of  great  importance 
for  proper  bodily  nourishment,  and  from  our 
views  on  tuberculosis  it  appears  to  be  a fact 
that  a properly  nourished  body  is  an  aid  in  the 
prevention  of  active  disease.  It  would  seem 


therefore  that  we  are  highly  justified  in  attempt- 
ing to  teach  to  the  individual  home  the  value  of 
a diet  composed  of  milk,  eggs,  meat,  vegetables, 
cereals,  and  fruits  and  to  encourage  the  applica- 
tion of  it.  The  teaching  of  these  things  can- 
not, of  course,  be  carried  out  by  means  of  the 
correspondence  method.  It  is  valuable  for  them 
to  receive  enlightening  literature,  but  it  is  per- 
haps more  necessary  for  the  average  home  to 
have  the  frequent  visits  of  an  understanding 
nurse  in  order  to  put  into  practice  the  things 
that  need  to  be. 

As  I stated  before,  the  home  and  the  school 
are  the  two  social  orders  through  which  health 
education  will  have  to  be  furthered.  The  home 
will  have  to  be  approached  as  previously  stated. 
The  school,  on  the  other  hand,  offers  added  op- 
portunities. A health  course  in  the  school  cur- 
riculum is  necessary  and  this  to  be  conducted  by 
one  qualified  to  discuss  health  matters.  It  must 
be  made  attractive  enough  to  cause  the  children 
to  think  in  terms  of  health.  Appropriate  ap- 
peals to  parent-teachers  associations  are  also  a 
necessity  in  order  to  impress  upon  both  the 
teacher  and  the  parent  the  need  for  health  train- 
ing. The  practice  of  milk  drinking  during  morn- 
ing and  afternoon  periods  is  also  a measure 
which  should  receive  encouragement.  A great 
number  of  children  are  undoubtedly  in  need  of 
it.  The  above-mentioned  measures  are  of  such 
a nature  as  to  permit  of  ready  application  to  the 
ordinary  public  school. 

A consideration  of  school  health  education 
would  not  be  complete  without  reference  to  some 
of  the  special  schools  developed  for  the  purpose 
of  placing  health  first.  Lymanhurst  School  is 
an  outstanding  example  of  this  type,  and  there 
can  be  no  doubt  but  that  the  principles  upon 
which  it  is  founded  are  such  as  should  and  will 
produce  results  worthy  of  the  best  of  efforts. 
The  importance  placed  upon  rest,  fresh  air,  and 
good  food  cannot  help  but  impress  upon  children 
behavior  habits  that  will  stand  them  in  good 
stead  in  later  life.  The  summer  camps  are  valu- 
able for  impressing  upon  the  children  health 
habits  and  acquainting  them  with  measures 
needed  in  the  individual  home. 

In  our  enthusiasm  for  health  training  in  the 
home,  we  must  not  neglect  to  recognize  the  im- 
portant role  which  the  so-called  preventorium 
plays  in  the  handling  of  this  problem.  It  is  a 
most  essential  institution  for  that  percentage  of 
children  that  have  been  denied  proper  heritage 
and  adaptable  home  environment,  also  for  that 
group  of  children  who,  by  virtue  of  X-ray  find- 
ings and  symptoms,  require  a stricter  observation 
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than  can  be  obtained  in  the  ordinary  household. 
It  is  of  utmost  importance  that  we  adopt  a policy 
that  will  give  the  greatest  good  to  the  greatest 
number. 
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SURGICAL  SCARLET  FEVER* 

Report  of  Case 
By  John  K.  Parish,  M.D. 

HERMANSVILLE.  MICHIGAN 


Sir  James  Paget,  in  1864,  was  the  first  to  at- 
tribute certain  post-operative  eruptions  to  wound 
infection  with  the  virus  of  scarlet  fever.  Dur- 
ing the  following  forty  years  174  such  cases  ap- 
peared in  the  literature. 

In  1904  Alice  Hamilton  published  a very 
thorough  study  of  the  subject.  She  concluded 
that  certain  of  these  cases  were  septic  rashes 
and  that  the  remainder  were  merely  a coinci- 
dental scarlet  fever  in  the  wounded.  This  paper 
seems  to  have  largely  influenced  the  opinion  of 
clinicians  up  to  the  present  time.  As  an  in- 
stance, Nicoll,  in  one  of  our  modern  works, 
states  that  “Whether  true  scarlet  fever  may  be 
inoculated  through  wounds  of  the  skin  is  an 
open  question.”  However,  reports  of  wound 
scarlet  fever  have  continued  to  appear  from 
time  to  time  in  the  literature. 

Perhaps  the  most  convincing  of  these  reports 
is  that  of  Wickes,  whose  case  was  in  a seaman, 
U.  S.  Navy.  A throat  culture  was  made  on 
this  man  for  the  organism  recently  identified 
as  the  causal  agent  of  scarlet  fever,  and  he  was 
vaccinated  for  smallpox.  Later  his  arm  showed 
signs  of  infection,  and  he  presented  an  erythema 
and  other  very  typical  clinical  evidence  of  scar- 
let fever.  Throat  cultures  taken  on  two  succes- 
sive days  thereafter  were  negative  for  strepto- 
coccus hemolytica,  as  was  the  first  culture,  but 
culture  of  the  vaccination  lesion  was  positive 
for  this  organism,  proving  beyond  doubt  that 
the  wound  was  the  seat  of  the  infection. 

It  is  also  interesting  to  note  that  Dick  first 
transmitted  scarlet  fever  from  one  individual 
to  another  by  swabbing  on  the  tonsils  and  phar- 
ynx a pure  culture  of  hemolytic  streptococcus 
isolated  from  a lesion  on  the  finger  of  a nurse 
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who  had  acquired  the  disease  while  caring  for 
a convalescent  scarlet  fever  patient. 

I wish  to  add  the  following  case  of  my  own : 

Mrs.  R.  P.,  aged  30,  was  first  seen  May  7,  1926. 
She  complained  of  a cracked  nipple,  which  she  had 
first  noticed  about  one  week  before.  She  had  been 
delivered  of  her  first  baby  six  weeks  previously  and 
had  had  a normal  labor  and  an  uneventful  puerpe- 
rium. 

Examination  revealed  a deep,  transverse  fissure 
on  the'  outer  side  of  the  left  nipple,  almost  1 cm.  in 
length.  The  breast  at  that  time  was  not  tender  and 
showed  no  signs  of  involvement. 

During  the  following  night,  she  had  a chill,  and 
in  the  morning  her  temperature  was  101.6°  with  a 
pulse  of  110.  She  complained  of  nausea  and  of 
pain  in  the  affected  breast.  The  fissure  was  cov- 
ered with  a greyish  membrane  and  looked  badly  in- 
fected. The  breast  was  tender  and  somewhat  indu- 
rated, and  the  outer  quadrant  was  reddened.  The 
axillary  glands  on  the  affected  side  were  enlarged 
and  tender.  Measures  were  instituted  to  abort  the 
breast  abscess,  which  I felt  sure  was  forming. 

On  seeing  her  the  next  day  I was  greatly  sur- 
prised to  find  a generalized  erythema  covering  her 
entire  body.  The  tongue  was  covered  with  a thick, 
white  coating  with  the  papilla;  showing  through  at 
the  edges.  There  was  a faint,  punctate  eruption  at 
the  junction  of  the  hard  and  soft  palates.  There 
was  an  anemic  area  about  the  mouth.  The  throat, 
however,  showed  no  signs  of  inflammation,  and  the 
patient  denied  the  slightest  soreness,  or  pain  on 
swallowing.  The  pain  and  induration  in  her  breast 
were  subsiding.  The  redness  noted  on  the  previous 
day  was  probably  the  beginning  of  the  eruption. 
Her  temperature  was  then  101.6°  and  rose  to  103.4° 
that  evening.  0.2  c.c.  of  scarlet  fever  antitoxin 
was  injected  intradermally  in  the  skin  of  the  ab- 
domen. 

Twenty-four  hours  later  there  was  a blanched 
area  about  6 cm.  in  diameter  surrounding  the  site 
of  injection.  On  the  strength  of  the  clinical  findings 
and  the  positive  rash  extinction  test  a diagnosis  of 
scarlet  fever  was  made.  The  patient  began  to  im- 
prove and  was  soon  convalescent  with  .no  complica- 
tions. Desquamation  was  fairly  profuse  and  was 
distinctly  scarletinal  in  type.  It  is  to  be  noted  that 
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the  fissure  was  very  slow  in  healing  and  kept  its 
dirty,  greyish  appearance  for  about  two  weeks. 

The  source  of  infection  could  not  be  determined, 
but  it  is  thought  that  the  patient  contaminated  the 
fissure  with  her  hands. 

Because  of  the  complete  absence  of  angina, 
together  with  the  very  typical  signs  of  scarlet 
fever,  and  with  the  behavior  of  the  fissure,  I 
feel  justified  in  reporting  this  case  as  one  of 
true  surgical  scarlet  fever.  It  would  have  been 
very  desirable  to  have  had  cultures  made  as  in 
the  case  reported  by  Wickes.  I feel  that  our 
laboratories,  as  a matter  of  routine,  will  soon 
be  confirming  our  diagnoses  of  scarlet  fever  by 
culture  as  they  now  do  in  diphtheria,  and  will 
also  determine  for  us  the  seat  of  infection.  This 
latted  might  be  of  considerable  importance  in 
industrial  surgery  as,  if  in  a given  case,  the 
wound  gave  a positive  culture,  disability  due  to 
the  scarlet  fever  would  be  compensable.  Where- 
as if  the  throat  yielded  a positive  culture,  while 
that  from  the  wound  was  negative,  I do  not 
believe  that  the  employer  could  be  held  liable. 

CONCLUSIONS 

1.  Infection  with  the  organism!  of  scarlet 
fever  may  occur  through  any  break  in  the  con- 
tinuity of  the  skin. 

2.  Differentiating  surgical  scarlet  fever  from 
the  ordinary  type  and  from  septic  and  other 
rashes  may  offer  considerable  difficulty. 

3.  The  rash  extinction  test  is  of  great  value 
in  the  diagnosis  of  these  cases. 

4.  Care  should  be  exercised  by  those  in  at- 
tendance on  cases  of  scarlet  fever  to  avoid  in- 
fecting themselves  through  cuts  and  abrasions 
or  accidentally  inoculating  a wound  in  other 
patients  under  their  care. 
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DISCUSSION 

Dr.  DeWayne  Townsend  (Brooten,  Minn.):  It  is 
rather  coincident  that  just  as  I received  notification 
that  I was  to  discuss  this  paper  I happened  to  have 
a case  of  this  nature  which,  I think,  brings  out  about 
all  the  points  mentioned  by  Dr.  Parish,  so  I will 
briefly  relate  it.  On  the  18th  of  February  there  came 
under  my  care  a young  farm  laborer  whose  hand 
had  been  caught  in  some  power  machinery  on  the 
farm,  causing  laceration  of  the  hand  and  dislocation 
of  the  wrist.  I thought  nothing  much  of  that,  re- 
duced the  dislocation,  removed  considerable  crushed 
tissue,  dressed  the  wound,  gave  tetanus  antitoxin 


and  put  the  patient  in  bed.  Everything  went  along 
nicely  for  forty-eight  hours,  then  the  boy  suddenly 
developed  fever  with  vomiting  and  in  a few  hours 
had  a beautiful  rash  over  the  entire  body.  There 
was  no  inflammation  of  the  tonsils  or  throat 
trouble,  and  there  was  none  of  the  angina  we  usually 
have  with  scarlet  fever  of  normal  origin.  The  lad 
lived  only  twenty-four  hours,  death  being  due  to 
a toxic  heart  condition.  I diagnosed  the  case  surgi- 
cal scarlet  fever,  but  had  a colleague  come  in  and 
look  him  over,  and  he  pronounced  it  a streptococcic 
infection.  Probably  he  was  right  and  that  I was 
right  also,  but  on  investigation  I found  that  the 
farmer  for  whom  this  boy  worked  sold  milk  in  the 
town  and  that  his  child  had  been  sick  with  scarlet 
fever,  but  he  kept  still  about  it.  In  my  own  mind 
this  young  lad  died  of  true  scarlet  fever,  the  in- 
fection entering  the  system  through  the  laceration 
of  the  hand. 

An  interesting  point  in  connection  with  this  case 
is  that  he  carried  accident  insurance,  therefore  in 
case  his  death  was  due  to  accident  his  estate  should 
receive  considerable  insurance;  if  due  to  disease, 
is  would  receive  none.  How  this  question  will  turn 
out  I do  not  know.  But  this  was  a case  of  surgical 
scarlet  fever.  He  died  of  typical  septic  conditions 
in  connection  with  scarlet  fever,  to  all  intents  and 
purposes,  and  there  was  no  sign  whatever  of  infec- 
tion in  his  throat.  He  had  every  symptom  of  scar- 
let fever.  This  complication  does  not  occur  very 
often,  and  this  case  developed  just  at  the  time  this 
matter  came  up. 

It  would  have  been  interesting  to  have  cultures 
made  on  this  boy’s  throat  and  the  wound  also,  but 
we  did  not  have  time  or  facilities  for  such  pro- 
cedure. 

It  has  never  entered  my  mind  that  scarlet  fever 
could  not  be  contracted  through  wounds  and  vari- 
ous breaks  in  the  skin.  While  I was  an  interne  in 
the  Surgical  Department  of  the  Boston  City  Hos- 
pital children  frequently  were  brought  in  with 
burns,  and  it  seemed  that  burns  were  particularly 
susceptible  to  the  germs  of  scarlet  fever. 

Dr.  Alfred  M.  Ridgway  (Annandale.  Minn.):  I 
have  never  had  any  personal  experience  with  cases 
of  external  wounds  infected  with  the  germs  of  scar- 
let fever.  However,  I remember  very  distinctly  a 
case  of  puerperal  infection  from  scarlet  fever.  A 
number  of  years  ago  I was  called  in  consultation 
with  a neighboring  physician  who,  while  taking  care 
of  a number  of  scarlet  fever  patients,  was  called 
to  attend  a primipara  in  confinement.  Within 
twenty-four  hours  following  delivery  she  broke  out 
with  symptoms  of  scarlet  fever  and  died  in  a very 
short  time.  So  I think  it  is  very  possible  to  infect 
a surgical  case  with  scarlet  fever. 

Dr.  Karl  W.  Doege  (Marshfield,  Wis.) : In  a cer- 
tain number  of  infected  wounds  I have  seen  a gen- 
eral rash  simulating  scarlet  fever,  but  looked  upon 
the  rash  as  due  to  the  streptococcic  infection  and 
not  as  scarlet  fever.  In  the  case  reported  by  the 
essayist,  that  of  the  mother  who  had  infection  from 
a cracked  nipple  and  a scarlet-like  rash,  it  might 
be  interesting  to  know  whether  later  cases  of  scar- 
let fever  developed  in  the  family  or  neighbors  as 
the  result  of  this  case. 
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Dr.  Parish  (closing):  Replying  to  Dr.  Doege, 
there  was  no  scarlet  fever  in  the  town  either  pre- 
ceding or  following  the  case  reported.  Only  this 
woman,  her  husband,  and  a six-weeks’  old  baby 
were  living  in  the  house  at  this  time.  The  husband 
was  evidently  immune,  having  had  scarlet  fever  pre- 
viously. The  nurse  who  took  care  of  her  also  had 
had  scarlet  fever.  The  quarantine  was  rather  well 
maintained  and  may  have  accounted  for  the  fact 
that  there  was  no  outbreak  of  scarlet  fever  at  the 
time.  The  real  value  of  the  positive  rash  extinction 
test  was  well  illustrated  in  confirming  the  diagnosis 
of  that  case.  I was  absolutely  in  doubt.  I did  not 
know  whether  to  quarantine  this  patient  as  a scar- 
let fever  case  or  to  call  it  a streptococcic  infection, 
as  Dr.  Doege  suggests  and  as  so  many  of  these 
cases  are  called,  and  not  enforce  a quarantine.  But 


the  area  surrounding  the  site  of  injection  of  scarlet 
fever  antitoxin  was  very  strikingly  blanched  and 
that  was  my  main  basis  for  the  differential  diag- 
nosis. 

Question  by  a member:  Had  the  patient  had  scar- 
let fever  before? 

Dr.  Parish:  No,  she  had  not.  Since  writing  this 
paper  Bullowa,  in  the  “Medical  Clinics  of  North 
America,”  has  reported  a case  of  pneumonia  in 
which  surgical  scarlet  fever  developed.  At  the  out- 
set of  the  attack  of  pneumonia  the  patient  had 
blistered  his  chest  with  a strong  liniment.  He  was 
cultured  and  found  to  have  type-3  pneumonia,  and 
finally  he  broke  out  with  scarlet  fever  eruption. 
Pus  from  the  axillary  lymph  glands  was  cultured, 
and  it  was  determined  that  it  contained  the  scar- 
let fever  streptococcus. 


MECKEL’S  DIVERTICULUM:  REPORT  OF  A CASE  PRESENTING 

UNUSUAL  SYMPTOMS 

By  E.  A.  Rygh,  M.D. 

Bessesen  Clinic 

MINNEAPOLIS,  MINNESOTA 


Mrs.  A.  J.,  aged  29,  housewife,  became  sud- 
denly ill  on  February  24,  1929,  with  an  aching 
pain  in  the  left  lumbar  region.  The  pain  radi- 
ated anteriorly  and  downwards  toward  the  blad- 
der. The  next  morning  the  pain  was  still  severe, 
and  had  become  quite  definitely  localized  in  the 
left  lower  quadrant.  She  was  seen  that  evening 
(February  25),  and  had  just  passed  several  large 
blood-clots  and  a little  fresh  blood  from  the 
vagina.  She  refused  to  go  to  the  hospital,  and 
sedatives  were  administered.  Pain  continued  the 
following  day,  and  several  blood-clots  were 
passed.  After  this  the  pain  seemed  to  diminish 
considerably ; that  evening  she  entered  the  hos- 
pital. She  still  complained  of  pain  in  the  left 
lower  quadrant,  and  was  nauseated,  but  had  not 
vomited.  The  only  suggestive  episodes  in  her 
history  were  a bilateral  salpingectomy  in  1923, 
and  syphilis,  which  apparently  had  been 
thoroughly  and  successfully  treated  over  a three- 
year  period  (1925-27). 

Physical  examination:  Temperature  101.4“, 
pulse  100.  The  patient  was  acutely  ill  with  ab- 
dominal rigidity  and  tenderness,  especially  of 
the  lower  abdomen.  Bimanual  examination  was 
very  painful,  tenderness  and  resistance  being 
more  pronounced  on  the  left  side  A catheter- 
ized  specimen  of  urine  contained  a faint  trace 
of  albumin,  no  pus  cells  or  blood.  Blood  count : 
hemoglobin,  83  per  cent;  leukocytes,  10,000; 
erythrocytes,  4,600,000;  differential,  neutrophi- 


les,  72  per  cent,  lymphocytes,  23  per  cent,  large 
mononuclears,  3,  eosinophiles,l,  and  basophiles,l. 

On  account  of  the  character  and  radiation  of 
the  pain,  resembling  ureteral  colic,  a flat  plate  of 
the  abdomen  was  made.  On  this  there  was  no 
evidence  of  stone,  and  the  kidney  shadows  were 
normal.  The  patient  was  then  cystoscoped ; the 
bladder  mucosa  was  normal,  but  the  viscus  did 
not  fill  completely,  due  to  an  invagination  on  its 
posterior  superior  aspect,  as  though  a mass  was 
pressing  in  from  without.  The  ureteral  orifices 
were  negative,  and  clear  urine  appeared  rhythm- 
ically from  both.  Catheters  were  passed  easily 
up  both  sides,  and  normal  urine  flowed  from  the 
pelves. 

The  pain  and  acute  symptoms  continuing,  ex- 
ploratory laparotomy  was  decided  upon,  and  the 
abdomen  opened  under  spinal  anesthesia.  The 
omentum  was  found  bound  down  by  a mass  of 
firm  adhesions  to  the  sigmoid,  left  side  of  the 
uterus,  and  dome  of  the  bladder.  The  adhesions 
were  not  disturbed,  but  a small  opening  was 
made  in  the  omentum  and  enlarged  by  blunt  dis- 
section. Immediately  underneath  was  a loop 
of  small  bowel  which  presented  on  its  free  bor- 
der a diverticulum,  globular  in  shape,  about  4 
cm.  in  diameter.  A mild  degree  of  inflammation 
was  present  in  the  serosa.  The  sac  was  removed, 
leaving  a small  opening  in  the  bowel,  which  was 
closed  transversely  in  three  layers  with  a Pagen- 
stecher  stitch.  The  rent  in  the  omentum  was 
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repaired  and  the  abdomen  closed  without  drain- 
age. 

The  walls  of  the  sac  were  thin  and  parchment- 
like, containing  a thin  layer  of  muscle,  covered 
by  serous  membrane.  No  mucous  membrane 
was  found.  The  pathologist  believed  the  sac  to 
be  a Meckel’s  diverticulum  which  had  become 
cystic. 

The  patient  made  an  uneventful  recovery, 
without  further  pain  or  discomfort,  and  left  the 
hospital  on  the  eleventh  postoperative  day. 

COMMENT 

According  to  various  authors,  Meckel’s  di- 
verticulum exists  in  about  2 per  cent  of  all  per- 
sons. It  is  occasionally  encountered  in  post- 
mortem examinations  and  in  the  course  of  ab- 
dominal operations  for  other  causes.  When 
causing  symptoms,  however,  these  usually  point 
to  intestinal  obstruction,  the  diverticulum  being 
10-12  cm.  or  longer,  and  becoming  twisted  about 
a loop  of  small  bowel.  In  some  cases  a fibrous 
cord  extends  from  the  tip  of  the  diverticulum  to 
the  umbilicus,  being  the  remains  of  the  omphalo- 


mesenteric duct,  which  has  failed  to  atrophy. 
Other  cases  have  been  reported  where  the  diver- 
ticulum became  involved  in  a strangulated  hernia. 
Many  of  these  patients  give  a history  of  previous 
gastro-intestinal  symptoms ; either  attacks  of 
nausea  or  vomiting,  or  of  pain  in  the  left  lower 
quadrant.  Our  patient  had  had  no  gastro-intes- 
tinal or  urinary  disturbances. 

This  woman’s  pain  was  lessened  when  the  uter- 
us emptied  itself  of  blood;  when  it  became  dis- 
tended again  there  was  more  pain,  due  to  pres- 
sure on  the  distended  sac,  which  was  held  down 
by  the  omentum.  The  uterine  bleeding  was  in- 
terpreted as  an  abnormal  menstruation. 

Meckel’s  diverticulum  can  hardly  be  diagnosed 
preoperativelv,  but  with  obstruction  or  symp- 
toms of  the  “acute  abdomen’’  it  should  be  looked 
for,  unless  the  causative  lesion  is  obviously  else- 
where. It  might  be  a good  rule  to  explore  the 
lower  ileum  for  a meter  or  so  from  the  ileo- 
cecal valve,  after  the  ordinary  appendectomy.  In 
this  way  diverticula  may  be  found  and  removed 
which  are  potentially  dangerous. 


BEE  STINGS 

By  G.  Bartholomew,  M.D. 

NEWPORT,  NEBRASKA 


According  to  Dr.  Jones  of  Seattle  the  sting 
of  the  common  honey  bee  contains  two  differ- 
ently acting  poisons.  The  local  irritant  is  sup- 
posed to  be  formic  acid.  It  causes  first  the 
local  pain  and  later  the  swelling  and  tenderness. 
The  initial  shock  and  collapse  are  due  to  the 
pain,  not  the  real  poison.  It  is  of  the  same 
variety  as  when  mashing  a finger,  for  instance. 

The  systemic  poison  has  a double  action  also. 
It  very  closely  resembles  foreign  protein  injec- 
tion. Its  initial  action,  following  that  of  pain,  is 
anaphylactic ; a feeling  of  blood  rushing  to  the 
head,'  face  flushed,  choking,  and  air  hunger,  with 
considerable  coughing.  This  passes  off  in  a few 
minutes,  often  to  be  followed  by  a general  sys- 
temic weakness  and  later  a leakage  of  blood 
outside  the  capillaries  to  form  hemorrhagic  areas 
over  the  body.  In  my  case  I would  break  out, 
like  with  hives.  A person  may  die  of  any  of 
the  three  shocks.  The  shock  of  the  pain  may 
kill  a person  with  a weak  heart.  The  anaphy- 
lactic shock  may,  likewise,  kill  in  a few  minutes, 
or  the  person  may  die  sometime  later  from  the 


general  systemic  poisoning.  People  who  are 
repeatedly  stung  acquire  an  immunity.  One  that 
is  only  occasionally  stung  gets  enough  to  be 
sensitized  and  suffers  most.  These  can  be  de- 
sensitized by  making  an  extract  of  the  bee  stings 
and  injecting  very  small  but  gradually  increas- 
ing doses  of  the  toxin.  It  is  a tedious  and  pain- 
ful procedure,  but  is  worthy  of  a trial  by  per- 
sons that  are  to  be  around  bees. 

We  have  no  remedy  for  the  control  of  the  pain, 
other  than  lowering  of  the  head  to  prevent  faint- 
ing. Local  applications  for  the  pain  do  not  pene- 
trate the  skin  and  are  of  very  little  value.  The 
best  thing  so  far  found  is  a paste  made  of  laundry 
soap  and  soda,  applied  to  the  wound ; also  a wet 
dressing  of  magnesium  sulphate.  Atropin  and 
epinephrin  will  control  the  anaphylactic  sympL 
toms.  The  trouble  with  this  is  that  the  person 
will  either  be  dead  or  over  it  by  the  time  the 
medicine  can  be  administered.  The  shock  that 
kills  most  and  makes  the  susceptible  ones  very 
sick,  is  that  coming  later.  The  epinephrin  treat- 
ment was  worked  out  by  Dr.  Walker  of  South 
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Africa.  It  is  a specific,  a quick,  sure  relief  for 
anaphylactic  shock.  It  is  a powerful  heart  stim- 
ulant and  gives  quick  relief  if  the  patient  is 
not  too  far  gone.  Sometimes  it  is  injected  into 
the  heart,  and  has  been  known  to  revive  seem- 
ingly dead  persons.  It  should  be  given  every 
few  minutes  in  a few  drop  doses,  hypodermi- 
cally. 

My  personal  experience  corroborates  these 
statements  very  closely.  I was  first  stung  by  one 
bee  in  March.  The  pain  and  swelling  was  very 
great.  The  anaphylactic  shock  lasted  about  24 


hours.  In  May  I was  stung  by  three,  and  the 
effect  was  much  more  with  unconsciousness 
about  eight  hours.  Two  weeks  later  about  a 
half  dozen  stung  me  and  in  ten  minutes  T was 
unconscious  as  if  by  ether,  and  remained  so 
for  nearly  twelve  hours.  I found  that  aromatic 
spirits  of  ammonia  gave  the  most  relief.  It 
seemed  to  keep  my  heart  going.  The  govern- 
ment reports  show  that  many  deaths  are  caused 
each  year  by  been  stings,  perhaps  more  than  by 
snake  bites.  I think  if  three  of  four  had  stung 
me  the  first  time  it  would  have  proven  fatal. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  May  8,  1929 


The  regular  monthly  meeting  of  the  Minne- 
sota Academy  of  Medicine  was  held  at  the 
Town  and  Country  Club  on  Wednesday  even- 
ing, May  8,  1929.  Dinner  was  served  at  7 p.  m. 
and  the  meeting  was  called  to  order  at  8 p.  m. 
by  the  President,  Dr.  C.  N.  McCloud.  There 
were  41  members  and  2 guests  present. 

Minutes  of  the  April  meeting  were  read  and 
approved. 

The  scientific  program  was  as  follows : 

Dr.  H.  L.  Ulrich  (Minneapolis)  presented  a 
patient  with  coarctation  of  the  aorta,  and  after- 
ward gave  the  following  report  of  the  case : 

The  patient  is  32  year  old,  married,  and  has  two 
children.  His  wife  is  healthy.  He  has  had  nervous 
symptoms  for  the  last  ten  years,  dyspnea  and  pal- 
pitation for  six  years,  and  tremors  for  one  year.  The 
last  two  years  he  has  been  under  various  physicians. 
He  was  sent  into  the  University  Hospital  with  a 
diagnosis  of  hyperthyroidism  for  operation.  He 
was  referred  to  the  Medical  Service  for  study.  One 
of  my  associates  had  noticed  a pulsating  vessel  on 
the  thorax  and  the  marked  blood  pressure  so  un- 
usual in  hyperthyroidism.  When  I was  told  about 
him  I requested  a brachial  and  popliteal  pressure, 
thinking  of  coarctation  of  the  aorta.  The  brachial 
pressure  was  180/110  and  the  popliteal  120/80. 
Normally  the  blood  pressures  in  the  two  extremities 
are  equal  or  the  lower  extremity  is  the  higher. 

On  physical  examination  he  had  a pansinusitis. 
He  showed  marked  pulsation  of  the  vessels  of  the 
neck  and  tortuosities  and  thrills.  There  were  pulsat- 
ing vessels  running  down  the  back  along  the  margin 
of  the  scapula,  and  one  could  palpate  pulsations  in 
the  intercostal  along  the  lower  ribs.  There  was 
dullness  under  the  sternum.  There  was  a loud 
systolic  murmur  in  the  interscapular  area  more 
marked  on  the  left.  He  had  a tremor  of  extended 
hands  and  a thrill  over  the  thyroid  and  a basal  rate 
of  +43.  Superficially  he  presented  the  picture  of 
a case  of  thyrotoxicosis. 


One  can  make  a diagnosis  of  coarctation  by 
feeling  the  radial  and  femoral  at  the  same 
time.  The  femoral  will  have  a very  weak  im- 
pulse compared  with  the  radial.’  Furthermore, 
by  attempting  to  find  pulsation  in  the  abdominal 
aorta  it  will  be  absent  or  very  feeble,  thereby 
placing  the  obstruction  in  the  thorax. 

This  is  the  first  case  of  this  kind  that  I have 
seen  in  my  medical  experience.  It  has  been  re- 
ported about  200  times  at  postmortems.  Clini- 
cally it  has  been  reported  78  times  and  corrobo- 
rated bv  postmortems  21  times  (Ref:  Blackford 
— Coarctation  of  the  Aorta : Arch.  Int.  Med., 
May,  1928,  Vol.  41,  No.  5,  p.  702). 

We  tried  to  see  the  narrowing  of  the  arch  under 
the  fluoroscope  but  failed.  A mass  was  seen  under 
the  sternum  which  pulsated.  The  question  of  a sub- 
sternal  thyroid  or  dilated  vessel  off  the  arch  was 
not  determined.  X-ray  plates  were  presented  which 
showed  the  shadow  under  the  sternum.  The  heart 
was  within  normal  limits  in  size,  shape,  and  position. 
Attention  was  called  to  the  serrated  appearance  of 
the  lower  borders  of  the  ribs  on  both  sides.  This 
irregularity  of  the  borders  is  a pathognomic  sign  in 
roentgenology  for  coarctation.  It  is  probably 
brought  about  by  the  movement  of  tortuous  inter- 
costal vessels.  Several  plates  of  the  thoracic  spine 
were  shown.  There  was  a distortion  of  the  spine 
due  to  congenital  deformities  of  the  vertebrae.  The 
third  and  fourth  thoracic  were  fused  and  the  seventh 
and  eighth  were  very  much  deformed.  There  was 
some  deformity  of  the  ribs  on  the  right  side  sec- 
ondary to  the  deformity  in  the  spine.  Congenital 
defects  are  common  with  coarctation. 

Every  young  person  with  symptoms  of  hyper- 
thyroidism and  hypertension  should  be  examined 
for  this  congenital  defect.  Just  why  they  have 
symptoms  of  hyperthyroidism  is  difficult  to  say. 
Is  it  due  to  the  increased  blood  supply?  Several 
cases  are  mentioned  in  the  literature  with  this 
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syndrome.  Resection  of  the  thyroid  has  been 
done  in  several  instances. 

By  coarctation  is  meant  a congenital  narrow- 
ing at  the  isthmus  of  the  aorta.  The  isthmus  is 
situated  between  the  left  subclavian  and  the  in- 
sertion of  the  ductus  arteriosus.  The  narrowing 
may  be  moderate  or  complete.  To  adjust  for  this 
obstruction  the  circulation  seeks  the  collateral 
route.  The  commonest  form  is  by  way  of  the 
branch  of  the  subclavian  and  intercostal,  tire 
flow  of  blood  through  the  intercostals  being  to- 
ward the  spine  instead  of  away  from  it. 

Blackford  recently  discusses  this  matter  pretty 
fully,  going  into  the  embryological  discussion 
and  concludes  that  it  is  a developmental  defect. 
There  are  two  types,  the  infantile  and  the  adu’t. 
They  are  roughly  differentiated  anatomically  by 
the  site  of  the  narrowing.  In  the  infantile,  the 
narrowing  occurs  between  the  left  subclavian 
and  insertion  of  the  ductus  arteriosus.  In  the 
adult  it  is  at  the  site  of  the  ductus  arteriosus. 

In  going  over  the  postmortem  findings  Black- 
ford divides  these  patients  into  four  great 
groups,  depending  on  how  they  die.  There  is 
one  group  that  die  of  cardiac  failure ; a group 
that  die  from  rupture  of  an  aneurysm  of  the 
arch ; a group  that  die  from  rupture  of  the 
cerebral  vessels  (there  is  tremendous  pressure 
in  the  cerebral  vessels)  ; and  a fourth  group  in 
which  there  are  aplastic  conditions  in  the  aorta. 
There  is  also  a fifth  or  miscellaneous  group  on 
which  reports  are  not  very  clear.  He  reports 
192  cases  all  told. 

The  treatment  in  this  condition  is  simply  rest 
and  reduced  effort.  In  this  case  Lugol’s  had 
been  given  without  results.  Rest  reduced  his 
metabolic  rate  to  +4.  Reduction  of  infections 
should  also  be  done.  This  man  now  is  working 
every  day  and  feels  extremely  well. 

They  usually  succumb  about  the  fourth  dec- 
ade, although  there  have  been  cases  reported 
dying  older  than  that. 

DISCUSSION 

Dr.  J.  S.  Gilfillan  (St.  Paul):  I have  very  little 
to  say  about  this  condition.  I have  been  on  the 
lookout  for  it  for  about  twenty-five  years,  but  have 
never  yet  seen  a case.  The  signs  here  point  to  an 
obstruction  of  the  aorta  beyond  the  left  subclavian 
artery.  The  tumor  in  the  mediastinum  may  compli- 
cate things  to  a certain  extent.  The  tumor  evidently 
is  situated  on  the  arch  of  the  aorta.  This  appears 
to  be  a goiter.  I have  never  heard  of  the  thyroid 
causing  stenosis  of  this  kind.  The  patient  presents 
the  typical  signs  of  coarctation  of  the  aorta  and 
surely  has  a stenosis. 

Dr.  E.  T.  Richards  (St.  Paul):  Dr.  Ulrich  is  to 
be  congratulated  on  making  this  diagnosis  during 


life.  It  is  an  extremely  rare  condition,  one  of  the 
rarest,  in  fact,  that  is  ever  encountered.  This  case 
presents  beautifully  all  of  the  classical  features,  al- 
though with  the  sustained  hypertension  I am  some- 
what surprised  that  he  does  not  show  a greater  en- 
largement of  the  heart. 

Dr.  Ulrich  (closing):  If  these  patients  have  large 
hearts  the  enlargement  is  due  to  valvular  defects. 
1 just  want  to  emphasize  this  one  point  about  the 
thyroid.  One  should  always  differentiate  this  in 
young  people.  The  man  who  looked  at  this  boy 
with  a thyroid  and  blood  pressure  was  very  sus- 
picious that  there  was  something  more  the  matter 
with  him.  He  had  not  been  looking  for  coarctation 
the  way  I have  for  years.  Way  back  in  1887  these 
differential  conditions  were  discussed. 

There  is  a mass  under  the  sternum.  Dr.  Gilfillan 
mentions  this  point  as  casting  some  doubt  on  the 
diagnosis.  He  is  quite  right.  There  is  one  case 
in  the  literature  in  which  a mass  in  the  thorax 
reproduced  collateral  circulation  through  the  neck 
vessels  and  lower  thoracic  aorta.  However,  in  our 
case  the  tumor  under  the  sternum  is  more  to  the 
left  than  to  the  right  and  above  the  aorta.  It  ought 
to  obstruct  the  vessels  coming  off  the  aorta  on  the 
left.  Our  collateral  circulation  and  pulsations  are 
bilateral  and  it  is  this  reason,  besides  the  absence 
of  abdominal  pulsation,  which  makes  us  think  that 
there  is  obstruction  in  the  thofacic  aorta.  Since 
there  is  obstruction  the  most  likely  place  would 
make  it  at  some  congenital  site,  namely,  the  isthmus. 

Dr.  J.  M.  Armstrong  of  the  Historical  Com- 
mittee of  the  State  Association  showed  several 
articles  used  by  medical  men  in  the  early  days 
of  their  practice,  among  them  being  a box  of 
“eye-stones,”  the  first  clinical  thermometer  used 
in  St.  Paul,  a mechanical  phlebotomy  knife,  and 
he  also  showed  a photograph  of  the  first'  physi- 
cian who  came  to  St.  Paul. 

Dr.  C.  B.  Wright  (Minneapolis)  showed  a 
specimen  from  a case  of  aortic  aneurysm  which 
he  had  reported  briefly  at  a previous  meeting. 
Following  is  the  complete  case  report : 

The  patient  was  47  years  old.  His  family  history 
was  negative.  He  had  been  married  seventeen  years 
and  his  wife  is  living  and  well.  There  are  two  chil- 
dren, fourteen  and  sixteen  years  of  age,  living  and 
well.  There  was  no  history  of  venereal  infection. 

The  patient  had  always  been  well  until  November, 
1928,  when  he  contracted  a respiratory  infection 
with  fever  and  cough  for  which  he  was  in  bed  five 
days.  Following  this  he  had  had  some  pain  in  his 
left  side  which  he  thought  was  pleurisy.  With  the 
exception  of  these  five  day s he  had  been  able  to 
follow  his  occupation  of  handling  an  automatic 
riveting  machine. 

On  February  2,  1929,  while  at  work  he  was  seized 
with  an  agonizing  pain  in  the  epigastrium  which 
radiated  to  the  right  side.  It  was  considered  an 
acute  gall-bladder  colic  by  the  doctor  who  saw  him 
at  that  time.  Later  the  pain  radiated  to  both  sides 
and  back.  About  one  week  later  he  lost  his  voice 
and  had  some  cough  with  several  slight  hemoptyses. 
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He  came  to  the  hospital  February  25,  1929. 

On  examination  his  breathing  was  rapid,  he  was 
suffering  extreme  pain  which  lie  said  was  now  lo- 
cated over  his  left  precordium.  The  left  radial  pulse 
could  not  be  felt,  and  there  was  marked  decrease  in 
the  left  carotid.  There  was  marked  precordial 
pulsation,  more  marked  to  the  right  of  the  sternum, 
visible  from  the  second  to  the  sixth  interspace. 
There  were  signs  of  compressed  lung  over  the  right 
upper  lobe.  Litten’s  sign  was  very  definite  on  the 
right  side  and  absent  on  the  left.  There  was  marked 
lagging  on  deep  breathing  of  the  left  costal  margin. 
Fluoroscopic  examination  showed  a large  medi- 
astinal tumor  10  cm.  in  diameter  which  pulsated. 
The  left  diaphragm  was  paralyzed  and  the  heart  was 
almost  entirely  on  the  right  side,  being  markedly 
displaced  with  the  mediastinum.  The  left  vocal  cord 
was  paralyzed.  The  Wassermann  was  plus  4. 

The  striking  points  in  this  case  are  the  sudden 
onset  with  agonizing  abdominal  pain  simulating  an 
acute  abdominal  condition,  the  pain  after  ten  days 
shifting  to  the  left  precordium,  the  marked  displace- 
ment of  the  mediastinum  with  impalpable  radial  and 
I weak  carotid  pulse  on  the  left  side,  the  paralysis  of 
the  left  vocal  cord,  and  the  paralysis  of  the  left 
diaphragm  shown  clinically  by  the  absence  of 
Litten’s  sign  and  the  lagging  of  the  costal  margin 
on  the  affected  side  on  deep  breathing. 

The  patient  left  the  hospital  on  March  25,  1929, 
j comparatively  free  from  pain,  although  the  physical 
signs  were  unchanged.  On  April  15  his  pain  re- 
i turned,  gradually  becoming  more  severe,  and  on 
' April  16  he  died  suddenly. 

The  postmortem  findings  by  Dr.  Lawrence  Larson 
were  as  follows: 

“There  is  a large  aneurysm  of  the  arch  of  the 
aorta  measuring  17x15x12^  cm.  It  is  formed  main- 
ly at  the  expense  of  the  left  lateral  wall  of  the 
aorta  where  it  has  perforated  into  the  left  pleural 
cavity  through  an  opening  about  1 cm.  in  diameter. 
It  projects  into  the  left  pleural  cavity  almost  reach- 
i ing  the  right  chest,  but  not  nearly  so  extensively 
] as  the  left.  The  content  of  the  sac  is  made  up  of 
laminated  thrombus,  some  areas  being  older  than 
others.  The  thrombus  extends  proximally  into  the 
aorta  nearly  reaching  the  aortic  valve.  The  dila- 
tation does  not  involve  the  root  of  the  aorta,  the 
aorta  valves  being  apparently  competent.  The 
aneurysm  has  eroded  the  anterior  surface  of 
the  bodies  of  the  vertebrae  from  the  seventh  to  the 
tenth  thoracic  level.  The  intervertebral  discs  have 
for  the  most  part  remained  unattacked.” 

The  two  things  of  unusual  interest  in  this  case 
are  the  sudden  onset  with  epigastric  pain  radiating 
to  the  right  side  simulating  a gall-bladder  attack, 
and,  second,  the  enormous  size  of  the  aneurysm. 

Dr.  Frederick  E.  B.  Foley  (St.  Paul)  then 
read  his  inaugural  thesis,  entitled  “New  Meth- 
ods for  Exposure  of  the  Kidney  and  for  Ne- 
phropexy.” Lantern  slides  were  shown. 

DISCUSSION 

Dr.  Oscar  Owre  (Minneapolis):  I have  listened 
with  a great  deal  of  pleasure  to  Dr.  Foley’s  presen- 
i tation.  I have  reviewed  the  literature  on  exposure 
of  the  kidney  quite  thoroughly  and  feel  very  certain 
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this  is  original.  Dr.  Foley  has  explained  his  meth- 
od to  me  on  one  or  two  occasions  and  some  ten 
days  ago  I exposed  a tuberculous  kidney  in  this 
manner  and  was  very  much  surprised  at  the  ease 
with  which  the  kidney  could  be  delivered.  I am 
sure  that  this  method  of  approach  has  tremendous 
advantages  over  the  older  technic.  It  seems  to  me 
that  the  real  value  of  this  is  the  fact  that  you  can 
investigate  the  vascular  pedicle  and  the  pelvis  with 
greater  facility  than  with  the  old  exposure. 

As  to  fastening  the  kidney  to  the  renal  fossa,  I 
can  see  how7  this  method  would  be  much  more  likely 
to  succeed  wdiile  others  would  fail.  For  years  I 
have  been  astonished  at  the  great  number  of  kid- 
neys that  become  loose  after  having  been  fastened 
up.  Some  years  ago  I saw  a woman  upon  whom 
Dr.  Frederic  Treaves  had  done  a double  nephropexy, 
and  I was  very  much  surprised  to  find  that  both 
kidneys  were  dowm  in  the  abdomen,  and  I thought 
if  he  could  not  do  it  I could  not  expect  to  accom- 
plish it.  I feel  quite  sure  that  most  of  the  kidneys 
fastened  in  the  usual  way,  such  as  decortication, 
partial  or  full,  and  depending  upon  the  capsule 
fastened  to  the  rib,  etc.,  fail.  I have  become  a 
pessimist  on  the  advantages  of  nephropexy.  Dr. 
Foley’s  method  leaves  the  capsule  intact,  and  the 
kidney  is  fastened  in  the  renal  fossa  against  the 
clean  muscles  of  the  back.  As  I witnessed  him  do 
it,  I think  it  ought  to  succeed  as  all  intervening 
fatty  tissue  is  stripped  away.  I believe  all  of  Dr. 
Foley’s  cases  have  stayed  up;  however,  I do  not 
feel  that  one  can  say  that  these  kidneys  will  stay 
up  indefinitely  because  not  enough  time  has  elapsed 
to  be  certain  about  it.  Yet  it  appears  to  offer  the 
best  hope  of  success. 

I want  to  congratulate  and  compliment  Dr.  Foley. 

Dr.  H.  B.  Zimmerman  (St.  Paul):  I believe  Dr. 
Foley’s  method  of  exposing  the  kidney  is  the  best 
I have  ever  tried.  There  is  one  part  of  the  technic 
that,  Dr.  Foley  mentioned  it,  he  did  not  bring  out 
very  clearly.  Before  the  incision  is  made  into  the 
pierirenal  fascia  the  peritoneum  is  pushed  awray  from 
the  transversalis  fascia  towrard  the  midline,  away 
from  the  anterior  abdominal  wall.  This  allows  the 
peritoneum,  with  its  adherent  fatty  mass,  to  drop 
into  the  abdomen  by  gravity.  From  then  on  the 
intra-abdominal  contents  do  not  get  in  the  way. 

Dr.  A.  C.  Strachauer  (Minneapolis) : Nephropexy, 
some  dozen  or  more  years  ago,  fell  into  disrepute  be- 
cause of  its  very  frequent  and  unnecessary  perform- 
ance for  gastro-intestinal  conditions,  principally 
Glenard’s  disease,  which  is,  of  course,  never  bene- 
fited thereby.  A loose  kidney  is  a common  accom- 
paniment of  general  visceroptosis,  and  the  fixation 
of  such  a kidney  will  not  relieve  the  gastro-in- 
testinal symptoms  of  Glenard’s  disease.  Intermit- 
tent hydronephrosis,  distinct  attacks  of  Dietl’s 
crisis,  call  for  the  performance  of  nephropexy,  and 
this  operation  when  definitely  indicated  and  properly 
performed  has  given  as  much  satisfaction  as  any 
type  of  operation  with  which  I am  familiar. 

The  operation  that  Dr.  Foley  has  described  I am 
confident  will  give  satisfaction,  since  it  complies 
wdth  the  requirements  of  success  for  nephropexy,  in 
that  the  kidney,  without  the  interposition  of  fat,  is 
fastened  in  direct  contact  to  fascia  and  muscle. 
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Following  the  technic  of  Israel,  I have  removed 
the  offending  perirenal  fat  and  have  fastened  the 
completely  decapsulated  kidney  to  muscle  and  fascia, 
and  the  results  have  been  eminently  satisfactory. 

Dr.  A.  E.  Benjamin  (Minneapolis):  There  is  one 
point  in  technic  which  I carried  out  a number  of 
years  ago  in  connection  with  this  operation.  That 
was,  to  decapsulate,  a portion  of  the  kidney  by  dis- 
secting the  capsule  from  the  center-posterior  line, 
making  two  flaps  about  1.5  inches  wide,  dissecting 
one  upward  toward  the  upper  pole  and  one  down- 
ward toward  the  lower  pole,  and  then  putting  each 
flap  between  the  muscle  fibers.  The  kidney  then 
comes  right  in  contact  with  the  muscle  tissue.  The 
kidney  would  stay  in  place;  none  of  them  dropped. 
Of  course,  at  that  time  we  were  operating  on  more 
cases.  Where  there  is  a hydronephrosis  from  a 
kinked  ureter  and  a dropped  kidney  I believe  this 
operation  is  indicated. 

Dr.  Foley  (closing)  I have  nothing  more  to  add 
except  to  thank  the  men  for  their  discussions.  I 
am  glad  to  know  that  some  of  the  members  have 
used  this  method  and  found  it  satisfactory. 

As  a result  of  the  formal  ballot,  the  following 
men  were  elected  to  membership  in  the  Acad- 
emy : 

Honorary  membership  (from  active)  : Dr.  F. 
A.  Dunsmoor  and  Dr.  R.  E.  Farr,  both  of  Min- 
neapolis. 

University:  Dr.  W.  A.  O’Brien. 

Active:  (Minneapolis)  Drs.  W.  E.  Camp, 
Tames  Johnson,  Martin  Nordland,  E.  C.  Robit- 
shek,  and  A.  A.  Zierold.  (St.  Paul)  Drs.  Harold 
Hullsiek  and  George  Ruberg. 

The  meeting  adjourned. 

Carl  B.  Drake,  M.D. 

Secretary 
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Addresses  on  Surgical  Subjects.  By  Sir  Berkeley 
Moynihan,  Bart,  President  of  the  Royal  College 
of  Surgeons  of  England.  Octavo  of  348  pages, 
illustrated.  Philadelphia  and  London:  W.  B. 

Saunders  Company,  1928.  Cloth,  $6.00  net. 

This  is  undoubtedly  the  best  collection  of  ad- 
dresses or  lectures  on  medical  subjects  that  has  ever 
been  assembled  in  one  volume.  Various  phases  of 
surgery  have  been  discussed  briefly  only  as  a man 
of  his  experience  and  judgment  could.  The  John  B. 
Murphy  oration  on  surgery  emphasizes  the  remark- 
able qualities  possessed  by  him  and  what  a great 
teacher  he  was.  Anyone  that  reads  the  chapter  on 
Lister  cannot  help  but  realize  what  importance 
Lister’s  discoveries  have  had  when  applied  to  the 
science  of  surgery.  Emphasis  is  made  throughout 
the  lecture  of  the  importance  of  early  recognition 
of  disease  before  complications  have  begu  or  serious 
results  occurred. 


In  the  chapter  on  “Mental  States  and  Organic 
Diseases”  he  gives  as  a definition  for  “Neurosis” — 

I don’t  know.  This  has  been  a great  factor  in  his 
experience  in  considering  surgery  in  case  of  organic 
diseases  where  any  mental  disorder  exists. 

— Arthur  F.  Bratrud,  M.D. 

The  Surgical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Vol- 
ume 8,  No.  6.  Pacific  Coast  Surgical  Association 
Number,  December,  1928).  277  pages  with  118  il- 
lustrations, including  Complete  Index  to  volume 
8.  Per  clinic  year  (February,  1928,  to  December, 
1928.)  Paper,  $12.00;  cloth,  $16.00.  Philadelphia 
and  London. 

This  number  is  dedicated  to  John  Hunter,  Founder 
of  Scientific  Surgery,  on  the  bicentenary  of  his  birth, 
and  opens  with  an  interesting  biographical  sketch 
of  the  great  surgeon,  interspersed  with  many  per- 
sonal anecdotes  in  which  his  lifelong  friend,  Edward 
Jenner,  often  appears.  The  interesting  papers  which 
follow  cover  a great  variety  of  surgical  conditions. 
Among  these,  the  operative  treatment  of  male  hypo-  ■ 
spadias  and  epispadias,  by  Cecil,  a case  report  and 
discussion  of  congenital  cystic  disease  of  the  lung, 
by  Eloesser,  prevention  of  recurrent  goiter,  by  Else, 
the  surgical  treatment  of  urogenital  tuberculosis,  by 
Hinman,  and  three  cases  of  arteriovenous  aneurysm 
successfully  treated  surgically  by  Holman,  are  es- 
pecially noteworthy.  It  is  a practical  volume  from 
which  the  surgeon  may  glean  helpful  suggestions. 

Surgical  Clinics  of  North  America,  Vol.  9,  No.  1, 
February,  1929,  Mayo  Clinic  Number,  W.  B.  Saun- 
ders Co.,  Philadelphia. 

The  usual  excellence  in  presentation  of  case  re- 
ports and  operative  technic  of  the  Mayo  Clinic  is 
shown  in  articles  by  Judd,  Balfour,  . Henderson, 
Myerding,  Sistrunk,  New,  Harrington,  Rankin,  and 
others.  The  post-operative  administration  of  oxy- 
gen as  prophylaxis  against  pulmonary  complications, 
271  cases  of  malignant  renal  neoplasm  reviewed  by 
Hunt,  urea  studies  and  observations  on  the  phago- 
cytic cells  of  the  mammalian  liver  by  Mann  and  as- 
sociates, treatment  of  spina  bifida  by  Craig,  and 
Buie  on  anal  fissure,  are  all  well-written  articles 
and  full  of  interest. 

Surgical  Clinics  of  North  America,  Vol.  9,  No.  2, 
April,  1929,  Chicago  Number,  W.  B.  Saunders  Co., 
Philadelphia. 

Bevan  opens  this  volume  with  a general  discus- 
sion of  the  acute  abdomen,  citing  illustrative  cases. 
An  excellent  article  on  ununiting  fractures  of  the 
neck  of  the  femur,  by  Speed,  follows,  which  shows, 
among  other  things,  the  folly  of  too  early  unsup- 
ported weight-bearing.  Eisendrath  on  cystitis,  sur- 
gical treatment  of  pulmonary  tuberculosis  by  Hed- 
blom,  reconstructive  surgery  of  nose  and  jaw  by 
Moorehead,  are  all  instructive.  All  of  the  interest- 
ing articles  cannot  be  mentioned,  but  particularly 
noteworthy  are  two  papers,  viz.,  one  by  Straus  and 
Tumpeer  on  traumatic  rupture  of  the  spleen,  the 
other  on  wounds  of  the  superior  longitudinal  sinus 
by  Percival  Bailey. 

— E.  A.  Rygh,  M.D. 
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ARE  YOU  GOING  TO  PORTLAND? 

It  is  to  be  hoped  that  the  larger  number  of  the 
members  of  the  American  Medical  Association 
will  go  to  Portland,  Oregon.  It  is  reported  that 
a large  representation  will  come  from  the  far 
East,  from  the  Eastern  Coast,  and  the  middle 
states  in  the  east  will  contribute  a large  number. 
Why  not?  It  is  vacation  time.  No  one  likes 
to  work,  and  some  of  the  men  haven’t  much  to 
do,  so  why  not  play?  And  the  rates  are  so 
reasonable  now  on  all  the  roads  that  it  is  very 
easy  to  go  over  a definite  line  and  make  reser- 
vations with  the  prospect  of  seeing  a large  part 
of  the  western  country. 

Resolutions  will  probably  be  introduced  at  the 
next  session  of  the  House  of  Delegates  which 
may  open  the  eyes  of  the  people,  and  perhaps 
those  of  some  of  the  doctors,  details  of  which 
are  printed  in  full  in  the  June  twenty-second 
issue  of  the  Journal  of  the  American  Medical 
Association. 

Many  other  delightful  preparations  are  being 
made  in  Portland  for  the  entertainment  of  the 
guests.  It  is  quite  evident  that  the  House  of 
Delegates  is  going  to  have  a good  time — even 
though  the  delegates  may  try  to  run  down  the 
welfare  party  and  incidentally  deprive  some  of 


these  people  from  getting  all  the  practice  there  is. 

Portland,  as  you  all  know,  is  a very  delight- 
ful city,  and  if  the  day  is  bright,  as  we  all  ex- 
pect the  American  Medical  Association  meeting- 
days  to  be,  you  will  see  Mount  Hood  and  a circle 
of  other  lofty  mountains  surrounding  the  city. 
A more  impressive  sight  could  hardly  be 
imagined.  Then,  too,  there  is  that  long  drive 
along  the  river  from  the  coast  to  Portland,  and 
beyond,  giving  all  a chance  to  restore  their 
lost  vitality,  if  they  have  none,  and  breathe  the 
pure  and  holy  air  of  Portland.  The  doctors 
out  there  are  a wonderful  set  of  men.  Men 
throughout  the  entire  state  will  come  to  the  re- 
lief of  the  visitor,  not  financially,  but  as  enter- 
tainers or  informers. 

The  meeting  time  has  been  set  for  July  be- 
cause during  that  time  the  intense  heat  of  the 
summer  has  practically  departed,  and  the  weath- 
er will  probably  be  arranged  by  the  weather 
prophets  of  Oregon  and  the  adjoining  states. 
It  will  not  be  "117°  in  the  shade,”  as  one  noted 
a report  of  the  press  on  June  twenty-third.  We 
do  not  know  of  a more  hospitable  place  in  which 
to  hold  the  meeting.  Now  that  the  railroads, 
including  the  Northern  Pacific,  Great  Northern, 
the  Milwaukee,  and  Soo  Line,  have  put  on  very 
fast  trains,  it  is  said  that  six  hours  have  been  cut 
from  the  ordinary  schedule  time  from  Portland 
back  to  Minneapolis  or  St.  Paul.  So  why  not  go? 

A NEW  EXPLANATION  FOR  CROOKS 
AND  DEFECTIVES 

New  York  City  is  one  of  the  places  that  main- 
tain a department  of  psychiatry,  as  Chicago  does ; 
in  New  York  it  is  in  the  hospitals  and  in  Chi- 
cago it  is  in  the  municipal  court.  Dr.  William  j. 
Hickson,  a director  of  the  Psychopathic  Hos- 
pital of  the  Chicago  Municipal  Court,  who  has 
examined  many  of  Chicago’s  bad  men  mentally, 
dispels  the  notion  that  the  racketeer  is  a clever 
fellow,  worthy  of  intriguing  the  imagination. 
Instead,  he  declares  he  is  a stupid  fellow,  a 
dullard,  emotionally  feeble-minded  and  utterly 
lacking  in  human  feelings.  Tests  made  by  Doc- 
tor Hickson  and  his  laboratory  experts  reveal 
the  typical  gangster  to  be  at  the  mental  age  of 
between  twelve  and  thirteen — just  above  hold- 
up men  and  just  below  pickpockets.  Now  if 
Doctor  Hickson  can  maintain  his  poise  and  keep 
out  of  the  way  of  gangsters,  we  are  much 
pleased  to  think  he  has  uttered  his  opinions. 

New  York  City  is  to  have  a Division  of  Psy- 
chiatry in  the  Department  of  Hospitals.  Ex- 
perts will  attempt  to  separate  the  mentally  de- 
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ficient,  in  criminal  cases,  from  the  normal  crimi- 
nals. It  is  hard  to  believe  that  criminals  are 
entirely  “normal,”  and  yet  the  habit  of  being 
vicious,  when  taken  on  in  youth,  can  lead  a 
young  man  of  good  mind  to  a career  of  crime. 
Of  course,  he  will  not  have  a trained  and  culti- 
vated mind.  Any  man  with  good  education 
knows  that  crime  fails,  that  it  doesn’t  pay,  and 
that  it  exacts  too  high  a price.  But  there  are 
numbers  of  recorded  cases  where  criminals  are 
apparently  intelligent,  brilliant  in  their  efforts, 
and  are  able  to  assert  their  supremacy  over 
many  who  are  supposedly  much  better  educated. 
But  that  it  does  not  pay  to  be  a criminal  is  a 
well-known  fact,  and  in  the  end  it  costs,  the 
criminal  more  than  he  bargains  for,  for  it  has 
been  demonstrated  in  Chicago  and  all  cities  of 
size  that  eventually  the  criminal  is  “spotted,” 
arrested,  and  discovered  to  be  deficient  men- 
tally, or  is  punished  for  his  criminality.  New 
York,  of  course,  is  trying  to  make  a definite 
effort  to  separate  those  positively  deficient  in 
mentality  from  the  others  and  in  that  way  per- 
haps we  can  finally  get  at  the  cause  of  crime. 
Certainly,  education,  of  whatever  class  they 
may  show  the  need  of,  will  interfere  with  crimi- 
nal tendencies. 

Perhaps  if  we  could  inforce  eugenics  it 
would  do  something  toward  creating  a better 
class  of  people.  But  who  can  possibly  prevent 
a young  man  and  a young  woman  from  “fall- 
ing in  love,”  as  they  call  it,  when  it  is  really  a 
state  of  mind,  or  keep  them  from  propagating 
their  species.  So  that  point  must  be  reached 
in  a very  roundabout  way,  through  education, 
and  through  constant  examination  of  all  crimi- 
nals together  with  their  proper  classification  and 
restriction. 

Chicago  is  wondering  why  the  gangster  be- 
comes a psychological  picture  and  what  makes 
his  murderous  wheels  go  around.  He  must 
have,  in  one  sense,  an  evil  mind,  and  he  must 
be  thinking  of  crime  rather  than  self-enlighten- 
ment or  self-improvement.  There  are  innumer- 
able cases  on  record  where  crime  has  developed 
in  the  young  and  is  maintained  for  years,  per- 
haps into  middle  life  or  beyond,  but  certain 
types  of  criminals,  fortunately,  never  reach  that 
stage.  However,  in  the  meantime  they  are  prop- 
agating, and  what  are  we  to  do  about  that? 
We  can  not  have  a psychiatrist  at  every 
hospital,  nor  would  he  have  a chance  to  see 
every  case  admitted.  But  the  technic  of  exam- 
ination of  most  admitted  cases  could  be  super- 
vised if  the  institutions  and  hospitals  would  per- 
mit it.  Unfortunately  there  is  no  way  of  ad- 


vertising this  to  the  people  except  through  the 
newspapers,  and  we  shall  have  to  thank  them, 
and  we  do  thank  them,  for  putting  before  the 
public  as  much  as  it  is  reasonable  for  the  pub- 
lic to  know. 

The  crime  wave,  however,  extends  all  over 
the  United  States,  and  is  probably  as  bad  in  one 
state  as  another  except  that  it  may  be  worse  in 
the  densely  populated  states.  Yet  these  things 
have  gone  on  for  an  unbelievably  long  time,  and 
if  any  doctor  should  suggest  to  the  newspapers 
or  to  the  public  that  an  effort  should  be  made 
to  discover  the  criminally  inclined  early  in  life 
he  would  be  scoffed  at. 

Then,  too,  there  comes  the  question  of  the 
advisability  of  association  of  the  abnormal  child 
with  normal  children.  There  may  be  a defec- 
tive child  in  the  family,  a throw-back,  perhaps, 
of  one  to  three  generations,  or  the  reason  for 
the  defective  development  may  be  enigmatical. 
The  parents  of  such  a child  may  be  but  mildly 
interested  in  taking  advice  or  getting  informa- 
tion that  would  lead  not  only  to  their  own  com- 
fort and  that  of  their  normal  children,  but  would 
be  conducive  to  the  comfort  of  the  abnormal 
child  as  well.  Many  times  such  parents  insist 
on  keeping  the  defective  child  in  the  home  and 
associated  with  other  members  of  the  family 
solelv  to  satisfy  their  own  emotions  in  the  mat- 
ter and  without  any  thought  for  the  comfort 
or  well-being  of  the  defective  or  consideration 
of  the  effect  on  the  other  children  if  there  are 
other  and  normal  children  in  the  home.  This 
issue  will  always  come  up.  And  from  the  atti- 
tude of  the  inferior  classes,  where  defect  is  quite 
common,  there  will  always  be  those  among 
them  who  will  object  and  interfere  with  any 
possible  redemption,  or  any  distribution  of  in-  , 
formation  that  might  lead  to  improvement  in 
the  way  of  training  and  care  to  the  end  that  the 
defective  child  may  become  less  of  a burden  or 
a menace  to  the  family  and  the  community. 

DEMENTIA  PRiECOX 

Dementia  prsecox  constitutes  from  fifteen  to 
twenty-five  per  cent  of  all  the  psychoses.  It 
comes  on  insiduously  and  usually  shows  itself 
in  voung  adolescence  and  is  marked  by  a general 
tendency  toward  a gradual  mental  deterioration. 
These  psychoses  are  commonly  grouped  under 
the  general  heading  of  dementia  praecox,  or  schi- 
zophrenic psychoses.  In  the  East  you  hear  the 
men  who  are  familiar  with  mental  diseases  use 
the  latter  term.  This  also  belongs  to  the  type 
of  cases  which  are  not  carefully  observed  in 
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younger  life,  and  sometimes  they  are  not  recog- 
nized for  several  years  after  the  onset  of  the 
disease.  There  are  several  types  of  dementia 
praecox  and  they  must  be  carefully  studied  be- 
fore a definite  diagnosis  can  be  made. 

First,  for  consideration,  is  the  simple  type ; 
and  it  is  rather  surprising  how  large  a group 
there  may  be  of  this  form  of  dementia  praecox 
because  this  form  is  characterized  by  its  insidi- 
I ousness.  It  is  sometimes  presented  gradually,  al  - 
most imperceptibly,  by  a condition  of  apparent 
apathy  and  evident  dementia.  This  change  oc- 
curs without  any  special  emotional  disorder, 
trend  of  thought,  or  expression  of  delusions  or 
hallucinations.  Throughout  the  ailment  there  is 
j often  more  or  less  peculiar  behavior  and  yet  the 
young  patient  may  be  able  to  pull  himself  to- 
gether in  an  emergency  situation  and  palm  him- 
j self  off  as  a normal  individual.  But  if  he  is  ob- 
| served  carefully  by  a trained  man  the  onset  can 
be  discerned,  slow,  indefinite,  uncertain.  Many 
I of  these  cases  become  known  as  chronic  tire,  at 
least  the  individual  does  not  amount  to  very 
| much.  He  is  doing  the  best  his  poor,  unde- 
I veloped  brain  can  help  him  to  do.  He  has  many 
I peculiar  ideas.  He  is  likely  to  be  associated  at 
times  with  the  common  laborer,  where  he  has 
no  need  of  brain  work,  or  little  need  of  using 
what  brain  he  has.  Even  in  this  simple  type  the 
i proper  line  of  treatment  should  be  carried  out 
j very  early  and  followed  by  very  persistent  treat- 
j ment.  Sometimes  these  boys  and  girls  hate  to 
j go  out,  and  would  rather  sit  around  and  read 
j the  paper,  or  sleep,  than  attempt  a social  life. 

II  Every  man  in  the  country  will  recognize  this 
1 type,  because  such  a patient  is  not  infrequently 
looked  upon  as  a lazy  man,  unwilling  to  exercise 
even  his  muscles,  when  as  a matter  of  fact  he 
i,  is  gradually  developing  an  insidious  disease  from 
i which  he  never  recovers. 

Then  there  is  the  type  known  as  the  hebe- 
I phrenic  type.  The  symptoms  in  this  class  usu- 
ally occur  early  in  young  adolescence,  even  be- 
| fore  the  simple  type  is  recognized.  The  indi- 
i vidual  becomes  shy,  sullen,  self-absorbed,  or  ir- 
ritable, obstinate,  rude,  and  assertive.  Inap- 
propriate smiling,  or  laughter,  grimaces,  peculiar 
mannerisms,  and  peculiar  changeable  and  gro- 
tesque or  absurd  ideas.  Halluncinations  of  many 
kinds  are  common,  of  hearing,  of  sight,  smell, 
and  taste.  These  run  on  a course  for  sometimes 
a few  years  in  which  the  individual  is  able  to  do 
a little  something  and  be  interested  in  some 
simple  things,  in  that  way  managing  to  “get  by,” 
so  he  is  not  recognized  as  a sick  man  until  long 
after  his  disease  has  arrested  itself  in  his  brain. 


The  catatonic  type  is  another  form  which  is 
very  easily  recognized.  The  symptoms  appear 
and  disappear  more  quickly  than  in  other  forms. 
The  patient  is  apt  to  be  in  a stuporous  state  and 
lacks  expression.  These  patients  are  usually 
very  active,  impulsive,  and  odd,  and  their  be- 
havior is  stereotyped.  Such  a patient  may  lie 
in  bed  motionless,  with  eyes  closed  or  open,  and 
has  no  apparent  contact  with  his  surroundings. 
There  is  usually  more  or  less  inco-ordination  be- 
tween the  motor  and  the  sensory  functions  of 
the  individual,  or  there  may  at  times  be  more 
muscular  tension  and  automatic  resistance  to  any 
suggestion.  Not  infrequently,  too,  these  people 
assume  grotesque  attitudes.  They  have  what  is 
known  as  the  lead-pipe  rigidity.  This  type  also 
is  known  to  assume  what  would  seem  to  be  very- 
uncomfortable  positions,  like  holding  one  hand 
up  in  the  air  and  holding  it  there  for  an  indefi- 
nite time,  sometimes  for  hours.  Or  standing  on 
one  foot  until  it  would  almost  seem  as  if  they 
were  ready  to  fall  over.  They  sometimes  stop 
speaking  and  are  mute,  and  sometimes  they  do 
not  eat  as  they  should,  sometimes  not  at  all,  but 
have  to  be  fed.  This  form  is  known  among  the 
lay  people  as  catatonic,  its  true  name,  of  course, 
and  one  more  readily  grasped  than  the  other 
types  by  the  family  as  well  as  by  the  physician. 

The  fourth  class,  known  as  the  paranoid  type, 
is  one  associated  with  ideas  of  persecution  or 
grandeur  which  are  the  most  prominent  symp- 
toms. Frequently  there  are  definite  hallucina- 
tions, usually  auditory  in  nature.  In  the  begin- 
ning of  this  type  of  disease  the  illness  and  de- 
lusions may  be  fairly  well  systematized  and  may 
seem  plausible,  but  as  mental  deterioration  be- 
comes more  pronounced  the  delusions  then,  too, 
become  more  transient  and  less  systematized,  at 
least  they  are  not  shown  very  well,  and  a man 
can  sometimes  get  along  without  exhibiting  his 
paranoid  tendencies.  Then,  too,  the  delusions 
and  hullucinations  become  those  of  grandeur, 
and  they  talk  as  if  they  were  worth  millions 
when  probably  they  have  so  little  money  they  can 
hardly  feed  themselves. 

The  hereditary  tendencies  are  most  common. 
Organic  changes  have  been  found  in  the  brain 
but  none  have  been  found  continuously  or  have 
been  universally  accepted  as  the  cause.  It  is 
probable  that  physiological  changes  accompany 
the  maturation  of  the  sex  function  during  ado- 
lescence, consequently  the  relationship  is  apt  to 
be  casual.  These  patients  lack  confidence,  they 
are  shv,  sensitive,  self-conscious,  and,  brooding, 
but  occasionally  they  are  proud,  ambitious,  and 
determined  and  have  what  they  believe  to  be 
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strong  sexual  cravings.  Their  pride  is  frequently 
wounded,  constantly  wounded,  but  their  prudery 
and  lack  of  self-confidence  make  their  suppos- 
edly strong  sexual  cravings  very  incapable  of 
manifestation. 


NEWS  ITEMS 


Dr.  Wallace  Cole,  of  St.  Paul,  is  in  Europe 
visiting  the  clinics. 

Dr.  George  A.  Geist,  of  St.  Paul,  has  returned 
home  from  a European  trip. 

Dr.  Henry  E.  Michelson,  of  Minneapolis,  has 
returned  from  a trip  to  Europe. 

Dr.  Robert  M.  Burns,  of  St.  Paul,  is  home 
from  a month’s  trip  to  the  clinics  of  Chicago. 

Dr.  E.  C.  Hanson,  of  Northfield,  Minn.,  and 
Mrs.  Cecilia  G.  Kaupang,  of  the  same  city,  were 
married  last  week. 

Dr.  Elmer  Johnson,  a recent  Illinois  graduate, 
has  become  associated  with  Drs.  Olson  and 
Alexander,  of  Duluth. 

Dr.  P.  J.  Hiniker,  of  Hastings,  Minn.,  has  tak- 
en over  the  practice  of  the  late  Dr.  Joseph  Le 
Clerc,  of  Le  Sueur,  Minn. 

Dr.  H.  S.  Fasbender,  of  Hastings,  Minn.,  has 
purchased  a large  residence  which  he  will  re- 
model for  use  as  a hospital. 

Work  on  the  hospital  for  Indians  at  Fort 
Belknap,  Mont.,  begins  to-day.  The  hospital  will 
accommodate  forty-seven  patients. 

Dr.  Charles  W.  Rucker,  of  the  Mayo  Clinic, 
Rochester,  Minn.,  and  Miss  Mabel  Holoday,  of 
Minneapolis,  were  married  last  week. 

Ninety-eight  nurses  passed  the  examination  at 
the  annual  meeting  of  the  South  Dakota  Regis- 
tered Nurses  Examination  Board  last  month. 

Dr.  A.  C.  Broders,  of  the  Mayo  Clinic,  was 
given  the  honorary  degree  of  doctor  of  science 
by  the  Medical  College  of  Virginia  last  month. 

Dr.  J.  A.  MacDonald,  of  Cando,  N.  D.,  has 
purchased  the  property  of  the  County  Hospital 
of  that  place  and  will  have  charge  of  the  hos- 
pital. 

It  is  announced  that  the  University  of  Man- 
chester, Eng.,  will  confer  the  honorary  degree 
of  doctor  of  laws  upon  Drs.  W.  J.  and  C.  H. 
Mayo  on  July  22. 

A handsome  and  commodious  residence  has 
been  purchased  at  Larimore,  N.  D.,  and  will  be 


used  as  a private  hospital  under  charge  of  Mrs. 
G.  M.  Moody,  of  Lakota,  N.  D. 

Dr.  J.  J.  Heimark  has  moved  from  Blue  Earth, 
Minn.,  to  Fairmont,  Minn.,  where  he  has  joined 
the  firm  of  Drs.  Miller,  Blanchard,  and  Gardner 
in  their  new  hospital  and  clinic  unit. 

The  Community  Hospital  of  Eureka,  S.  D., 
was  dedicated  last  week.  A large  crowd  at- 
tended the  services,  and  a handsome  contribu- 
tion to  the  new  enterprise  was  made. 

The  directors  of  the  Lincoln  Hospital,  of 
Aberdeen,  S.  D.,  elected  a director  to  succeed 
the  late  Dr.  R.  L.  Murdy  and  voted  to  continue 
to  run  the  hospital  with  an  open  staff. 

Dr.  D.  P.  Head  and  Miss  Ruth  A.  Cantillion, 
both  of  Minneapolis,  were  married  last  week. 
Dr.  D.  P.  Head  is  a graduate  of  the  Medical 
School  of  the  U.  of  M.  and  a son  of  Dr.  George 
Douglas  Head,  of  Minneapolis. 

The  managers  of  the  Hill-Young  School  of 
Corrective  Speech,  of  Minneapolis,  have  defi- 
nitely announced  their  intention  to  transfer  the 
School  to  Los  Angeles,  Calif.  Further  announce- 
ment of  the  change  and  the  School’s  work  will 
be  made  later. 

Dr.  W.  A.  Evans,  the  syndicate  health  writer 
of  Chicago,  and  Dr.  D.  C.  Lockhead,  the  asso- 
ciate health  officer  under  Dr.  Charles  H.  Mayo, 
of  Rochester,  Minn.,  were  guests  of  the  Sioux 
Falls  (S.  D.)  District  Medical  Society  last 
month  and  each  gave  an  address  on  public  health. 

Dr.  A.  E.  Allen  (osteopath),  of  Minneapolis, 
and  Dr.  S.  H.  Boyer  (regular),  of  Duluth,  have 
been  re-appointed  members  of  the  Minnesota 
State  Board  of  Examiners  in  the  Basic  Sciences; 
and  Dr.  A.  Dannenberg,  of  Bemidji,  has  been 
appointed  a member  of  the  Board  of  Chiroprac- 
tic Examiners. 

Some  weeks  ago  Dr.  E.  C.  Stone,  of  Minot, 
N.  D.,  was  expelled  from  the  Northwestern  Dis-, 
trict  Medical  Society  for  unethical  and  unpro- 
fessional conduct.  The  vote  for  expulsion  was 
20  to  2.  Later  he  was  denied  the  privilege  of 
practicing  in  both  the  hospitals  of  Minot,  St. 
Joseph’s  and  Trinity.  This  action  was  taken 
upon  the  recommendation  of  the  staffs  of  the 
two  hospitals. 

On  June  11  the  City  of  Rochester,  Minnesota, 
celebrated  its  diamond  jubilee,  and  a tablet  in- 
scribed as  follows  was  erected  as  a memorial  to 
its  two  most  distinguished  citizens : “William 
James  Mayo  and  Charles  Horace  Mayo,  sur- 
geons, scientists,  lovers  of  their  fellow-men.” 
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At  a testimonial  dinner  given  by  the  faculty  of 
the  Clinic  and  the  Foundation,  it  was  voted  to 
establish  an  annual  W.  J.  and  C.  H.  Mayo  lec- 
tureship in  order  to  set  forth  once  a year  the 
greatest  contribution  the  Mayo  family  had  made 
to  the  advancement  of  medicine.  Dr.  H.  S. 
Plummer  will  deliver  the  first  lecture. 

Three  new  physicians  recently  joined  the 
Northwest  Clinic,  of  Minot,  N.  D.  Dr.  V.  B. 
Dowler  came  to  Minot  the  first  of  the  year  from 
Rochester,  Minn.  He  is  head  of  the  pediatrics 
section  of  the  Clinic.  Dr.  Dowler  received  his 
M.  D.  degree  from  the  University  of  Toronto, 
and  spent  several  years  in  the  section  of  pedi- 
atrics with  the  Mayo  Clinic.  Dr.  Alano  Pierce 
became  a member  of  the  Clinic  staff  recently. 
He  is  in  the  department  of  internal  medicine. 
Dr.  Pierce  received  his  M.  D.  degree  from  the 
University  of  Minnesota.  He  came  to  Minot 
from  Kansas  City,  where  he  was  associated  with 
Dr.  P.  T.  Bohan  in  internal  medicine.  Dr. 
Mallory  Dorsey,  of  Buffalo,  N.  Y.,  likewise  has 
recently  joined  the  Clinic  staff  in  the  department 
of  eye,  ear,  nose  and  throat.  Dr.  Dorsey  received 
his  medical  degree  from  the  University  of  To- 
ronto. 


SYMPOSIUM  ON  PHYSIOLOGY  AND 
BIOCHEMISTRY 

The  University  of  Minnesota,  through  its  Medical 
School  and  the  Mayo  Foundation,  will  conduct  a 
program  of  Physiology  and  Biochemistry  between 
July  15  and  August  15,  1929. 

The  following  foreign  scholars  will  be  present: 

Prof.  M.  von  Frey,  Professor  of  Physiology  and 
Director  of  the  Physiological  Institute,  Wurzburg, 
Germany.  His  work  on  the  physiology  of  the  spe- 
' cial  senses  is  internationally  recognized. 

Prof.  Otto  Meyerhof,  of  the  Kaiser-Wilhelm  In- 
■ stitute  for  Biology,  Berlin,  Germany.  Dr.  Meyerhof 
is  noted  in  the  field  of  General  Physiology  and  re- 
ceived (in  company  with  Hill  of  London)  the  Nobel 
Prize  for  his  work  on  muscle. 

Prof.  T.  Thunberg  of  the  University  of  Lund, 
Sweden,  investigator  of  vital  oxidation  phenomena, 
j artificial  respiration  and  metabolism.  He  will  lec- 
ture on  the  mechanism  of  biological  oxidation. 

Prof.  G.  Anrep,  Lecturer  in  Physiology,  Cam- 
bridge, England.  Dr.  Anrep  wras  associated  with 
Prof.  Pavlov  in  Petrograd  for  several  years  and  will 
lecture  on  Conditioned  Reflexes. 

Prof.  E.  Laquer,  Director  of  the  Pharmaco-thera- 
peutic  Laboratory,  University  of  Amsterdam,  Hol- 
land. His  researches  have  been  on  Sex  Hormones 
and  related  problems. 

Prof.  Waldschmidt-Leitz,  German  Technical  High 
; School,  Prague,  Czecho-Slovakia.  Until  recently  he 
was  an  associate  of  Prof.  Willstetter  in  Munich  and 
his  field  is  Enzyme  Chemistry. 


Program  and  Information 

Each  guest  scientist  will  deliver  several  lectures 
in  English  on  subjects  of  his  choice  and  in  the  field 
of  his  special  research.  Part  of  the  lectures  will  be 
held  in  Rochester,  Minn.  Each  lecturer  will  conduct 
one  or  more  weekly  seminars  and  have  an  office 
where  he  will  be  available  for  consultation.  It  is 
expected  that  several  physiologists  and  biochemists 
of  this  country  will  also  participate  by  giving  lec- 
tures and  conducting  seminars.  Detailed  program 
will  be  issued  later. 

No  fees  will  be  charged.  Credit  for  attendance  by 
graduate  students  of  this  or  other  universities  will 
be  in  the  discretion  of  their  advisors. 

Staff  members  and  students  of  medical  and  agri- 
cultural schools,  physicians,  biologists,  chemists  and 
all  other  interested  in  Physiology  and  Biochemistry 
are  invited. 

Board  and  lodging  at  moderate  rates  will  be  avail- 
able. Recreational  facilities  are  abundant  in  Minne- 
apolis and  vicinity.  The  summer  climate  is  delight- 
ful. Bring  your  automobiles. 

This  gathering  of  foreign  scholars  is  made  possible 
by  the  first  American  meeting  of  the  International 
Physiological  Congress,  in  Boston,  August  19-23. 
After  the  Symposium  in  Minneapolis  staff  and  visi- 
tors will  go  on  to  Boston  for  the  Congress. 

George  Fahr,  M.D. 

E.  P.  Lyon,  M.D. 

J.  F.  McClendon  M.D., 

F.  H.  Scott,  M.D. 

Committee 


THE  NORTH  DAKOTA  ACADEMY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

The  North  Dakota  Academy  of  Ophthalmology 
and  Otolaryngology  met  in  annual  session  on  June 
sixth  at  Fargo.  The  meeting  was  held  in  connec- 
tion with  the  meeting  of  the  North  Dakota  State 
Medical  Association. 

Dr.  A.  T.  Bailey  presided  and  presented  the  fol- 
lowing program: 

An  address  on  “Sinusitis  in  Children,”  by  Dr. 
Kenneth  A.  Phelps,  of  Minneapolis. 

A paper  on  “Blue  Sclerotics  and  Brittle  Bone 
Syndrome,”  by  Dr.  Geo.  M.  Constans,  of  Bismarck. 

Both  were  illustrated  with  lantern-slide  demon- 
strations. These  subjects  proved  very  instructive 
and  brought  out  much  interesting  discussion. 

Dr.  Phelps,  as  visiting  clinician,  was  elected  to 
honorary  membership  in  the  Academy. 

The  following  officers  were  elected  to  serve  for 
the  coming  year:  President,  Dr.  Geo.  M.  Constans, 
Bismarck;  vice-president,  Dr.  H.  B.  Beeson,  Grand 
Forks;  secretary-treasurer,  Dr.  F.  L.  Wicks,  Valley 
City. 

Councilors:  Dr.  Rolfe  Tainter,  Fargo;  Dr.  G.  J. 
Gislason,  Grand  Forks;  and  Dr.  M.  B.  Ruud,  Grand 
Forks. 

The  meeting  was  marked  by  an  enthusiastic  spirit 
of  fraternity,  a fine  program,  and  a splendid  attend- 
ance which  bespeak  much  for  the  midyear  meeting 
to  be  held  in  January  at  Fargo. 

F.  L.  Wicks,  M.D.,  Secretary 
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Wanted  to  Rent 

A small  hospital,  fully  equipped.  Address  627, 
care  of  this  office. 

Office  Work  Wanted 

Office  work  wanted  for  the  summer  by  a Univer- 
sity girl;  a good  typist;  good  references.  Address 
630,  care  of  this  office. 

Physician  Wanted 

For  a month  to  take  charge  of  my  practice  in 
small  Minnesota  city.  Will  pay  good  salary  and 
expenses.  Address  623,  care  of  this  office. 

For  Sale  or  Rent 

A 6-room  modern  California  bungalow  with  3-car 
garage  at  Island  Park,  Phelps  Island,  Lake  Minne- 
tonka. No  finer  location.  Phone  Colfax  9124  be- 
fore 8 a.  M.,  or  write  Louis  Cussler,  Jr.,  4015  Colfax 
Ave.  So.,  Minneapolis,  Minn. 

Office  Work  Wanted 

A capable  young  woman  of  refinement  who  has 
had  ten  years  experience  in  physicians’  and  sur- 
geons’ offices  desires  position  as  stenographer  and 
general  attendant.  Best  of  recommendations.  Ad- 
dress 629,  care  of  this  office. 

Office  Equipment  for  Sale 

On  account  of  poor  health  I will  sell  my  entire 
office  equipment,  all  kinds  of  instruments,  appli- 
ances, X-ray,  electrotherapeutic  outfits,  microscope, 
scales,  centrifuge,  etc.  For  further  particulars  ad- 
dress 620,  care  of  this  office. 

Unopposed  Practice  for  Sale 

In  a town  of  500  in  Southeastern  Minnesota.  Will 
sell  at  inventory  price  of  equipment  at  fair  discount. 
Seven  to  ten  thousand  cash  business.  One  of  the 
best  agricultural  and  dairy  sections  of  the  state.  Ad- 
dress 624,  care  of  this  office. 

For  Sale  or  Rent 

A nicely  furnished  hospital,  one  of  the  best  lo- 
cations in  the  State,  35  miles  to  nearest  hospital, 
large  farming  territory  to  draw  from,  large  tourist 
trade,  no  better  location  to  be  found.  Don’t  write, 
but  come.  Robert  E.  Snell  Land  Co.,  Pine  River, 
Minn. 


For  Sale 

One  Radiographic  Treatment  and  Tube  Stand 
(Meyer  No.  6).  One  Meyer  Radiographic  Table 
with  Plate  Changer.  Table  and  Plate  Changer  cost 
$87.00,  Tube  Stand  $35.00.  They  have  never  been 
used.  Will  take  half  price.  Address  620,  care  of 
this  office. 

A Fine  Opening 

An  old-established  clinic  in  South  Dakota  wants 
two  young  energetic  protestant  M.D.’s.  One  sur- 
gically and  one  medically  inclined  with  laboratory 
training.  Good  personality  and  of  a co-operative 
nature.  Salary  and  bonus  for  good  work.  Address 
621,  care  of  this  office. 

Wanted — Physician 

Wanted — Physician  to  take  over  well-established 
practice,  recently  vacated  by  sudden  death  of  doc- 
tor. Big  territory,  good  schools  and  churches. 
Young  married  or  middle-aged  man  preferred.  Some 
equipment  may  be  bought  very  reasonable  if  re- 
quired. Address  Rexall  Store,  Powers  Lake,  N.  D. 

Physician  Wanted 

Wanted  a young  physician,  graduate  of  a class  A 
School,  to  assist  an  established  physician  in  Minne- 
sota, town  of  3,000;  hospital  facilities  and  a large 
rural  practice.  Catholic  preferred;  start  on  salary 
with  partnership  in  view  if  services  are  satisfactory. 
An  excellent  opportunity  for  the  right  man.  Ad- 
dress 628,  care  of  this  office. 

Physicians  Wanted 

In  a fine  Minneapolis  location  for  a general  prac- 
titian.  Splendid  office  room  and  very  reasonable 
rent.  One  of  the  best  locations  in  North  Minne- 
apolis. Full  co-operation.  Inquire  of  Kadleck  and 
Danek,  Druggists,  625  Plymouth  Ave.  North. 

Practice  for  Sale 

In  Minnesota,  general  practice  yielding  $8,000  cash 
annually.  Unopposed  town  over  500  located  in 
thickly  settled  rich  dairying  country,  forty-five  miles 
from  Twin  Cities.  Use  car  year  around  on  good 
gravel  roads,  all  of  which  are  kept  open;  also  in 
winter  with  snow-plows.  Leaving  to  specialize. 
This  ad  will  appear  but  twice.  Address  613,  care  of 
this  office. 
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TRANSACTIONS  OF  THE  SOUTH  DAKOTA  STATE  MEDICAL  ASSOCI- 


ATION—FORTY-EJGHTH  ANNUAL  SESSION— 1929 


OFFICERS— 1929-30 

I PRESIDENT 

L.  N.  GROSVENOR,  M.D.  Huron 

PRESIDENT-ELECT 

PERCY  D.  PEABODY,  M.D..-. Webster 

I VICE-PRESIDENT 

W.  A.  BATES,  M.D.  Aberdeen 

I SECRETARY-TREASl'RER 

J.  F.  D.  COOK,  M.D. Langford 

DELEGATE,  A.  M.  A. 

T.  F.  RIGGS,  M.D.  Pierre 

ALTERNATE,  A.  M.  A. 

S.  M.  HOHF,  M.D. Yankton 

COUNCILORS 

COUNCILOR— FIRST  DISTRICT 

| R.  D.  ALWAY,  M.D., Aberdeen 

COUNCILOR— SECOND  DISTRICT 

i H.  W.  SHERWOOD,  M.D.. Doland 

COUNCILOR— THIRD  DISTRICT 

J.  R.  WESTABY,  M.D.  Madison 

COUNCILOR — FOURTH  DISTRICT 

j A.  A.  McLAURIN,  M.D. Pierre 

COUNCILOR— FIFTH  DISTRICT 

E.  B.  TAYLOR,  M.D. Huron 

COUNCILOR— SIXTH  DISTRICT 
FRED.  TREON,  M.D.,  (Chairman) ..  Chamberlain 

COUNCILOR — SEVENTH  DISTRICT 

R.  W.  MULLEN,  M.D. Sioux  Falls 

COUNCILOR — EIGHTH  DISTRICT 

J.  A.  HOHF,  M.D Yankton 


COUNCILOR— NINTH  DISTRICT 

R.  S.  JACKSON,  M.D. Rapid  City 

COUNCI  LOR— TENTH  DISTRICT 

H.  R.  KENASTON,  M.D. Bonesteel 

COUNCILOR— ELEVENTH  DISRICT 

A.  E.  BOSTROM,  M.D. De  Smet 

COUNCILOR— TWELFTH  DISTRICT 

CHAS.  FLETT,  M.D.  Milbank 

COUNCILOR— THIRTEENTH  DISTRICT 

G.  E.  BURMAN,  M.D. Carthage 

COUNCILOR  AT  LARGE 

N.  K.  HOPKINS,  M.D. Arlington 

DELEGATES 

F1RTST  DISTRICT — ABERDEEN 

W.  A.  BATES,  M.D.  Aberdeen 

R.  G.  MAYER,  M.D. Aberdeen 

W.  D.  FARRELL,  M.D. Aberdeen 

SECOND  DISTRICT — WATERTOWN 

J.  B.  VAUGHN,  M.D. Castlewood 

THIRD  DISTRICT— MADISON 

H.  L.  YOUTZ,  M.D. Brookings 

FOURTH  DISTRICT— PIERRE 

B.  M.  HART,  M.D. Onida 

FIFTH  DISTRICT — HURON 

E.  B.  TAYLOR,  M.D. Huron 

SIXTH  DISTRICT — MITCHELL 

B.  H.  UNRUH,  M.D. Emery 

SEVENTH  DISTRICT— SIOUX  FALLS 

A.  S.  RIDER.  M.D. Flandrau 

C.  WM.  FORSBERG,  M.D. Sioux  Falls 

EIGHTH  DISTRICT — YANKTON. 

S.  M.  HOHF,  M.D, 


Yankton 
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NINTH  DISTRICT — B LACK  HITTS 

R.  J.  JACKSON,  M.D. Rapid  City 

TENTH  DISTRICT— ROSEBUD 

H.  R.  KENASTON,  M.D.  Bonesteel 

ETEVENTH  DISTRICT— KINGSBURY  COUNTY' 

A.  E.  BOSTROM,  M.D. De  Smet 

TWETFTH  DISTRICT — WHETSTONE  VATTEY 

CHAS,  FLETT,  M.D.  Milbank 

THIRTEENTH  DISTRICT— MINER  COUNTY 

G.  E|  BURMAN,  M.D. Carthage 

STANDING  COMMITTEES 

COMMITTEE  ON  SCIENTIFIC  WORK 

J.  B.  GREGG,  M.D.,  2 years Sioux  Falls 

W.  H.  GRIFFITH,  M.D.,  3 years Huron 

J.  F.  D.  COOK,  M.D.,  Secretary Langford 

COMMITTEE  ON  PUBUIC  POLICY 

L.  N.  GROSVENOR,  M.D.,  President Huron 

P.  D.  PEABODY,  President-Elect Webster 

The  Council 

COMMIITTEE  ON  PUBLICATIONS 

The  Council 

J.  F.  D.  COOK,  M.D.,  Secretary Langford 

COMMITTEE  ON  MEDICAL  DEFENSE 

G.  G.  COTTAM,  M.D.,  1 year Sioux  Falls 

S.  M.  HOHF,  M.D.,  2 years Yankton 

M.  C.  JOHNSTON,  MD,  3 years Aberdeen 

COMMITTEE  ON  MEDICAL  EDUCATION  AND  HOSPITALS 

H.  J.  BARTROM,  M.D.,  1 year Watertown 

N.  T.  OWEN,  M.D.,  2 years Rapid  City 

J.  C.  OHLMACHER,  M.D.,  3 years Vermillion 

COMMITTE  ON  MEDICAL  ECONOMICS 

H.  W.  SHERWOOD,  M.D.,  1 year Doland 

D.  L.  SCANLON,  M.D.,  2 years Volga 

D.  A.  GREGORY,  M.D.,  3 years Miller 

COMMITTEE  ON  HYGIENE 

E.  A.  PITTENGER,  M.D.,  1 year Aberdeen 

W.  H.  SAXTON,  M.D.,  2 years Huron 

GOLDIE  ZIMMERMAN,  M.D.,  3 yrs.,  Sioux  Falls 

COMMITTEE  ON  CANCER 

W.  A.  DELANEY,  M.D.,  1 year Mitchell 

T.  C.  SHIRLEY,  M.D..  2 years Huron 

R.  G.  STEVENS,  M.D.,  3 years Sioux  Falls 

COMMITTEE  ON  NECROLOGY 

J.  F.  ADAMS,  M.D.,  1 year Aberdeen 

L.  J.  PANKOW,  M.D.,  2 years Sioux  Falls 

C.  O.  OLSON,  M.D.,  3 years Groton 


PROCEEDINGS  OF  THE  HOUSE  OF 
DELEGATES 

First  Meeting — Tuesday,  May  7,  1929 
The  first  meeting  of  the  House  of  Delegates 
of  the  Forty-eighth  Annual  Session  of  the  South 
Dakota  State  Medical  Association  was  called  to 
order  at  the  Elks  Club,  Mitchell,  South  Dakota, 
at  2:10  o’clock,  Tuesday,  May  7,  1929,  Dr.  N. 

K.  Hopkins,  President  of  the  Association,  Arling- 
ton, South  Dakota,  presiding. 

The  following  officers,  councilors,  and  dele- 
gates were  present : 


OFFICERS— 1928-29 

PRESIDENT 

N.  K.  HOPKINS,  M.D. Arlington 

FIRST  VICE-PRESIDENT 

L.  N.  GROSVENOR,  M.D. Huron 

SECOND  VICE-PRESIDENT 

P.  D.  PEABODY,  M.D. Webster 

THIRD  VICE-PRESIDENT 

W.  A.  BATES,  M.D. Aberdeen 

SECRETARY-TREASURER 

J.  F.  D.  COOK,  M.D. Langford 

COUNCILORS 

COUNCILOR— SECOND  DISTRICT 

H.  W.  SHERWOOD,  M.D. Doland 

COUNCILOR— THIRD  DISTRICT 

J.  R.  WESTABY,  M.D. Madison 

COUNCILOR— FOURTH  DISTRICT 

A.  A.  McLAURIN,  M.D. Pierre 

COUNCILOR— FIFTH  DISTRICT 

O.  R.  WRIGHT,  M.D. Huron 

COUNCILOR — EIGHTH  DISTRICT 

S.  M.  HOHF,  M.D. Yankton 

COUNCILOR— TENTH  DISTRICT 

H.  R.  KENASTON,  M.D. Bonesteel 

COUNCILOR— ELEVENTH  DISTRICT 

A.  E.  BOSTROM,  M.D. DeSmet 

COUNCILOR — TWELFTH  DISTRICT 

CHAS.  FLETT,  M.D. Milbank 

COUNCILOR—' THIRTEENTH  DISTRICT 

G.  E.  BURMAN,  M.D. Carthage 

DELEGATES 

FIRST  DISTRICT — ABERDEEN 

W.  A.  BATES,  M.D. Aberdeen 

R.  G.  MAYER,  M.D., Aberdeen 

W.  D.  FARRELL,  M.D.,  Alternate Aberdeen 

SECOND  DISTRICT — WATERTOWN 

J.  B.  VAUGHN,  M.D. Castlewood 

THIRD  DISTRICT — MADISON 

H.  L.  YOUTZ,  M.D. Brookings 

FOURTH  DISTRICT — PIERRE 

R.  M.  HART,  M.D. Onida 

FIFTH  DISTRICT— HURON 

E.  B.  TAYLOR,  M.D. Huron 

SIXTH  DISTRICT — MITCHELL 

B.  H.  UNRUH,  M.D. Emery 

SEVENTH  DISTRICT — SIOUX  FALLS 

A.  S.  RIDER,  M.D. Flandreau 

C.  WM.  FORSBERG,  M.D. Sioux  Falls 

NINTH  DISTRICT— BLACK  HILLS 

J L.  STEWART,  M.D. Nemo 

ELEVENTH  DISTRICT— KINGSBURY  COUNTY 

C.  A.  BUTLER,  M.D. Lake  Preston 

TWELFTH  DISTRICT — WHETSTONE  VALLEY 

H.  G.  HARRIS,  M.D. Wilmot 

THIRTEENTH  DISTRICT— MINER  COUNTY 

CARL  A.  FEIGE,  M.D. Canovia 
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A quorum  being  present,  the  business  of  the 
session  was  proceeded  with. 

LTpon  motion  made  by  Dr.  H.  W.  Sherwood 
and  seconded  by  Dr.  A.  A.  McLaurin,  it  was 
voted  to  suspend  the  reading  of  the  minutes  of 
the  previous  meeting  as  published  in  The  Jour- 
nal-Lancet and  to  adopt  the  same. 

PROCEEDINGS  OF  A SPECIAL  MEETING  AT 
HURON,  SOUTH  DAKOTA 

October  16,  1928 

The  following  minutes  of  the  special  meeting 
at  Huron,  South  Dakota,  October  16,  1928,  were 
read  bv  Secretary  Cook : 

Meeting  of  the  officers  of  the  Association  with 
the  Council,  a Legislation  Committee,  at  the  call 
of  the  President,  Dr.  N.  K.  Hopkins,  to  consider 
such  matters  as  may  come  to  their  attention,  es- 
pecially to  consider  the  Basic  Science  Bill  as  di- 
rected at  the  annual  session,  with  the  attorney,  Hon- 
orable A.  L.  Wyman. 

Meeting  called  to  order  by  the  President,  Dr.  N. 
K.  Hopkins.  Roll  call:  Drs.  N.  K.  Hopkins,  S.  M. 
Hohf,  A.  E.  Bostrom,  O.  R.  Wright,  J.  P.  Isaac, 
Fred  Treon,  T.  F.  Riggs,  H.  W.  Sherwood,  H.  R. 
Kenaston,  L.  N.  Grosvenor,  Honorable  A.  L.  Wy- 
man, and  Dr.  J.  F.  D.  Cook,  Secretary. 

After  a full  discussion  of  the  bill  proposed,  a mo- 
tion by  Dr.  J.  P.  Isaac  that  Drs.  N.  K.  Hopkins, 
President  S.  M.  Hohf,  T.  F.  Riggs,  and  J.  F.  D. 
Cook,  Secretary,  shall  constitute  an  executive  com- 
mittee on  legislation,  who  shall  prepare  and  pre- 
sent to  the  next  Legislature  a Basic  Science  Bill 
contracted  in  accord  with  the  legal  advice  and  dis- 
cussions of  our  past  several  Council  meetings.  Car- 
ried. 

Motion  made  that  the  State  Association  send 
Hygeia  to  the  legislators,  at  the  subscription  price 
of  $1.50  per  year  per  subscription.  Carried.  (Signed) 
J.  F.  D.  Cook,  M.D.,  Secretary-Treasurer. 

It  was  moved  by  Dr.  A.  E.  Bostrom  and  sec- 
onded by  Dr.  L.  N.  Grosvenor  that  the  minutes 
of  this  special  meeting  at  Huron  be  adopted  as 
read.  The  motion  was  carried. 

After  the  reading  of  the  proposed  Constitution 
and  By-Laws  by  Secretary  Cook,  Dr.  O.  R. 
Wright  made  a motion,  which  was  seconded  by 
Dr.  L.  N.  Grosvenor,  that  final  action  be  taken 
on  the  Constitution  and  By-Laws  and  that  they 
be  adopted  as  read.  The  motion  was  carried. 

Secretary  Cook  read  the  proposed  appendix  to 
the  Constitution  and  By-Laws  providing  for  af- 
filiate, associate,  and  honorary  members.  After 
considerable  discussion  in  which  Dr.  S.  M.  Hohf 
voiced  the  opinion  that  it  would  be  unwise  to 
grant  these  affiliate,  associate,  and  honorary 
members  the  same  privileges  as  active  members, 


it  was  decided  to  postpone  action  on  this  ap- 
pendix and  to  bring  it  up  at  a later  meeting. 

Reports  of  Councilors  from  the  various  dis- 
tricts were  made  as  follows : 

Dr.  H.  W.  Sherwood,  District  No.  2 
Dr.  J.  R.  Westaby,  District  No.  3 
Dr.  A.  A.  McLaurin,  District  No.  4 
Dr.  O.  R.  Wright,  District  No.  5 
Dr.  S.  M.  Hohf,  District  No.  8 
Dr.  H.  R.  Kenaston,  District  No.  10 
Dr.  A.  E.  Bostrom,  District  No.  11 
Dr.  Charles  Flett,  District  No.  12 
Dr.  G.  E.  Burman,  District  No.  13 
The  following  report  was  made  by  the  Com- 
mittee on  Child  Hygiene,  Dr.  W.  E.  Donahoe, 
Chairman,  Sioux  Falls: 

Crippled  Children. — During  the  year,  we  cared 
for  one  crippled  child  from  Beadle  County,  two 
from  Davison,  two  from  Roberts,  two  from  Day, 
two  from  Tripp,  one  from  Brookings,  one  from  Mc- 
Pherson, two  from  Dewey,  one  from  Marshall,  and 
two  from  Brown  County.  Some  of  these  children 
were  returned  a number  of  times  to  the  specialists 
who  cared  for  them. 

Maternity  Homes. — Much  time  has  to  be  put  on 
keeping  the  records  of  these  homes  straight  and 
also  on  the  inspection  of  the  homes.  During  the 
year  we  have  licensed  one  hundred  homes  and  hos- 
pitals, and  two  licenses  are  being  held  up  for  in- 
spection. 

Reports  from  homes  were  received  as  follows: 


Admission  of  mothers 1,487 

Births  1,481 

Stillbirths  32 

Illegitimate  births  27 

Deaths  _ 34 

Reports  of  Adoption 1 

Applications  for  licenses  (new) 8 

Licenses  issued  100 


Literature  Distributed. — Nearly  all  of  the  litera- 
ture has  been  sent  out  upon  request,  and  many  are 
the  letters  of  appreciation  which  we  have  received 
for  this.  Report  is  as  follows: 

To  Individuals: 

Prenatal  and  child  care  pamphlets  (exclud- 
ing prenatal  letters) 25,902 

Prenatal  letters  (whole  sets) __ 758 

Number  of  requests  for  literature 1,069 

Social  Hygiene  pamphlets  _ 40 

To  Public  Health  Workers: 

Prenatal  and  child  care  pamphlets  (exclud- 
ing prenatal  letters)  12,254 

Prenatal  letters  (whole  sets) 35 

Number  of  requests  for  literature 59 

Social  Hygiene  pamphlets  924 

Letters  written  by  the  Division  and  sent  out  2,505 
Total  number  of  prenatal  and  preschool 

pamphlets  38,156 

Total  number  of  Social  Hygiene  pamphlets 

distributed  L 964 

Public  Health  Nurses. — There  has  not  been  much 
time  for  the  director  to  visit  the  public  health  nurses 
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of  the  state,  but  she  has  endeavored  to  keep  in  touch 
with  them  and  to  help  them  in  any  way  she  could. 

I’reschool  Conferences. — Doctor  Margaret  Koenig 
came  to  the  Department  in  June,  1928,  for  the  pur- 
pose of  putting  on  our  preschool  conferences.  Miss 
Lillian  Zimpfer,  school  nurse  of  Aberdeen,  assisted 
her  during  June,  July,  and  August,  and  Miss  Beth 
Olson  during  September.  A report  of  the  clinics 
follows: 


Number 

of  clinics 

89 

Number 

examined  

2,801 

Children 

with  defects 

2,566 

Number 

of  defects 

11,099 

Per  cent 

breast  fed 

70.17 

State  Fair  Work. — The  State  Fair  work  was  a 
very  large  piece  of  work  this  year  as  the  director 
had  to  superintend  the  decoration  of  the  building 
and  conducted,  during  the  Fair  week,  a baby  clinic 
at  which  123  babies  were  examined  and  also  the 
clinic  for  the  boys  and  girls  of  the  farm  clubs  at 
which  246  boys  and  girls  were  examined. 

Materials  Loaned. — We  have  loaned  our  materials 
many  times  during  the  year  to  the  teachers  who  are 
doing  work  in  the  Home  Economics  Departments, 
and  also  to  the  Public  Health  Nurses. 

Mothers’  Classes. — Miss  Beth  Olson,  who  was 
with  the  Department  for  a few  months,  gave  two 
series  of  mothers’  classes.  One  was  in  the  Hills 
and  one  was  in  the  southern  part  of  the  state. 
These  classes  were  given  in  nine  towns  and  con- 
sisted of  seven  lessons. 

Special  Activities  of  Director. — The  director  drove 
8,238  miles,  gave  ten  talks,  and  attended  nineteen 
meetings.  Added  to  the  above,  many  conferences 
were  held  pertaining  to  the  work  and  many  visits 
made  to  public  health  nurses. 

May  Day. — Much  time  was  given  to  planning  the 
May  Day  work  for  1928  and  again  we  are  about 
ready  to  put  this  over  for  1929.  The  clubs  and 
county  superintendents  have  helped  most  splendidly 
with  this  and  we  hope  this  year  to  have  a much 
better  report  than  ever  before  for  the  American 
Child  Health  Association. 

This  amount  of  work  could  never  have  been  done 
had  it  not  been  for  the  wonderful  co-operation 
which  we  have  received.  We  cannot  be  grateful 
enough  to  the  wonderful  specialists  who  have  taken 
care  of  our  crippled  children  and  to  the  physicians, 
dentists,  and  public  health  nurses  who  gave  so  much 
of  their  time  for  the  State  Fair  work.  All  through 
the  year  we  have  had  many  expressions  of  apprecia- 
tion and  that  has  meant  so  much  to  one  who  was 
working  extremely  hard  with  a very  small  amount 
of  money  to  go  on. 

The  State  Board  of  Health  furnished  a stenog- 
rapher for  the  Division. 

The  following  report  was  made  by  the  Com- 
mittee on  Education,  Dr.  J.  C.  Ohlmacher,  Chair- 
man, Vermilion,  South  Dakota : 

As  chairman  of  the  committee  on  Medical  Educa- 
tion of  the  State  Association,  I wish  to  submit  the 
following  brief  report:  I find  upon  investigation  that 
there  are  a number  of  states  in  which  an  attempt  is 
made  to  give  postgraduate  courses  with  the  idea  of 
meeting  the  demands  of  the  medical  men  of  the 


state  who  wish  to  avail  themselves  of  short  courses 
at  places  not  too  far  distant  from  their  homes  and 
at  a minimum  expense.  There  are  two  states  par- 
ticularly in  which  this  work  seems  to  be  well  or- 
ganized and  I am  herewith  appending  a report  of 
the  work  done  in  Ohio  and  Minnesota. 

It  appears  to  me  that  it  is  possible  to  carry  on 
some  such  type  of  postgraduate  study  in  this  state 
in  some  of  the  larger  centers  in  conjunction  with 
clinical  groups  and  hospitals  and  that  it  is  possible 
to  arouse  enough  interest  in  the  various  districts 
to  get  an  enrollment  of  the  members  in  these  dis- 
tricts sufficiently  large  to  procure  the  services  of 
able  clinicians  and  teachers  at  a comparatively  small 
outlay  of  money.  I regret  that  I have  not  found 
it  convenient  to  meet  the  other  members  of  the 
committee  or  to  carry  on  an  investigation  within 
the  state  to  determine  the  possibility  of  inaugurat- 
ing some  definite  plan  which  may  prove  practical. 
The  committee  would  suggest,  however,  that  a thor- 
ough investigation  be  made  of  this  matter,  prefer- 
ably through  personal  survey  by  one  or  more  mem- 
bers of  the  committee,  the  expenses  of  this  survey 
to  be  borne  by  the  State  Association. 

Supplement  to  Memorandum  on  The  Work  of  the 
Committees  on  Medical  Education. — In  Ohio  the 
work  is  varied.  (1)  The  State  Association  has  been 
working  for  several  years  in  conjunction  with  the 
county  units  in  arranging  lectures  on  subjects  of 
general  interest  to  physicians,  and  in  stimulating 
interest  in  periodic  health  examinations.  (2)  Many 
of  the  district  societies  have,  for  some  time,  pro- 
vided a series  of  postgraduate  medical  lectures  by 
prominent  speakers  from  the  various  states  or  from 
abroad.  Such  programs  have  extended  usually  over 
one  week  and  have  provided  not  only  lectures  but 
demonstrations  also,  group  meetings,  and  round 
table  discussions.  They  have  been  well  attended, 
and  in  spite  of  their  attractive  programs  the  ex- 
penses have  not  exceeded  usually  ten  dollars  for 
each  physician  in  attendance.  This  sum  was  pro- 
vided by  means  of  a registration  fee.  (3)  In  some 
of  the  larger  hospitals  clinic  days  have  been  more 
or  less  regularly  scheduled,  the  programs  being 
worked  out  by  the  medical  society  or  medical  school 
and  supervised  by  the  hospital  staff.  (4)  The  medi- 
cal schools  of  the  state,  at  the  request  of  the  com- 
mittee on  medical  education,  are  planning  review 
courses  now  for  physicians  in  practice.  (5)  The 
president  of  the  State  Association  has  also  sug- 
gested, a plan,  for  traveling  clinics;  this  plan  is  now 
under  consideration. 

In  Minnesota  four  types  of  work  are  carried  on, 
partly  through  the  University  Medical  School  and 
its  Extension  Division,  and  partly  through  the  state 
and  county  medical  societies.  (1)  The  postgraduate 
school  has  a large  enrollment  of  men  taking  one, 
two,  or  three  year  courses  in  the  specialties.  (2) 
The  teaching  staff  of  the  Medical  School  is  giving 
intensive  three-day  courses  (8:00  a.  m.  to  10:00  p.m.) 
at  the  School.  (3)  The  Medical  School,  its  Exten- 
sion Division,  and  the  Hennepin  and  Ramsey  Coun- 
ties Medical  Societies  are  co-operating  in  an  ex- 
tension course  covering  one  evening  each  week  for 
from  ten  to  seventeen  weeks;  this  course  is  given 
in  Minneapolis  and  the  physicians  in  several  coun- 
ties are  taking  advantage  of  it.  (4)  Men  from  the 
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teaching  staff  of  the  Medical  School  and  other  men 
of  ability  chosen  by  the  county  societies  themselves 
are  putting  on  courses  extending  through  an  after- 
noon and  evening  weekly  for  from  eight  to  twelve 
weeks.  Such  a course  has  been  conducted  in  a 
number  of  the  counties,  two  instructors  having 
charge  of  each  of  the  weekly  meetings,  and  the  at- 
tendance defraying  the  expenses  of  the  instructors 
with  the  addition  of  a small  overhead  necessary  to 
the  arranging  of  the  course.  Financially,  all  work 
has  been  planned  only  to  pay  expenses  and  in  no 
case  has  the  expense  been  excessive. 

REPORT  OF  THE  LEGISLATION  POLICY  COMMITTEE 

The  following  report  of  the  Legislation  and 
Public  Policy  Committee  was  made  by  Dr.  S.  M. 
Hohf,  of  Yankton,  South  Dakota: 

In  pursuance  of  instruction  received  from  your 
Board  of  Councilors  at  a special  meeting  called  at 
Huron,  and  approved  by  the  House  of  Delegates  at 
the  annual  session  at  Hot  Springs  in  August,  your 
Legislative  Committee  concentrated  its  efforts  on  a 
single  piece  of  legislation,  namely,  the  passage  of 
a Basic  Science  Measure.  Also,  in  accordance  with 
instruction,  legal  talent  was  employed  for  the  pur- 
pose of  drafting  a bill  not  antagonistic  to  any  medi- 
cal legislation  already  in  force  and  minus  any  loop- 
holes through  which  slippery  eels  might  pass. 

The  most  desirable  features  of  all  Basic  Science 
Laws  already  in  existence  were  in  mind  in  the  con- 
struction of  our  bill,  and  we  believe  the  bill  in  its 
present  form  is  a workable  measure  and  conforms 
in  its  entirety  to  the  conditions  existing  in  our 
state.  It  adheres  in  the  main  to.  the  one  patterned 
by  Doctor  Woodward  and  sponsored  by  the  A.  M. 
A.  After  many  revisions  and  corrections,  the 
measure  was  submitted  to  each  Councilor  District 
for  review,  and  constructive  criticism  invited. 

It  was  apparent  to  your  committee  from  the  re- 
sponses received  that  the  most  important  question 
concerning  the  bill  was  that  with  reference  to  Sec- 
tion III  in  which  the  personnel  of  the  board  is 
created,  being  in  the  original  draft  a mixed  board. 
The  consensus  of  opinion  of  a large  majority  of 
the  members  was  that  a non-composite  board  should 
be  incorporated.  This  section  was  considered 
the  kernel  of  the  entire  bill,  which  it  undoubtedly  is, 
and  upon  which,  and  around  which,  a strenuous  fight 
would  probably  be  invited.  A non-composite  board 
was  therefore  incorporated.  Several  other  changes 
in  the  original  draft,  deviating  somewhat  from  the 
A.  M.  A.  bill,  were  also  made.  These,  however, 
were  of  lesser  importance. 

After  not  a little  labor  and  time  on  the  part  of 
the  entire  committee,  we  feel  that  there  has 
been  evolved  a splendid  Basic  Science  Bill,  one 
that  is  consistent  with  conditions  existing  in  our 
state  and  in  harmony  with  all  our  existing  medical 
laws.  We  also  believe  that  the  measure  should  have 
been  enacted  into  law  during  our  legislative  session 
just  closed.  The  measure,  however,  was  withdrawn 
and  not  presented  for  action  in  either  house,  owing 
to  undesirable  circumstances,  from  the  standpoint 
of  organized  medicine,  which  the  medical  profession 
itself  created. 


Practically  all  the  districts  of  the  state  lent  their 
co-operation  and  hearty  support  to  the  measure. 
One  district,  however,  for  reasons  best  known  to 
itself,  opposed  the  measure,  and  so  far  as  could  be 
ascertained  mainly  on  the  grounds  that  it  was  mere- 
ly another  piece  of  legislation  which  was  unnecessary 
in  that  it  only  created  another  board  of  medical  ex- 
aminers in  a field  already  amply  provided  for. 

Your  committee,  with  its  attorney,  was  at  Pierre 
during  the  early  part  of  the  legislative  session  to 
make  sure  that  the  bill  was  properly  launched  and 
in  effective  channels.  We  soon  learned,  however, 
that  among  the  most  influential  members  of  the 
legislature  were  those  representing  the  counties  in 
which  our  opposing  district  is  located.  These  men, 
unfortunately,  had  already  been  pledged  to  oppose 
the  measure,  if  and  when  it  came  up  for  action.  The 
effort  was  made  to  release  these  men  from  their 
pledge,  every  one  of  whom,  without  a single  ex- 
ception, after  being  enlightened  upon  the  measure, 
was  heartily  in  accord  with  it  and  would  gladly 
give  it  support  if  released.  A special  trip  was  made 
by  our  president  to  the  district  to  be  present  at  a 
called  meeting  of  its  members  for  the  purpose  of 
arriving,  if  possible,  at  an  amicable  and  co-opera- 
tive understanding.  This  could  not  be  accomplished, 
and  with  these  influential  representatives  from  the 
district  in  both  the  house  and  senate  pledged  against 
the  measure,  it  appeared  to  your  committee  that  it 
was  heading  straight  for  defeat.  The  measure  was 
therefore  withdrawn  and  not  brought  up  for  action 
during  this  session. 

It  is  noteworthy  that  opposition  from  the  cults 
was  negligible  and  that  we  need  not  have  feared 
serious  opposition  from  this  source. 

Your  committee  feels  that  our  president,  Dr. 
Hopkins,  worked  most  faithfully  in  conjunction 
with  your  committee,  during  his  official  visits  to  the 
several  district  societies,  in  the  effort  to  educate  and 
enlighten  the  profession  in  the  matter  and  for  this 
he  deserves  the  thanks  of  the  entire  profession  for 
his  labor  in  its  behalf. 

Your  committee  also  wishes  again  to  remind  you 
that  there  still  exists  a need  of  education  of  the  or- 
ganized profession  of  the  state  and  that  this  con- 
dition must  be  absolutely  overcome  before  needful 
and  vital  legislation  can  be  enacted. 

Opposition  within  our  own  ranks  is  fatal,  but  co- 
operation will  accomplish  much. 

We  recommend  that  the  state  be  divided  into  leg- 
islative districts  with  each  councilor  in  charge  of  a 
certain  number  of  representatives.  This  will  lead 
to  overlapping  of  legislative  and  councilor  districts, 
but  our  representation  is  not  so  large  but  that 
each  councilor,  with  the  support  of  his  District  So- 
ciety, should  be  able  to  handle  the  situation  effec- 
tively. Thus  organized,  and  with  the  supervision  of 
the  active  and  wide-awake  councilor,  the  more  im- 
portant problem  of  swinging  into  line  the  members 
themselves  of  the  component  districts,  should  be 
brought  about. 

A campaign  initiated  along  some  such  lines  and 
maintained  without  interruption  should  result  in 
more  successful  medical  legislation  two  years  hence 
when  our  legislature  is  again  in  session. 

The  following  report  of  the  Committee  on 
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Necrology  was  made  by  Dr.  J.  B.  Vaughn, 
Castlewood,  South  Dakota : 

REPORT  OF  COMMITTEE  ON  NECROLOGY 

Your  Committee  on  Necrology  beg  to  offer 
the  following : 

It  is  with  profound  sorrow  that  we  record  the 
names  of  six  of  our  co-laborers  wTho  have  answered 
the  final  summons  since  our  annual  meeting  in 
August,  1928. 

Alexander  Hamilton  Rogers,  Newel,  South  Da- 
kota; University  of  Michigan  Homeopathic  Medical 
College,  1877;  licensed  in  South  Dakota  in  1894;  died 
October,  1928. 

Charles  E.  McCauley,  Aberdeen,  South  Dakota; 
Rush  Medical  College,  1902;  licensed  in  South  Da- 
kota in  1902;  member  of  Aberdeen  Medical  Society; 
past-president  of  South  Dakota  State  Association; 
past-president  of  the  Sioux  Valley  Society;  died  No- 
vember 5,  1928;  age  53. 

From  the  time  Dr.  McCauley  came  to  Aberdeen 
until  his  demise  he  was  active  in  all  matters  pertain- 
ing to  the  medical  profession  and  to  the  upbuilding 
of  the  city  and  of  the  welfare  of  the  community  in 
general.  Regardless  of  the  fact  that  he  could  walk 
only  with  difficulty  for  many  years  and  was  not  able 
to  ascend  a flight  of  stairs,  he  made  his  presence 
felt  at  all  times.  He  was  a likeable  man  and  was 
esteemed  by  his  brother  practitioners,  the  nurses, 
the  hospital  attaches,  the  churches,  the  fraternal  so- 
cieties, and  the  humble  laborers.  “He  made  the 
world  better  for  having  lived  in  it.” 

Robert  M.  Burlingame,  Watertown,  South  Da- 
kota; College  of  P.  & S.,  Minneapolis,  Minnesota; 
licensed  in  South  Dakota  in  1900;  died  November 
13,  1928;  age  55. 

Dr.  Alfred  W.  Hyde,  Brookings,  South  Dakota; 
Eclectic  Medical  College  of  Ohio,  1883;  licensed  in 
South  Dakota  in  1883;  died  December  29,  1928,  of 
pneumonia  following  influenza;  age  74. 

Dr.  Hyde  was  a pioneer  in  the  state  and  was  ac- 
tive in  financial  and  civic  matters  of  his  town,  as 
well  as  in  his  profession. 

Martin  Long,  Custer,  South  Dakota;  Keokuk, 
Iowa,  Medical  College  of  P.  & S.,  1906;  member  of 
Black  Hills  District  Medical  Society;  licensed  in 
South  Dakota,  1907;  died  January  5,  1929,  of  pneu- 
monia; age  59. 

Dr.  Robert  L.  Murdy,  Aberdeen,  South  Dakota; 
Keokuk  Medical  College,  1892,  and  the  Missouri 
Medical  College  of  St.  Louis,  1896;  licensed  in  South 
Dakota,  1893;  member  of  the  Aberdeen  Medical  So- 
ciety; past-president  of  the  South  Dakota  State  Med- 
ical Association;  died  April  30,  1929,  of  septic  in- 
fection; age  59. 

Dr.  Murdy  was  largely  instrumental  in  the  building 
and  establishing  of  the  Lincoln  Clinic  and  the 
Lincoln  Hospital  of  Aberdeen,  both  of  which  have 
been  a success  from  the  opening,  and  have  been  a 
credit  to  the  city  and  community  at  large.  He  was 
plain  and  unassuming,  highly  esteemed  by  the 
nurses,  his  patients,  and  the  community  at  large. 
He  presided  with  dignity  and  efficiency  as  President 
of  the  South  Dakota  State  Medical  Association  in 
1925.  We  consider  it  an  honor  to  have  had  a man 


of  his  ability  and  standing  as  a leader  of  this  body. 
“He  has  passed  on  but  his  spirit  is  with  us.” 

REPORT  OF  COMMITTEE  ON  CANCER 

The  following  report  by  the  Committee  on 
Cancer  was  submitted  by  Dr.  E.  L.  Perkins  of 
Sioux  Falls,  South  Dakota. 

Your  committee  has  been  handicapped  in  that  (1) 
the  chairman  has  been  unable  to  act,  as  he  has  been 
away  on  a trip  to  the  west  coast;  (2)  no  previous 
report  has  been  made  on  this  subject,  or  at  least 
none  has  been  filed  with  the  secretary.  As  a former 
report  has  not  been  made,  a cancer  mortality  table 
as  outlined  from  the  office  of  the  superintendent  of 
the  South  Dakota  State  Board  of  Health,  covering  a 
period  of  five  years  from  1924  to  1928  inclusive,  is 
submitted: 

Mortality  from  cancer  for  South  Dakota 


Cancer  and  other  malig- 
nant tumors  of  the  buc- 

1924 

1925 

1926 

1927 

1928 

cal  cavity  

Cancer  and  other  malig- 
nant tumors  of  the 

13 

14 

10 

16 

13 

stomach,  liver  

Cancer  and  other  malig- 
nant tumors  of  the  peri- 
toneum, intestines  and 

180 

181 

187 

176 

197 

rectum  

Cancer  and  other  malig- 
nant tumors  of  the  fe- 

42 

51 

56 

86 

65 

male  genital  organs 

Cancer  and  other  malig- 
nant tumors  of  the 

32 

37 

29 

27 

42 

breast  

Cancer  and  other  malig- 

27 

37 

33 

35 

35 

nant  tumors  of  the  skin 
Cancer  and  other  malig- 
nant tumors  of  other  or 

5 

8 

7 

10 

12 

unspecified  organs  

121 

121 

129 

139 

127 

Total  deaths  from  cancer 

420 

449 

433 

469 

491 

It  will  be  noted  that  du 

ring 

this 

period  of 

five 

years  there  has  been  an  annual  increase,  except  in 
the  year  1926,  when  433  cases  wrere  reported  as  com- 
pared with  449  in  1925;  this  variation,  so  far  as  we 
know,  is  unexplainable. 

There  are  two  chief  reasons  for  the  increase  in 
the  number  of  deaths  reported  from  cancer  in  our 
state: 

An  increase  of  population. 

The  more  efficient  methods  of  diagnosis. 

Undoubtedly  the  latter  is  responsible  to  a con- 
siderable extent  for  the  general  report,  national  and 
international,  of  the  increase  of  the  number  of  cases 
of  cancer. 

Your  committee  desired  to  report  the  method  by 
which  a diagnosis  wras  made,  that  is,  by  history  and 
progress  of  the  disease,  surgical  exploration  and  sec- 
tion or  by  postmortem  findings. 

The  committee  wras  informed  by  the  superintend- 
ent of  the  State  Board  of  Health,  Dr.  Jenkins,  that 
the  State  Board  of  Health  does  not  have  an  epidemi- 
ologist and  that,  therefore,  the  various  disease  re- 
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ports  have  not  been  thoroughly  classified  and  cata- 
logued and  that  it  was  impossible  to  determine  the 
method  by  which  a diagnosis  was  made. 

Your  committee  recommends  that  this  society  co- 
operate with  the  cancer  committee  of  the  A.  M.  A., 
with  the  American  Society  for  the  Control  of  ( an- 
cer,  and  any  other  recognized  organization  whose 
object  is  the  eradication  of  this  dread  disease. 

After  considerable  discussion  as  to  whether 
the  reports  should  be  typed  into  the  record,  a mo- 
tion was  made  by  Dr.  O.  R.  W right  and  was 
duly  seconded  to  accept  the  report  of  the  Stand- 
ing Committees  as  a whole.  The  motion  was 
carried. 

The  following  committees  were  appointed  by 
Dr.  N.  K.  Hopkins,  President  of  the  Association  : 

RESOLUTIONS  COMMITTEE 

Dr.  B.  M.  Hart,  Onida 

Dr.  J.  B.  Vaughn,  Castlewood 

Dr.  Carl  A.  Feige,  Canova 

MEMORIAL  COMMITTEE 

Dr.  E.  B.  Taylor,  Huron 
Dr.  H.  L.  Youtz,  Brookings 
Dr.  J.  L.  Stewart,  Nemo 

The  following  Nominating  Committee  was 
elected  according  to  the  new  Constitution  and 
By-Laws : 

Dr.  R.  G.  Mayer,  First  District 
Dr.  J.  B.  Vaughn,  Second  District 
Dr.  H.  L.  Youtz,  Third  District 
Dr.  B.  M.  Hart,  Fourth  District 
Dr.  E.  B.  Taylor,  Fifth  District 
Dr.  B.  H.  Unruh,  Sixth  District 
Dr.  A.  S.  Rider,  Seventh  District 
Dr.  George  E.  Johnson,  Eighth  District 
Dr.  J.  L.  Stewart,  Ninth  District 
Dr.  R.  J.  Quinn,  Tenth  District 
Dr.  C.  A.  Butler,  Eleventh  District 
Dr.  H.  G.  Harris,  Twelfth  District 
Dr.  Carl  A.  Feige,  Thirteenth  District 
The  resignation  submitted  by  Dr.  O.  R. 
Wright,  Councilor  for  the  Fifth  District,  was 
accepted  upon  motion  made  by  Dr.  L.  N.  Gros- 
venor  and  seconded  by  Dr.  J.  R.  Westaby. 

The  reading  of  the  Secretary’s  report  was 
postponed  until  the  second  session  of  the  House 
of  Delegates. 

Secretary  Cook  read  a communication  from 
the  American  Medical  Association,  signed  by  Dr. 
William  C.  Woodward,  concerning  free  medical 
service  for  all  ex-service  men,  including  their 
families  and  all  relatives.  After  a lengthy  dis- 
cussion, it  was  decided  to  refer  the  matter  to 
the  Resolutions  Committee. 


It  was  moved  by  Dr.  L.  N.  Grosvenor  and 
duly  seconded  that  the  matter  of  the  Newton 
Bill  be  referred  to  the  Resolutions  Committee. 
The  motion  was  carried. 

Secretary  Cook  submitted  a blank  given  to 
him  by  the  Royal  Neighbors  of  America  con- 
cerning juvenile  examinations,  in  which  it  was 
desired  that  the  blanks  be  filled  out  without  an 
actual  examination  of  the  child.  Dr.  Cook 
suggested  that  the  matter  be  reported  to  the 
local  headquarters  of  the  Royal  Neighbors  of 
America. 

Reading  of  other  short  communications  in- 
cluding several  local  announcements,  followed. 
The  meeting  adjourned  at  4:45  o’clock. 

SECOND  MEETING  OF  THE  HOUSE 
OF  DELEGATES 

Wednesday,  May  8,  1929 

The  second  meeting  of  the  House  of  Delegates 
convened  at  7 :d0  o’clock,  Wednesday  morning, 
May  8,  1929,  Dr.  N.  K.  Hopkins,  President  of 
the  Association,  presiding. 

The  following  officers,  delegates  and  coun- 
cilors were  present : 

OFFICERS 

PRESIDENT 

N.  K.  HOPKINS,  M.D Arlington 

VICE-PRESIDENT 

L.  N.  GROSVENOR,  M.D. Huron 

SECOND  VICE-PRESIDENT 

PERCY  D.  PEABODY,  M.D. Webster 

THIRD  VICE-PRESIDENT 

W.  A.  BATES,  M.D. Aberdeen 

SECRETARY-TREASURER 

J.  F.  D.  COOK,  M.D. Langford 

COUNCILORS 

SECOND  DISTRICT — WATERTOWN 

H.  W.  SHERWOOD,  M.D. Doland 

THIRD  DISTRICT — MADISON 

J.  R.  WESTABY,  M.D.  Madison 

FOURTH  DISTRICT — PIERRE 

A.  A.  McLAURIN,  M.D. Pierre 

FIFTH  DISTRICT— HURON 

O.  R.  WRIGHT,  M.D. Huron 

SIXTH  DISTRICT— MITCHEI.U 

FRED  TREON,  M.D. Chamberlain 

TENTH  DISTRICT— ROSEBUD 

H.  R.  KENASTON,  M.D. Bonesteel 

ELEVENTH  DISTRICT— KINGSBURY 

A.  E.  BOSTROM,  M.D. De  Smet 

TWELFTH  DISTRICT — WHETSTONE  VALLEY 

CHARLES  FLETT,  M.D. Milbank 

THIRTEENTH  DISTRICT — MINER  COUNTY 

G.  E.  BURMAN,  M.D.  Carthage 
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DELEGATES 

FIRST  DISTRICT — ABERDEEN 

W.  A.  BATES,  M.D. Aberdeen 

J.  E.  DUNN,  M.D.  Groton 

SECOND  DISTRICT— WATERTOWN 

J.  B.  VAUGHN,  M.D. Castlewood 

THIRD  DISTRICT — MADISON 

H.  L.  YOUTZ,  M.D. Brookings 

FOURTH  DISTRICT — PIERRE 

B.  M.  HART,  M.D.  Onida 

FIFTH  DISTRICT— HURON 

E.  B.  TAYLOR,  M.D. Huron 

SEVENTH  DISTRICT — SIOUX  FALLS 

A.  S.  RIDER,  M.D.  Flandreau 

EIGHTH  DISTRICT — YANKTON 

GEORGE  E.  JOHNSON,  M.D. Avon 

NINTH  DISTRICT— BLACK  HILLS 

J.  L.  STEWART,  M.D.  Nemo 

ELEVENTH  DISTRICT — KINGSBURY 

C.  A.  BUTLER,  M.D. Lake  Preston 

TWELFTH  DISTRICT — WHETSTONE  VALLEY 

H.  G.  HARRIS,  M.D. Wilmot 

THIRTEENTH  DISTRICT — MINER  COUNTY 

CARL  FEIGE,  M.D. Canova 

BOARD  OF  COUNCILORS 

Tuesday  Evening,  May  7,  1929 

The  Board  of  Councilors’  meeting  of  the 
South  Dakota  State  Medical  Association’s  Forty- 
eighth  Annual  Convention,  held  at  the  Elks  Club, 
Mitchell,  South  Dakota,  convened  at  eight- 
fifteen  o’clock,  Dr.  Fred  Treon,  Chairman  of 
the  Board,  Chamberlain,  South  Dakota,  presid- 
ing. 

The  following  officers  and  councilors  were 
present. 

OFFICERS 

PRESIDENT 

N.  K.  HOPKINS,  M.D. 

YICE-PRESI  DENT 

L.  N.  GROSVENOR,  M.D.  

SECRETARY-TREASURER 

J.  F.  D.  COOK,  M.D. 

COUNCILORS 

FIRST  DISTRICT— ABERDEEN 

R.  D.  ALWAY,  M.D. Aberdeen 

SECOND  DISTRICT— WATERTOWN 

H.  W.  SHERWOOD,  M.D. Doland 

THIRD  DISTRICT — MADISON 

J.  R.  WESTABY,  M.D. Madison 

FOURTH  DISTRICT— PIERRE 

A.  A.  McLAURIN,  M.D. Pierre 

SIXTH  DISTRICT — MITCHELL 

FRED  TREON,  M.D Chamberlain 

SEVENTH  DISTRICT — SIOUX  FALLS 

G.  G.  COTTA M,  M.  D. Sioux  Falls 


EIGHTH  DISTRICT— YANKTON 

J.  P.  ISAAC,  M.D. Freeman 

TENTH  DISTRICT— ROSEBUD 

H.  R.  KENASTON,  M.D Bonesteel 

ELEVENTH  DISTRICT— KINGSBURY 

A.  E.  BOSTROM,  M.D. DeSmet 

TWELFTH  DISTRICT— WHETSTONE  VALLEY 

CHARLES  FLETT,  M.D. Milbank 

THIRTEENTH  DISTRICT — .MINER 

G.  E.  BURMAN,  M.D. Carthage 


Upon  motion  made  by  Dr.  S.  M.  Hohf  and 
seconded  by  Dr.  J.  R.  Westaby,  it  was  voted  to 
dispense  with  the  reading  of  the  minutes  of  the 
previous  meeting. 

Following  is  the  report  of  Secretary-Treasurer 
J.  F.  D.  Cook,  M.D. 

Cash  Received 

1928 

Sept.  14,  Sioux  Falls  District _.$  305.00 

Sept.  14,  Mitchell  District 5.00 

Sept.  21,  Aberdeen  District _ 415.00 

Nov.  26,  Pierre  District 40.00 

Dec.  12,  B.  A.  Bobb,  Sub.  to  Hygiea 6.00 

Dec.  12,  F.  E.  Bouza,  Sub.  to  Hygiea 1.50 

Dec.  19,  Huron  District 75.00 

Dec.  19,  Mitchell  District 175.00 

Dec.  20,  Yankton  District 125.00 

1929 

January  3,  Sioux  Falls  District 5.00 

Jan.  4,  Whetstone  Valley  District 70.00 

Jan.  5,  Huron  District _ 30.00 

Jan.  11,  Kingsbury  District 35.00 

Feb.  1,  J.  L.  Stewart 5.00 

Feb.  1,  Yankton  District 60.00 

March  5,  Miner  County  District 80.00 

March  5,  Rosebud  District 80.00 

March  6,  Pierre  District  80.00 

March  7,  Madison  District 145.00 

March  28,  Rosebud  District 10.00 

March  28t  Yankton  District 320.00 

April  1,  Yankton  District 20.00 

April  4,  Mitchell  District 290.00 

April  6,  Black  Hills  District 260.00 

April  10,  Pierre  District 10.00 

April  12,  Black  Hills  District 10.00 

April  13,  Black  Hills  District 20.00 

April  15,  Yankton  District 10.00 

April  17,  Yankton  District 10.00 

April  19,  Watertown  District 240.00 

April  19,  Watertown  District 130.00 

April  19,  Black  Hills  District 20.00 

April  20,  Madison  District 70.00 

April  26,  Mitchell  District 20.00 

April  24,  Yankton  District 10.00 

April  27,  Whetstone  Valley  District 90.00 

April  29,  Black  Hills  District 10.00 

May,  1,  Huron  District 210.00 

May,  7,  Huron  District 10.00 

May  7,  Aberdeen  District 660.00 

May  7,  Sioux  Falls  District 390.00 

May  7,  Kingsbury  District 110.00 

May  7,  Whetstone  Valley 10.00 


TOTAL  


Arlington 
• . -Huron 
• Langford 


$4,677.50 
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August  1,  1928,  Balance  on  Hand  ..$1,253.54 


1928  Delinquent  dues 20.00 

Legislative  Fund.  1928 _ 1,550.00 

Personal  subscription  Hygiea 7.50 

Dues— 1929  3,100.00 


TOTAL  ....$5,931.04 


Disbursements 


1928 

General  Legislative 
Fund  Fund 

Tuly  28.  Telephone  Co. $ 7.10 

Aug.  4,  W.  R.  Ball,  Dele.  A.  M.  A.  50.00 

Aug.  4,  J.  F.  D.  Cook,  Sec 100.00 

Aug.  7,  Evans  Hotel _ 34.00 

Aug.  8,  Registration  4.00 

Aug.  24,  Master  Reporting  Co 237.34 

Sept.  7,  Stencils  3.50 

Sept.  21,  Clark  & Henderson 250.00 

Sept.  22,  Mimeo  Paper 16.20 

Oct.  20,  Marvin  Hughitt  Council...  13.00 

Oct.  24,  Stamped  Envelopes 27.02 

Oct.  26,  Mimeograph 9.00 

Nov.  1.  J.  F.  D.  Cook,  Sec 200.00 

Nov.  9,  Western  Union  Messages  5.94 

Nov.  9.  Siebricht  Flowers 15.00 

Nov.  10,  J.  F.  D.  Cook,  Sec 100.00 

Nov.  27.  Stamped  Envelopes 13.32 

Nov.  28,  Mimeograph 3.90 

Dec.  3,  Postage  Stamps 4.00 

Dec.  7,  Journal-Lancet  387.00 

Dec.  6,  A.  M.  A.  Hygiea  Sub 229.50 

Dec.  29,  Paper  and  Supplies 18.80 

Dec.  29,  Com.  State  Bank  Bond 2.50 

1929 

Jan.  11,  Stencils  and  Mimeo 11.35 

Jan.  19,  Letterheads  & Envelopes  35.34 

Mar.  1,  Badges  32.50 

Mar.  9,  Clark  & Wyman 600.00 

Mar.  15,  Telephone  Messages 8.00 

Mar.  29.  Stencils  3.75 

Apr.  1,  J.  F.  D.  Cook,  Sec 50.00 

Apr.  6,  A.  L.  Wyman.  Attorney. 684.44 

Apr.  17.  Stamped  Envelopes 18.68 

Apr.  26,  Telephone  Messages 1.65 

Apr.  30(  J.  F.  D.  Cook,  Sec 150.00 

May  4,  Western  Union  Messages  6.95 


TOTALS  $1,801.54  $1,641.23 

Aug.  1.  1928  Cash  & Bonds,  Bal._$l, 253.54 

Back  Dues — 1928 20.00 

Legislative  Fund  1,550.00 

Dues— 1929  3,100.00 

Personal  Subscription  Hygiea 7.50 


TOTAL  $5,931.04 

General  Fund  $1,801.54 


3.442.27 

Balance  2,488.77 


$5,931.04 


Receipts  by  Districts 
1928-1929 


Dues 

Legislative  Dues 

District 

Members 

; 1928 

Fund 

1929 

Total 

Aberdeen 

65 

$5.00 

$410.00 

$660.00  $1,075.00 

Watertown 

24 

130.00 

240.00 

370.00 

Madison 

17 

65.00 

150.00 

215.00 

Pierre 

9 

40.00 

90.00 

130.00 

Huron 

22 

105.00 

210.00 

325.00 

Mitchell 

34 

5.00 

175.00 

310.00 

490.00 

Sioux  Falls 

41 

10.00 

300.00 

390.00 

700.00 

Yankton 

37 

185.00 

370.00 

555.00 

Black  Hills 

32 

5.00 

320.00 

325.00 

Rosebud 

10 

90.00 

90.00 

Kingsbury 

13 

35.00 

110.00 

145.00 

Whetstone 

Valley 

10 

70.00 

100.00 

170.00 

Miner  Co. 

5 

30.00 

50.00 

87.50 

Totals 

319 

$20.00 

$1,550.00 

$3,100.00  $4,677.50 

Upon  motion  made  by  Dr.  G.  G.  Cottam  and 
seconded  by  Dr.  S.  M.  Hohf,  it  was  voted  to 
receive  the  Secretary-Treasurer’s  Report  and 
refer  it  to  the  Auditing  Committee. 

It  was  moved  by  Dr.  A.  E.  Bostrom  that  the 
Society  reimburse  the  President  for  the  expenses 
he  incurred  in  work  during  the  legislative  ses- 
sion. The  motion  was  seconded  by  Dr.  C.  G. 
Cottam,  was  put  to  a vote  and  carried. 

Chairman  Treon  appointed  the  following  as 
an  Auditing  Committee : 

Dr.  A.  E.  Bostrom,  Chairman 
Dr.  C.  G.  Cottam 
Dr.  A.  A.  McLaurin 

Dr.  T.  F.  D.  Cook  suggested  that  a historical 
sketch  should  be  compiled  which  could  be  pre- 
sented as  part  of  the*  program  for  a Jubilee  An- 
niversary in  1930.  General  discussion. 

The  meeting  adjourned  at  eight-thirty-five 
o’clock. 

The  Nominating  Committee  reported  as  fol- 
lows : 

For  President — Dr.  L.  N.  Grosvenor 
For  President-Elect — Dr.  Percy  D.  Peabody 
Dr.  T.  F.  Riggs 

For  Vice-President — Dr.  W.  A.  Bates 
Dr.  J.  L.  Stewart 

Delegates  to  A.  M.  A.  (1929)  Dr.  T.  F.  Riggs 
Dr.  S.  M.  Hohf,  Alternate 
Councilors : District  No.  1 — Dr.  R.  D.  Alway 
District  No.  2 — Dr.  H.  W.  Sherwood 
District  No.  -I — Dr.  A.  A.  McLaurin 
District  No.  5 — Dr.  E.  B.  Taylor  (for 
one  year) 

District  No.  8 — Dr.  S.  M.  Hohf 
District  No.  9— Dr.  R.  J.  Jackson. 

Place  of  next  meeting:  Sioux  Falls. 

Motion  was  made  by  Dr.  J.  B.  Vaughn  and 
seconded  by  Dr.  H.  W.  Sherwood  that  the  Sec- 
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retary  be  instructed  to  cast  a unanimous  ballot 
for  Dr.  L.  N.  Grosvenor  as  President.  The  mo- 
tion was  carried. 

Unanimous  ballot  was  cast  by  Secretary  Cook 
declaring  Dr.  L.  N.  Grosvenor  elected  as  Presi- 
dent of  the  Association  for  the  ensuing  year. 

Dr.  B.  M.  Hart  and  Dr.  H.  L.  Youtz  were 
appointed  by  President  Hopkins  to  act  as  tellers 
to  assist  the  Secretary  in  counting  the  ballots 
cast  for  the  President-elect  and  Vice-President. 
The  total  number  of  votes  cast  was  seventeen, 
of  which  Dr.  Percy  D.  Peabody  received  seven- 
teen for  President-elect,  and  Dr.  W.  A.  Bates 
received  sixteen  and  Dr.  T.  F.  Riggs  received 
one  for  Vice-President.  Accordingly,  Dr.  Percy 
D.  Peabody  was  elected  President-elect  and  Dr. 
W.  A.  Bates  was  elected  Vice-President. 

Dr.  A.  A.  McLaurin  moved,  and  Dr.  W.  A. 
Bates  seconded  the  motion,  that  the  Secretary 
be  instructed  to  cast  a unanimous  ballot  for  the 
balance  of  the  nominees.  The  motion  was  car- 
ried. 

Unanimous  ballot  was  cast  by  Secretary  Cook 
declaring  the  balance  of  the  nominees  elected. 

REPORT  OF  TIIE  COMMITTEE  ON  RESOLUTIONS 

Following  is  a report  of  the  Resolutions  Com- 
mittee made  by  Dr.  B.  M.  Hart : 

Whereas,  bills  have  recently  been  introduced  in 
our  Federal  Congress  at  Washington  to  continue, 
in  some  form,  government  aid  and  supervision 
over  maternity  and  infant  welfare  in  our  various 
states;  and 

Whereas,  such  forms  of  legislation  have  been  ac- 
tively condemned  by  the  A.  M.  A.  and  various  of  its 
component  societies;  and 

Whereas,  such  legislation  appears  to  conflict  with 
existing  Federal  Flealth  Authorities,  and  therefore 
is  a reduplication  of  authority,  with  the  usual  at- 
tendant friction,  waste  of  moneys,  and  effort;  be  it 

Resolved,  that  this  Association  appoint  a commit- 
tee to  ascertain  what  action  the  associations  have 
taken  to  promulgate  a suitable  bill  to  present  to  the 
Federal  Legislature  to  cover  proposed  maternity 
and  public  welfare  legislation;  and  be  it  further 

Resolved,  that  this  Association,  working  in  con- 
junction with  other  associations,  endeavor  to  pro- 
mulgate such  a bill. 

Resolved,  that  this  society  commend  Representa- 
tive Royal  C.  Johnson  for  his  stand  in  signing  a 
minority  report  on  pending  legislation  concerning 
an  act  for  additional  hospital,  domiciliary,  and  out- 
patient dispensary  facilities  for  World  War  veterans; 
and  be  it  further 

Resolved,  that  the  Secretary  of  our  State  Society 
notify  Representative  Royal  C.  Johnson  of  our  ap- 
preciation. 

Resolved,  that  the  South  Dakota  State  Medical  As- 
sociation, duly  assembled  at  their  Annual  Meeting 


held  at  Mitchell,  South  Dakota,  the  eighth  day  of 
May,  1929,  go  on  record  as  opposing  legislation  of 
this  type;  and  be  it  further 

Resolved,  that  the  Secretary  be  instructed  to  send 
a copy  of  this  action  to  all  its  component  societies 
and  also  to  the  Director  of  the  Bureau  of  Legal 
Medicine  of  the  A.  M.  A.,  Dr.  William  C.  Wood- 
ward. 

Motion  was  made  by  Dr.  B.  M.  Hart  and  sec- 
onded by  Dr.  J.  B.  Vaughn  that  the  report  of 
the  Resolutions  Committee  be  accepted.  The 
motion  was  carried. 

After  considerable  discussion,  the  following 
appendix  was  voted  to  be  added  to  the  by-laws 
upon  motion  made  by  Dr.  H.  W.  Sherwood  and 
seconded  by  Dr.  B.  M.  Hart: 

AFFILIATE,  ASSOCIATE,  AND  HONORARY  MEMBERS 

There  shall  be  affiliate,  associate,  and  honorary 
members  who  shall  be  elected  and  shall  qualify 
in  accordance  with  the  provisions  set  forth  in 
these  By-Laws. 

Affiliate  Members  (Honorary). — A member 
who  has  been  a member  for  a continuous  term 
of  ten  years,  who  is  not  less  than  sixty-five  years 
of  age,  and  who  is  an  honorary  member  of  his 
component  society,  on  request  of  his  component 
society  may  be  made  an  affiliate  member  by  a 
majority  vote  of  the  House  of  Delegates  of  this 
Association. 

Affiliate  members  shall  be  privileged  to  par- 
ticipate in  the  scientific  assembly  of  the  Asso- 
ciation ; they  shall  not  be  required  to  pay  mem- 
bership dues  and  shall  not  receive  the  Journal 
of  this  Association,  except  by  personal  subscrip- 
tion. Affiliate  membership  shall  be  conditioned 
on  such  an  affiliate  member  continuing  the  re- 
lationship with  his  component  society  herein  de- 
fined. 

Associate  Members. — The  following  may  be 
elected : dentists  who  are  members  of  state  and 
local  dental  societies ; pharmacists  who  are  mem- 
bers of  the  State  Pharmaceutical  Association. 
Applications  must  be  approved  by  the  Council, 
and  presented  to  the  House  of  Delegates,  a ma- 
jority vote  of  the  House  of  Delegates  required 
to  elect.  Associate  members  shall  enjoy  the 
same  privileges  as  regular  members,  except  the 
right  to  vote,  and  shall  be  subject  to  the  same 
conditions. 

Following  due  consideration  it  was  moved  by 
Dr.  A.  S.  Rider  and  seconded  by  Dr.  Fred  Treon 
that  the  following  Article  III  be  adopted  as  part 
of  the  by-laws  and  that  a letter  be  sent  to  the 
district  secretaries  explaining  such  action ; 

Every  legally  licensed  physician  (doctor  of 

medicine)  residing  and  practicing  in  the 

District,  who  is  of  good  moral  and 
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professional  standing,  and  who  does  not  sup- 
port or  practice,  or  claim  to  practice,  any  ex- 
clusive system  of  medicine,  shall  be  eligible  for 
membership.  Commissioned  medical  officers  of 
the  Lmited  States  Army,  United  States  Navy, 
United  States  Public  Health  Service,  Indian 
Service,  and  United  States  V eterans  Bureau, 
shall  be  eligible  to  membership  so  long  as  they 
are  engaged  actively  in  their  respective  service. 

The  motion  was  carried. 

It  was  moved  by  Dr.  A.  S.  Rider  and  seconded 
by  Dr.  E.  B.  Taylor  that  the  President  appoint 
a committee,  of  such  numbers  and  at  such  time 
as  he  sees  fit,  to  study  public  health  matters  and 
to  bring  in  a report  to  the  Council  within  four 
months.  The  motion  was  carried. 

The  following  committee  to  investigate  public 
health  matters  which  now  overlap  each  other  was 
appointed  by  President  Hopkins : 

Dr.  A.  E.  Bostrom  (Chairman) 

Dr.  H.  G.  Harris 
Dr.  B.  M.  Hart 

The  meeting  adjourned  at  eight-fifty  o’clock, 
subject  to  the  call  of  the  President. 

THIRD  MEETING  OF  THE  HOUSE  OF 
DELEGATES 
Thursday,  May  9,  1929 

The  final  meeting  of  the  House  of  Delegates 
convened  at  8 :30  o’clock,  Thursday  morning, 
May  9,  1929,  at  the  Metropolitan  Theater, 
Mitchell,  South  Dakota,  President  Hopkins  pre- 
siding. 

The  following  officers,  councilors,  and  dele- 


gates were  present : 

OFFICERS 

PRESIDENT 

N.  K.  HOPKINS,  M.D Arlington 

VICE-PRESIDENT 

L.  N.  GROSVENOR,  M.D. Huron 

SECRETARY-TREASURER 

J.  F.  D.  COOK,  M.D. Langford 

COUNCILORS 

SECOND  DISTRICT— WATERTOWN 

H.  W.  SHERWOOD,  M.D. Doland 

THIRD  DISTRICT— MADISON 

J.  R.  WESTABY,  M.D.  Madison 

EIGHTH  DISTRICT — YANKTON 

S.  M.  HOHF,  M.D. Yankton 

ELEVENTH  DISTRICT— KINGSBURY 
A.  E.  BOSTROM,  M.D. De  Smet 

TWELFTH  DISTRICT— WHETSTONE  VALLEY 

CHARLES  FLETT,  M.D. Milbank 


SECOND  DISTRICT— WATERTOWN 

J.  B.  VAUGHN,  M.D. Castlcwood 

THIRD  DISTRICT — MADISON 

H.  L.  YOUTZ,  M.D. Brookings 

FOURTH  DISTRICT — PIERRE 

B.  M.  HART,  M.D.  Onida 

SEVENTH  DISTRICT— SIOUX  FALLS 

G.  E.  VAN  DENMARK,  M.D. Sioux  Falls 

EIGHTH  DISTRICT — YANKTON 

LOTTIE  G.  BIGLER,  M.D. Yankton 

GEORGE  E.  JOHNSON,  M.D. Avon 

ELEVENTH  DISTRICT — KINGSBURY 

C.  A.  BUTLER,  M.D. Lake  Preston 

TWELFTH  DISTRICT — WHETSTONE  VALLEY 

H.  G.  HARRIS,  M.D. Wilmot 

There  was  a general  discussion  concerning 
the  Jubilee  Anniversary  in  1930,  with  sugges- 
tions that  it  be  observed. 

Dr.  A.  E.  Bostrom,  Chairman  of  the  Auditing 
Committee,  made  the  following  report : 

REPORT  OF  AUDITING  COMMITTEE 

The  Auditing  Committee  checked  the  books 
of  the  Secretary-Treasurer  and  found  them  to 
be  correct  with  relation  to  moneys  received  and 
moneys  disbursed,  and  the  balances  were  O.  K. 

It  was  moved  by  Dr.  Charles  Flett  and  sec- 
onded by  Dr.  S.  M.  Hohf  that  the  report  of  the 
Auditing  Committee  be  accepted.  The  motion 
was  carried. 

A general  discussion  concerning  legislative 
matters  and  the  appointment  of  a Legislation 
Committee  followed. 

The  meeting  adjourned  at  8:55  o’clock. 


CONSTITUTION  AND  BY-LAWS  OF  THE 
SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION 

CONSTITUTION 
Article  I 

Name  of  the  Association 
The  name  and  title  of  this  organization  shall  be 
the  South  Dakota  State  Medical  Association. 

Article  II 
Purpose 

The  purposes  of  this  Association  are  to  promote 
the  science  and  art  of  medicine,  the  protection  of 
public  health,  and  the  betterment  of  the  medical  pro- 
fession; and  to  unite  with  similar  organizations  in 
other  states  and  territories  of  the  United  States  to 
form  the  American  Medical  Association. 
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Article  III 
Component  Societies 

Component  societies  shall  consist  of  those  medi- 
cal societies  which  hold  charters  from  this  Associa- 
tion. 

Article  IV 

Composition  of  the  Association 
This  Association  shall  consist  of  members  who 
shall  be  the  members  of  the  component  medical  so- 
cieties who  have  been  certified  to  the  headquarters 
of  this  Association,  and  whose  dues  and  assessments 
for  the  current  year  have  been  received  by  the  Sec- 
retary. 

Article  V 

House  of  Delegates 

The  House  of  Delegates  shall  be  the  legislative 
body  of  the  Association,  and  shall  consist 

1.  of  delegates  elected  by  the  component  societies 

2.  of  the  officers  of  the  Association  enumerated  in 

Section  1 of  Article  IX  of  this  Constitution. 

Article  VI 
Council 

The  Council  shall  be  the  Board  of  Trustees  of  this 
Association.  The  Council  shall  have  full  authority 
and  power  of  the  House  of  Delegates  between  an- 
nual sessions,  unless  the  House  of  Delegates  shall 
be  called  into  session  as  provided  in  the  Constitution 
and  By-laws.  It  shall  consist  of  the  Councilors,  the 
President,  the  President-elect,  Vice-President  and 
Secretary-Treasurer  of  the  Association.  A majority 
of  its  members  shall  constitute  a quorum. 

Article  VII 

Sections  and  District  Societies 
The  House  of  Delegates  may  provide  for  a divi- 
sion of  the  scientific  work  of  the  Association  into 
appropriate  sections,  and  for  the  organization  of 
such  Councilor  District  Societies  as  will  promote 
the  best  interests  of  the  profession,  such  societies 
to  be  composed  exclusively  of  members  of  com- 
ponent societies. 

Article  VIII 
Sessions  and  Meetings 

Section  1.  The  Association  shall  hold  an  annual 
session  during  which  there  shall  be  at  least  two 
general  meetings,  open  to  all  registered  members, 
delegates  and  guests. 

Section  2.  The  time  and  place  for  holding  each 
annual  session  shall  be  fixed  by  the  House  of  Del- 
gates,  or  such  authority  may  be  delegated  to  the 
Council. 

_ Section  3.  Special  meetings  of  either  the  Asso- 
ciation or  the  House  of  Delegates  may  be  called  by 
a two-thirds  vote  of  the  Council  or  upon  petition  by 
ten  delegates. 

Article  IX 
Officers 

Section  1.  The  officers  of  this  Association  shall 
be  a President,  President-elect,  a Vice-President, 
a Secretary-Treasurer,  and  one  Councilor  from  each 
component  society. 

Section  2.  The  officers,  except  the  Councilors, 
shall  be  elected  annually.  The  terms  of  the  Coun- 


cilors and  of  the  Secretary-Treasurer  shall  be  for 
three  years;  one  third  of  the  members  of  the  Coun- 
cil shall  be  elected  each  year.  The  Secretary-Treas- 
urer shall  be  elected  by  the  Council.  All  these  of- 
ficers shall  serve  until  their  successors  are  elected 
and  installed. 

Article  X 

Funds  and  Expenses 

Funds  shall  be  raised  by  an  equal  per  capita  as- 
sessment on  each  component  society.  The  amount 
of  the  assessment  shall  be  fixed  by  the  House  of 
Delegates.  Funds  may  also  be  raised  by  voluntary 
contributions  from  the  Association’s  publications 
and  in  any  other  manner  approved  by  the  House  of 
Delegates.  The  Council  shall  submit  an  annual  bud- 
get to  the  House  of  Delegates.  All  resolutions  pro- 
viding for  appropriations  shall  be  referred  to  the 
Council  and  all  appropriations  approved  by  the 
Council  shall  be  included  in  the  annual  budget. 

Article  XI 

Referendum 

At  any  general  meeting  of  the  Association  it  may, 
by  a two-thirds  vote,  order  a genera!  referendum 
upon  any  question  pending  before  the  House  of 
Delegates.  The  House  of  Delegates  may,  by  a vote 
of  its  members,  submit  any  question  to  the  mem- 
bership of  the  Association  for  its  vote  who  shall 
determine  the  question. 

Article  XII 
Seal 

The  Association  shall  have  a common  seal.  The 
power  to  change  or  renew  the  seal  shall  rest  with 
the  House  of  Delegates. 

Article  XIII 

Amendments 

The  House  of  Delegates  may  amend  any  article 
of  this  Constitution  by  a two-thirds  vote  of  the 
Delegates  present  at  any  annual  Session,  provided 
that  such  amendment  shall  have  been  presented  in 
open  hearing  at  the  previous  annual  Session,  and 
that  it  shall  have  been  published  twice  during  the 
year  in  the  bulletin  or  Journal  of  this  Association, 
or  sent  officially  to  each  component  society  at  least 
two  months  before  the  meeting  at  which  final  action 
is  to  be  taken. 

BY-LAWS 

Chapter  I 

Membership 

Section  1.  The  name  of  a physician  (Doctor  of 
Medicine)  on  the  official  roster  of  this  Association, 
after  it  has  been  properly  reported  by  the  secretary 
of  his  component  society,  shall  be  prima  facie  evi- 
dence of  membership  and  of  his  right  to  register  at 
the  annual  Session. 

Section  2.  No  person  who  is  under  sentence  of 
suspension  or  expulsion  from  any  component  so- 
ciety of  this  Association,  or  whose  name  has  been 
dropped  from  its  roll  of  members,  shall  be  entitled 
to  any  of  the  rights  or  benefits  of  this  Association. 

Section  3.  Each  member  in  attendance  at  the  an- 
nual Session  shall  register  when  his  right  to  mem- 
bership has  been  verified  by  reference  to  the  records 
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Sof  this  Association.  No  member  shall  take  part  in 
any  of  the  proceedings  of  the  annual  Session  until 
he  has  complied  with  the  provisions  of  the  section 
of  the  By-laws. 

Section  4.  Affiliate  and  Associate  Members:  There 
shall  be  affiliate,  associate  and  honorary  members 
who  shall  be  elected  and  shall  qualify  in  accordance 
with  the  provisions  set  forth  in  these  By-laws. 

Section  5.  Affiliate  Members:  A member  who 
has  been  a member  for  a continuous  term  of  ten 
years,  who  is  not  less  than  sixty-five  years  of  age, 
and  who  is  an  honorary  member  of  his  component 
society,  on  request  of  his  component  society,  may 
be  made  an  affiliate  member  by  a majority  vote  of 
the  House  of  Delegates  of  this  Association. 

Affiliate  members  shall  be  privileged  to  partici- 
pate in  the  Scientific  Assembly  of  the  Association; 
they  shall  not  be  required  to  pay  membership  dues 
and  shall  not  receive  the  Journal  of  this  Association 
except  by  personal  subscription.  Affiliate  member- 
ship shall  be  conditioned  on  such  an  affiliate  mem- 
ber continuing  the  relationship  with  his  component 
society  herein  defined. 

Section  6.  Associate  Members:  The  following 
may  be  elected:  dentists  who  are  members  of  state 
and  local  dental  societies;  pharmacists  who  are  mem- 
bers of  the  State  Pharmaceutical  Association.  Ap- 
plications must  be  approved  by  the  Council,  and 
presented  to  the  House  of  Delegates,  a majority  vote 
of  the  House  of  Delegates  required  to  elect.  As- 
sociate members  shall  enjoy  the  same  privileges 
as  regular  members,  except  the  right  to  vote,  and 
shall  be  subject  to  the  same  conditions. 

Chapter  II 
General  Meetings 

Section  1.  The  general  meetings  shall  be  open  to 
all  registered  members  and  guests.  Before  them, 
at  such  time  as  may  have  been  arranged,  shall  be 
delivered  the  annual  addresses  of  the  President  and 
of  the  President-elect,  and  the  annual  orations. 

Section  2.  No  address  or  paper,  except  that  of 
the  President  and  the  President-elect,  and  the  an- 
nual orations,  shall  occupy  more  than  twenty  min- 
utes in  delivery.  No  member,  except  by  unanimous 
consent,  shall  speak  more  than  once  in  the  discus- 
sion of  any  paper,  nor  shall  he  speak  longer  than 
five  minutes  at  any  one  time. 

Section  3.  All  papers  read  before  this  Association 
shall  be  its  property.  Each  paper,  when  it  has  been 
read,  shall  be  deposited  with  the  Secretary.  Authors 
of  papers  read  before  this  Association  shall  not  cause 
them  to  be  published  elsewhere  until  after  they  have 
been  published  in  its  Journal. 

Chapter  III 
House  of  Delegates 

Section  1.  The  House  of  Delegates  shall  meet  an- 
nually at  the  time  and  place  of  the  annual  Session. 

Section  2.  Each  component  society  shall  be  en- 
titled to  send  each  year  one  delegate  or  one  corre- 
sponding alternate  to  the  House  of  Delegates  for 
each  twenty-five  full  paid  members  or  fraction  there- 
of in  this  Association;  provided,  however,  that  each 
component  society  shall  be  entitled  to  at  least  one 
delegate  or  one  corresponding  alternate. 

Section  3.  Ten  delegates  shall  constitute  a 


quorum  of  the  House  of  Delegates.  All  meetings 
of  the  House  of  Delegates  shall  be  open  to  mem- 
bers of  the  Association. 

Section  4.  From  among  members  of  the  House 
of  Delegates,  the  President,  for  the  purpose  of  ex- 
pediting proceedings,  shall  appoint  Reference  Com- 
mittees to  which  reports  and  resolutions  shall  be 
referred  as  follows:  Committee  on  Reports  of  Of- 
ficers, Committee  on  Resolutions  and  Memorials, 
Committee  on  Amendments  to  Constitution  and  By- 
laws, Committee  on  Nominations,  Committee  on 
Credentials,  and  other  committees  as  may  be  con- 
sidered by  him  to  be  necessary. 

Section  5.  The  House  of  Delegates  shall  elect 
delegates  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  in  accordance  with  the  Con- 
stitution and  By-laws  of  that  body. 

Section  6.  The  House  of  Delegates  shall  divide 
the  state  into  Councilor  Districts,  specifying  what 
political  sub-divisions  each  district  shall  include,  and, 
when  the  best  interest  of  the  Association  and  the 
profession  will  be  promoted  thereby,  organize  in 
each  a district  medical  society,  of  which  all  members 
of  the  component  societies  shall  be  members. 

Section  7.  The  House  of  Delegates  shall  have 
authority  to  appoint  committees  for  special  purposes 
from  among  members  of  the  Association  who  are 
not  members  of  the  House  of  Delegates.  Such  com- 
mittees shall  reporti  to  the  House  of  Delegates,  and 
may  be  present  and  participate  in  the  debate  on 
their  reports. 

Section  8.  The  House  of  Delegates  shall  approve 
an  annual  budget  of  expense  to  be  submitted  to  it 
by  the  Council. 

Section  9.  It  shall  approve  all  memorials  and 
resolutions  issued  in  the  name  of  the  Association 
before  they  shall  become  effective. 

Chapter  IV 
Election  of  Officers 

Section  1.  The  House  of  Delegates  on  the  first 
day  of  the  annual  Session  shall  elect  a Committee  on 
Nominations,  consisting  of  one  from  each  Councilor 
District.  The  Committee  on  Nominations  shall  report 
the  result  of  its  deliberations  to  the  House  of  Dele- 
gates in  the  form  of  a ticket  containing  the  names 
of  two  members  for  the  office  of  President-elect,  of 
two  members  for  the  office  of  Vice-President,  and 
of  onei  member  for  each  of  the  other  two  offices  to 
be  filled  at  that  annual  Session.  No  two  candidates 
for  President-elect  shall  be  from  the  same  district, 
and  each  candidate  for  Councilor  must  be  a resident 
of  the  district  for  which  he  is  nominated. 

Section  2.  The  report  of  the  Nominating  Com- 
mittee andl  the  election  of  officers  shall  be  the  first 
order  of  business  of  the  House  of  Delegates  at  the 
A.  M.  meeting  of  the  House  on  the  second  day. 

Section  3.  All  elections  of  officers  shall  be  by 
ballot  and  a majority  of  the  votes  cast  shall  be  nec- 
essary to  elect,  except  for  delegates  and  alternates 
to  the  American  Medical  Association.  In  case  no 
nominee  receives  a majority  of  the  votes  on  the 
first  ballot  taken,  this  procedure  shall  be  continued 
until  one  of  the  nominees  receives  a majority  of  all 
the  votes  cast,  when  he  shall  be  declared  elected. 
In  case  no  delegates  or  alternates  for  the  American 
Medical  Association  receive  on  the  first  ballot  a 
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majority  of  the  vote,  the  nominees  shall  be  declared 
elected  in  the  order  of  the  highest  number  of  votes 
received,  until  the  allotted  number  shall  have  been 
chosen.  In  case  of  a tie  vote  for  delegate  or  alter- 
nate, the  tie  shall  be  determined  by  the  President’s 
vote. 

Section  4.  Nothing  in  this  chapter  shall  be  con- 
strued to  prevent  additional  nominations  being 
made  from  the  floor  by  members  of  the  House  of 
Delegates. 

Section  5.  No  person  known  to  have  solicited 
votes  for  or  sought  any  office  within  the  gift  of  this 
Association  shall  be  eligible  for  any  office  for  two 
years. 

Section  6.  Delegates  shall  not  be  eligible  for  elec- 
tion to  any  of  the  offices  named  in  the  Constitution, 
except  that  of  Councilor. 

Chapter  V 
Duties  of  Officers 

Section  1.  The  President  shall  preside  at  all 
meetings  of  the  Association  and  of  the  House  of 
Delegates;  shall  appoint  all  committees  not  other- 
wise provided  for;  he  shall  deliver  an  annual  ad- 
dress at  such  time  as  may  be  arranged,  and  shall 
perform  such  other  duties  as  custom  and  parliamen- 
tary usage  may  require.  Hei  shall  be  the  real  head 
of  the  profession  of  the  state  during  his  term  of 
office,  and,  as  far  as  practicable,  shall  visit  by  ap- 
pointment the  various  sections  of  the  state  and 
assist  the  Councilors  in  building  up  the  component 
societies,  and  in  making  their  work  more  practical 
and  useful.  He  shall  give  the  deciding  vote  in  case 
of  a tie.  He  shall;  be  a member  of  a Council  for  a 
period  of  one  year  immediately  succeeding  bis  term 
of  office,  known  as  Councilor-at-large.  He  shall  be 
ex-officio  a member  of  all  committees  of  the  Asso- 
ciation. 

Section  2.  The  President-elect  shall  be  a member 
of  the  Council  ex-officio,  shall  act  for  the  President 
in  his  absence  or  disability.  If  tbe  office  of  Presi- 
dent should  become  vacant  the  President-elect  shall 
succeed  to  the  presidency. 

Section  3.  The  Secretary-Treasurer  shall  give 
bond  in  the  sum  of  $1,000.  He  shall  demand  and 
receive  all  funds  due  the  Association,  together  with 
bequests  and  donations.  He  shall  pay  money  out 
of  the  treasury  only  on  a written  order  of  the  Presi- 
dent; he  shall  subject  bis  accounts  to  such  examina- 
tion as  the  House  of  Delegates  may  order,  and  he 
shall  annually  render  an  account  of  his  doings  and 
of  the  state  of  the  funds  in  his  hands. 

Section  4.  The  Secretary-Treasurer  shall  attend 
the  general  meetings  of  the  Association  and  the 
meetings  of  the  House  of  Delegates,  and  shall  keep 
minutes  of  their  respective  proceedings  in  separate 
record  books.  He  shall  be  Secretary  of  the  Coun- 
cil. He  shall  be  custodian  of  all  record  books  and 
papers  belonging  to  the  Association  and  shall  keep 
account  of  all  funds  of  the  Association  which  come 
into  his  hands.  He  shall  provide  for  registration  of 
the  members  and  delegates  at  the  annual  Session. 
He  shall,  with  the  co-operation  of  the  secretaries  of 
the  component  societies,  keep  a card-index  register 
of  all  the  legal  practitioners  of  the  state  by  districts, 
noting  on  each  his  status  in  relation  to  his  com- 
ponent society,  and  shall  transmit  a copy  of  this 


list  to  the  American  Medical  Association,  transmit- 
ting to  its  Secretary  each  month  a report  contain- 
ing the  names  of  new  members  and  the  names  of 
those  dropped  from  the  membership  roster  during 
the  preceding  month.  He  shall  conduct  the  official 
correspondence,  notifying  members  of  meetings,  of- 
ficers of  their  election,  and  committees  of  their  ap- 
pointment and  duties.  He  shall  employ  such  as- 
sistants as  may  be  ordered  by  the  Council  and  shall 
make  an  annual  report  to  the  House  of  Delegates. 
He  shall  supply  all  component  societies  with  the 
necessary  blanks  for  making  their  annual  reports, 
and  shall  collect  from  them  the  regular  per  capita 
assessments.  The  amount  of  his  salary  shall  be 
fixed  by  the  Council. 

Chapter  VI 
Council 

Section  1.  The  Council  shall  meet  on  the  day 
preceding  the  annual  Session,  and  daily  during  the 
Session  and  at  such  times  as  necessity  may  require, 
subject  to  the  call  of  the  Chairman  or  on  petition 
of  three  Councilors.  It  shall  meet  on  the  last  day 
of  the  annual  Session  of  the  Association  to  organize. 
It  shall  make  an  annual  report  to  the  House  of  Dele- 
gates. 

Section  2.  Each  Councilor  shall  be  organizer, 
peacemaker  and  censor  for  his  district.  He  shall 
visit  each  component  society  in  his.  district  at  least 
once  a year  for  the  purpose  of  organizing  component 
societies  where  none  exists,  for  inquiring  into  the 
condition  of  the  profession,  and  keeping  in  touch 
with  the  activities  of  and  to  aid  in  the  betterment 
of  the  component  societies  in  his  district.  He  shall 
make  an  annual  report  of  his  work  and  of  the  con- 
dition of  the  profession  of  each  component  society 
in  his  district  at  the  annual  Session  of  the  House 
of  Delegates.  The  necessary  traveling  expenses  in- 
curred by  each  Councilor  in  the  line  of  duties  here- 
in imposed  may  be  allowed  on  a proper  itemized 
statement,  but  shall  not  be  construed  to  include 
his  expense  in  attending  the  annual  Session  of  the 
Association. 

Section  3.  The  Council  shall  be  the  executive 
body  of  the  House  of  Delegates,  and  between  ses- 
sions shall  exercise  the  power  conferred  on  the 
House  of  Delegates  by  the  Constitution  and  By- 
laws. 

The  Council  shall  be  the  Board  of  Censors  of 
the  Association.  It  shall  consider  all  questions  in- 
volving the  right  and  standing  of  members,  whether 
in  relation  to  other  members,  to  the  component  so- 
cieties, or  to  this  Association.  All  questions  of  an 
ethical  nature  brought  before  the  House  of  Dele- 
gates or  the  general  meeting  shall  be  referred  to 
the  Council  without  discussion.  It  shall  hear  and 
decide  all  questions  of  societies,  on  which  an  ap- 
peal is  taken  from  the  decision  of  an  individual 
Councilor.  Its  decision  in  all  cases,  including  ques- 
tions regarding  membership  of  this  Association, 
shall  be  final. 

Section  4.  Charters  shall  be  issued  to  component 
societies  only  on  approval  of  the  Council,  and  shall 
be  signed  by  the  President  and  Secretary-Treasurer 
of  this  Association.  Upon  the  recommendation  of 
the  Council,  the  House  of  Delegates  may  revoke  the 
charter  of  any  component  society  whose  actions  are 
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in  conflict  with  the  letter  or  spirit  of  this  Constitu- 
tion and  By-laws. 

Section  5.  In  sparsely  settled  sections,  the  Coun- 
cil shall  have  authority  to  organize  the  physicians 
of  two  or  more  counties  into  component  societies 
to  be  suitably  designed  so  as  to  distinguish  them 
from  district  societies,  and  these  societies,  when  or- 
ganized and  chartered,  shall  be  entitled  to  all  rights 
and  privileges  provided  for  component  societies  un- 
til such  counties  shall  be  organized  separately. 

Section  6.  The  Council  shall  provide  for  and 
superintend  the  issuance  of  all  publications  of  the 
Association,  including  proceedings,  transactions  and 
memoirs,  and  shall  have  authority  to  appoint  an  edi- 
tor and  such  assistants  as  it  deems  necessary.  It 
shall  prescribe  the  methods  of  accounting  and 
through  a committee  of  three  of  its  members,  to  be 
known  as  a Committee  on  Auditing  and  Appropria- 
tions, shall  audit  all  accounts  of  this  Association. 
The  Council  shall  adopt  an  annual  budget  provid- 
ing for  the  necessary  expenses  of  the  Association, 
which  shall  be  prepared  and  presented  for  its  con- 
sideration by  the  Committee  on  Auditing  and  Ap- 
propriations at  the  first  meeting  of  the  Council  at 
the  general  meeting  of  each  year.  It  shall  submit 
an  annual  report  to  the  House  of  Delegates,  which 
shall  specify  the  character  and  cost  of  the  publica- 
tions of  the  Association,  the  amount  and  character 
of  all  of  its  property,  and  shall  provide  full  informa- 
tion concerning  the  management  of  all  affairs  of  the 
Association  which  the  Council  is  charged  to  ad- 
minister. 

Section  7.  The  Council  shall  appoint,  at  least  six 
months  before  the  annual  meeting,  a committee  con- 
sisting of  three  of  its  members,  to  be  known  as  the 
Committee  on  Arrangements  for  the  annual  meet- 
ing. On  recommendation  of  this  Committee,  the 
Council  shall  appoint  a general  chairman  of  a local 
committee  on  arrangements,  who  shall  be  a member 
of  the  component  society  in  which  the  annual  meet- 
ing is  to  be  held,  and  who  shall  appoint  and  organize 
from  the  members  of  this  component  society  the 
personnel  of  the  local  committee  on  arrangements. 
The  local  committee  on  arrangements  shall  provide 
suitable  meeting  places  and  shall  have  general 
charge  of  all  local  arrangements,  subject  to  the  ap- 
proval of  the  Committee  on  Arrangements  for  the 
annual  meeting.  All  receipts  accruing  from  the  an- 
nual meeting  shall  be  turned  over  to  the  Commit- 
tee on  Arrangements  and  all  expenditures  made  by 
that  Committee  in  connection  with  the  annual  meet- 
ing must  be  authorized  in  advance  by  the  Commit- 
tee on  Auditing  and  Appropriations.  Immediately 
after  the  annual  meeting  the  Committee  on  Arrange- 
ments shall  forward  to  the  Secretary-Treasurer  any 
accumulated  balance.  Any  deficit  created  on  ac- 
count of  the  annual  meeting  shall  be  met  by  the 
Council  on  recommendation  of  the  Committee  on 
Auditing  and  Appropriations. 

Section  8.  The  Council  shall  by  appointment  fill 
any  vacancy  in  office  not  otherwise  provided  for 
which  may  occur  during  the  interval  between  annual 
meetings  of  the  House  of  Delegates;  the  appointee 
shall  serve  until  his  successor  has  been  elected  and 
has  qualified. 

Section  9.  The  Council  may  employ  an  Executive 
Secretary  who  need  not  be  a physician  nor  a mem- 
ber of  the  Association. 
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Section  10.  The  salaries  of  all  employees  of  the 
Association  shall  be  fixed  by  the  Council. 

Section  ll.  The  Council  shall  provide  such  head- 
quarters for  the  Association  as  may  be  required  to 
conduct  its  business  properly. 

Chapter  VII 
Committees 

Section  1.  The  standing  committees  of  this  As- 
sociation shall  be  as  follows: 

Committee  on  Scientific  Work 

Committee  on  Public  Policy  and  Legislation 

Committee  on  Publication 

Committee  on  Medical  Defense 

Committee  on  Medical  Education  and  Hospitals 

Committee  on  Medical  Economics 

Committee  on  Necrology 

Committee  on  Cancer 

Committe  on  Hygiene 

Unless  otherwise  provided  in  these  By-laws,  each 
of  these  committees  shall  consist  of  three  members, 
each  of  whom  shall  serve  for  a term  of  three  years. 
One  member  of  each  of  these  committees  shall  be 
appointed  annually  by  the  President,  provided  that 
at  the  forty-eighth  annual  Session  one  member  of 
each  of  the  foregoing  committees  shall  be  appointed 
for  a term  of  three  years,  one  each  for  two  years, 
and  one  each  for  one  year. 

Section  2.  The  Committee  on  Scientific  Work 
shall  consist  of  three  members,  of  whom  the  Secre- 
tary-Treasurer shall  be  one,  and  shall  determine  the 
character  and  scope  of  the  scientific  proceedings  of 
the  Association  for  each  session,  subject  to  the  in- 
structions of  the  House  of  Delegates.  Thirty  days 
previous  to  each  annual  Session  it  shall  prepare 
and  issue  at  program  announcing  the  order  in  which 
papers  and  discussions  shall  be  presented. 

Section  3.  The  Committee  on  Public  Policy  and 
Legislation  shall  consist  of  the  President,  the  Presi- 
dent-elect and  the  Council,  and  shall  represent  the 
Association  in  securing  and  enforcing  legislation  in 
the  interest  of  public  health  and  scientific  medicine. 

Section  4.  The  Committee  on  Publication  shall 
have  referred  to  it  all  reports  on  scientific  subjects, 
and  all  scientific  papers  and  discussions  heard  be- 
fore the  Association.  It  shall  be  empowered  to 
curtail,  abstract  or  reject  papers  and  discussions. 
The  Committee  shall  have  authority  to  arrange  for 
the  publication  and  distribution  of  The  Journal. 

Section  5.  The  Committee  on  Medical  Defense 
shall  prepare  plans  and  establish  rules  for  the  de- 
fense of  members  of  this  Association  against  whom 
suits  for  alleged  malpractice  have  been  brought.  It 
may  assist  in  the  defense  of  any  member  sued  for 
alleged  malpractice  if  the  member  was  in  good 
standing  and  had  complied  with  the  rules  of  the 
Committee  when  the  service  on  account  of  which 
suit  was  brought  was  rendered. 

Section  6.  The  Committee  on  Medical  Education 
and  Hospitals  shall  serve  in  this  state  for  the  Coun- 
cil on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association,  and  shall  have  re- 
ferred to  it  all  questions  pertaining  to  hospitals  and 
medical  education. 

Section  7.  The  Committee  on  Medical  Economics 
shall  investigate  matters  affecting  the  economic 
status  of  physicians  and  shall  report  annually  to 
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the  House  of  Delegates  such  recommendations  as 
may.  in  its  judgment,  seem  proper. 

Section  8.  Necrology. 

Section  9.  Cancer. 

Section  10.  Hygiene. 

Chapter  VIII 
Dues  and  Assessments 

Section  1.  The  annual  dues  and  assessments  shall 
be  determined  by  the  House  of  Delegates,  and  shall 
be  levied  per  capita  on  the  members  of  the  Associa- 
tion. They  shall  be  payable  on  or  before  January 
1 of  the  year  for  which  they  are  levied.  The  Sec- 
retary-Treasurer of  each  component  society  shall 
cause  to  be  collected  and  shall  forward  to  the  of- 
ficers of  the  Association  the  dues  and  assessments 
for  its  members,  together  with  such  data  as  shall  be 
required  for  a record  of  its  officers  and  membership. 
Any  member  whose  name  has  not  been  reported  for 
enrolment  and  whose  dues  for  the  current  year  have 
not  been  remitted  to  the  Secretary  of  this  Associa- 
tion on  or  before  March  1,  shall  stand  suspended 
until  his  name  is  properly  reported  and  his  dues 
for  the  current  year  properly  remitted. 

Section  2.  The  record  of  payment  of  dues  and 
assessments  on  file  in  the  offices  of  the  Association 
shall  be  final  as  to  the  fact  of  payment  by  a mem- 
ber and  as  to  his  right  to  participate  in  the  business 
and  proceedings  of  the  Association  and  of  the  House 
of  Delegates. 

Section  3.  For  the  purposes  of  medical  defense 
a member  shall  be  deemed  in  arrears  from  and  dur- 
ing the  period  extending  from  January  1 of  the 
current  year  until  his  dues  and  assessments  shall 
have  been  received  at  the  offices  of  the  Association, 
having  been  remitted  by  the  Secretary  of  the  com- 
ponent society  of  which  he  is  a member. 

Section  4.  Any  component  society  which  fails  to 
make  the  reports  required  at  least  sixty  days  before 
the  annual  Session  of  the  State  Association  shall  be 
held  suspended,  and  none  of  its  members  or  dele- 
gates shall  be  permitted  to  participate  in  any  of  the 
proceedings  of  the  Association  or  of  the  House  of 
Delegates. 

Chapter  IX 

The  ethical  principles  governing  the  members  of 
the  American  Medical  Association  shall  govern 
members  of  this  Association. 

Chapter  X 

The  deliberations  of  this  Association  shall  be  con- 
ducted in  accordance  with  parliamentary  usage  as 
defined  in  Robert’s  Rules  of  Order. 

Chapter  XI 

Section  1.  All  component  societies  now  in  affilia- 
tion with  the  State  Association  or  those  that  may 
hereafter  be  organized  in  this  state,  which  have 
adopted  principles  of  organization  not  in  conflict 
with  this  Constitution  and  By-laws,  shall,  upon  ap- 
plication to  the  Council,  receive  charters  from  this 
Association  provided  that  their  Constitutions  and 
By-laws,  shall  have  been  submitted  to  the  Council 
and  received  its  approval. 

Section  2.  Only  one  component  medical  society 
shall  be  chartered  in  each  county. 

Section  3.  Each  component  society  shall  judge 


of  the  qualifications  of  its  members,  subject  to  re- 
view and  final  decision  byl  the  Council  of  the  State 
Association.  Every  reputable  and  legally  qualified 
physician  who  does  not  practice,  who  does  not  pro- 
fess to  practice  sectarian  medicine,  and  who  is  a 
bona  fide  resident  of  the  same  county  or  district, 
shall  be  eligible  for  election  to  membership. 

A member  of  a component  society  whose  license 
has  been  revoked  shall  be  dropped  from  membership 
automatically  as  of  the  date  of  revocation.  The 
Council  of  the  State  Association  shall  have  final 
authority  to  expel  a member,  should  a component 
society  fail  to  do  so  after  being  so  requested  by  the 
Council. 

A physician  living  near  a county  line  may  hold 
his  membership  in  that  component  society  most 
convenient  for  him  to  attend  on  permission  of  the 
component  society  in  whose  jurisdiction  he  resides. 

Section  4.  Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  society  of  his  district 
in  suspending  or  expelling  him  shall  have  the  right 
to  appeal  to  the  Council,  whose  decision  shall  be 
final.  A district  society  shall  at  all  times  be  per- 
mitted to  appeal  or  refer  questions  involving  mem- 
bership to  the  Council  of  the  State  Association  for 
final  determination. 

Section  3.  In  hearing  appeals  the  Council  may  ad- 
mit oral  or  written  evidence  as  in  its  judgment  will 
most  fairly  present  the  facts,  but . in  the  cases  of 
every  appeal,  both  as  a board  and  as  individuals, 
the  Councilors  shall,  preceding  all  such  hearings, 
make  efforts  at  conciliation  and  compromise. 

Section  6.  When  a member  in  good  standing  in 
a component  society  moves  to  another  component 
society  in  this  state,  he  shall  be  given  a written  cer- 
tificate of  these  facts  by  the  Secretary  of  his  so- 
ciety, without  cost,  for  transmission  to  the  Secretary 
of  the  society  in  the  district  to  which  he  moves. 
Pending  his  acceptance  or  rejection  by  the  society 
in  the  district  to  which  he  removes,  such  member 
shall  be  considered  to  be  in  good  standing  in  the 
component  society  from  which  he  was  certified  and 
in  the  State  Association  to  the  end  of  the  period 
(respectively)  for  which  his  dues  have  been  paid. 

Section  7.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession  in 
the  district,  and  its  influence  shall  be  constantly  ex- 
erted for  bettering  the  scientific,  moral  and  material 
condition  of  every  physician  in  the  county.  System- 
atic efforts  shall  be  made  by  each  member,  and 
by  the  society  as  a whole,  to  increase  the  member- 
ship until  it  includes  every  eligible  physician  in  the 
district. 

Section  8.  At  some  meeting  in  advance  of  the 
annual  Session  of  this  Association,  each  component 
society  shall  elect  one  or  more  delegates  and  an 
equal  number  of  individual  alternates  therefor  to 
represent  it  in  the  House  of  Delegates  of  this  As- 
sociation, in  accordance  with  Chapter  III,  Section  2, 
of  these  By-laws.  The  secretary  of  each  component 
society  shall  send  a list  of  such  delegates  and  alter- 
nates to  the  Secretary  of  this  Association  at  least 
sixty  days  before  the  annual  Session.  Representa- 
tion in  the  House  of  Delegates  shall  be  contingent 
on  compliance  with  the  foregoing  provisions. 

Section  9.  The  Secretary  of  each  component  so- 
ciety shall  keep  a roster  of  its  members  and,  if  prac- 


THE  JOURNAL-LANCET 


ticablc,  a list  of  non-affiliated  physicians  in  which 
shall  be  shown  the  full  name,  address,  college  and 
date  of  graduation,  date  of  license  to  practice  in 
this  state,  and  such  other  information  as  may  be 
deemed  necessary  by  Council.  He  shall  send  a 
copy  of  the  program  of  each  meeting  to  his  dis- 
trict Councilor  and  to  the  Secretary. 

Chapter  XII 

Section  1.  These  By-laws  may  be  amended  at 
any  annual  Session  by  a majority  vote  of  the  dele- 
gates present  at  that  Session,  if  the  proposed 
amendment  has  been  properly  submitted  to  the 
House  of  Delegates  and  has  lain  on  the  table  for  one 
day. 

Section  2.  Upon  the  adoption  of  this  Constitution 
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and  these  By-laws,  all  previous  constitutions  and  by- 
laws are  thereby  repealed. 

Committee  appointed  May  4,  1927. 

Report  submitted  at  the  47th  Annual  Session, 
August,  1928. 

Submitted  by  the  Committee  on  Constitution  and 
By-laws. 

Dr.  J.  P.  Isaac,  Chairman 
Dr.  N.  K.  Hopkins 
Dr.  R.  D.  Alway 
Dr.  J.  F.  D.  Cook,  Secretary 
Adopted  May  7,  1929,  by  the  House  of  Delegates 
at  the  48th  Annual  Session,  Mitchell,  South  Dakota. 

(Signed)  J.  F.  D.  Cook,  M.D. 

Secretary 


PRESIDENT’S  ADDRESS* 

By  N.  K.  Hopkins,  M.D. 

ARLINGTON,  SOUTH  DAKOTA 


Members  of  the  South  Dakota  State  Medical 
Association  and  Friends: 

As  I look  over  the  audience  to-day  I miss, 
for  the  first  time,  the  genial  face  of  our  beloved 
past-President,  Dr.  Charles  E.  McCauley,  who 
served  as  president  of  this  Association  in  1912 
and  1913,  and  who  had  charge  of  the  meeting 
at  Vermilion.  The  members  of  the  Aberdeen 
District  Society  probably  know  his  medical  skill 
better  than  the  rest  of  us,  but  we  all  know  his 
genial  disposition,  the  interest  he  took  in  other 
people,  and  his  love  for  our  Association.  When 
I went  to  Aberdeen  last  November  and  saw  the 
vast  concourse  assembled  in  the  church  there 
to  pay  their  last  respects  to  Dr.  McCauley — ■ 
people  from  every  walk  of  life  and  of  every 
sect  and  opinion — I thought  that  surely  there 
was  a man  of  whom  the  poet  could  well  say, 
“He  had  sat  by  the  side  of  the  road  and  had 
been  a friend  to  man.” 

Dr.  McCauley  took  a great  interest  in  every- 
one. We  shall  miss  Dr.  McCauley,  but  we  shall 
not  forget  him.  He  is  a shining  example  of 
what  a man  can  do  while  carrying  his  cross  with 
a smile. 

Last  week  we  received  word  of  the  death  of 
another  of  our  past-Presidents,  Dr.  R.  L.  Murdy, 
who  served  as  president  of  our  Association  in 
1925  and  who  had  charge  of  the  meeting  at 
Sioux  Falls. 

These  two  men  have  been  shining  examples 
in  our  Association  of  the  success  that  men  can 

•Presented  before  the  South  Dakota  State  Medical  Asso- 
ciation at  its  Forty-eight  Annual  Session  at  Mitchell,  S.  D., 
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make  of  themselves ; one  with  a physical  handi- 
cap and  the  other  with  no  physical  handicap. 
It  is  an  inspiration  to  us  to  look  to  these  men 
and  to  try  to  equal  their  professional  skill. 

During  the  past  year  it  has  been  my  privilege 
to  meet  with  you  in  your  various  local  societies, 
having  visited  twelve  of  the  thirteen  component 
societies  of  the  Association. 

I found,  as  did  my  predecessor,  that  this  is 
no  small  empire  over  which  to  travel,  as  my 
speedometer  checked  off  about  five  thousand 
miles  of  travel  in  fulfilling  the  duties  of  my  of- 
fice as  president.  It  has  been  a pleasure  for  me 
to  meet  with  you  in  these  different  meetings. 
1 have  received  an  education  along  scientific, 
social,  political,  and  economic  lines.  It  is  now 
my  pleasure  and  duty  to  come  before  you  at 
your  annual  meeting  as  a State  Association  to 
give  you  a report  of  my  stewardship. 

Your  committee,  in  arranging  the  program 
for  this  meeting,  has  taken  into  consideration 
the  fact  that  South  Dakota  is  largely  served  by 
general  practitioners  in  private  practice,  and  not 
bv  specialists  in  group  practice.  The  medical 
directory  shows  that  93  per  cent  of  the  doctors 
of  South  Dakota  are  general  practitioners  and 
7 per  cent  are  specialists.  Men  who  write  for 
publication,  regardless  of  tbeir  being  in  favor 
of  group  or  private  practice,  agree  that  about  90 
per  cent  of  the  ills  of  mankind  can  be  satisfac- 
torily treated  by  the  general  practitioner.  So 
South  Dakota  has  a pretty  fair  division  of  men 
- — 93  per  cent  general  practice  and  7 per  cent 
specialists ; therefore,  I think  the  state  of  South 
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Dakota  is  getting  pretty  good  service  from  its 
medical  profession. 

As  I traveled  over  the  state  from  north  to 
south  and  from  east  to  west  during  the  past 
year,  I wondered  how  the  adherents  to  group 
practice  would  satisfactorily  arrange  the  work 
of  South  Dakota  to  give  our  state  the  best  serv- 
ice. Being  a general  practitioner  myself,  I 
naturally  favor  the  man  in  general  practice.  I 
think  group  practice  may  be  the  ideal  method 
of  giving  service  to  the  states  where  there  are 
large  cities  close  together,  but  in  South  Dakota, 
with  small  towns  far  apart,  I believe  the  gen- 
eral practitioner  will  be  the  dominating  medi- 
cal man  for  the  next  generation  or  two. 

In  arranging  our  program  for  this  meeting  we 
have  tried  to  cover  the  scientific,  social  and  eco- 
nomic sides  for  the  doctors,  and  have  provided 
an  educational  feature  for  the  laity.  The  scien- 
tific side  is  the  primary  object  for  which  we 
come  together,  but  it  is  not  the  only  reason  for 
which  we  are  met.  Men  have  been  so- 
cial beings  always,  and  it  is  therefore  just  as 
important  for  the  doctors,  from  one  end  of  the 
state  to  the  other,  to  come  together  and  rub 
shoulders,  to  get  acquainted  with  each  other 
and  to  know  each  other  personally,  as  it  is  for 
the  scientific  part  of  the  program.  Our  Asso- 
ciation should  be  a strong  social  unit.  We 
should  know  each  other  personally.  We  should 
remove  as  far  as  possible  all  distrust  and  feeling 
of  suspicion  that  might  possibly  exist  among  us. 

There  are  a great  many  questions,  difficulties, 
and  differences  that  arise  in  any  Association, 
and  it  is  impossible  to  smooth  those  out  if  the 
members  and  people  who  are  involved  do  not 
know  each  other.  If  the  men  do  know  each 
other,  these  difficulties  can  easily  be  smoothed 
over. 

When  you  men  registered  at  the  door  and  re- 
ceived your  badges,  you  went  through  all  the 
formality  that  is  necessary  to  receive  a formal 
introduction  to  every  man  present.  Now  that 
the  social  barriers  are  down,  just  rub  shoulders 
and  get  acquainted,  and  we  shall  have  a much 
smoother  society  if  you  do. 

I mentioned  that  we  have  on  the  program  an 
educational  feature  for  the  public  to-night. 
There  are  some  other  educational  matters  for 
our  Association.  In  our  Association  we  have 
several  committees,  a Committee  on  Child  Hy- 
giene, one  on  the  Conservation  of  Vision,  Legis- 
lation and  Public  Policies,  Cancer,  and  several 
other  committees.  Each  of  these  is  an  educa- 
tional committee. 

The  National  Tuberculosis  Association, 


through  its  state  organization,  has  asked  the 
privilege  of  mailing  to  our  members  abstracts 
which  are  written  for  the  medical  man.  I told 
Dr.  Cook  to  send  in  the  list  of  our  members, 
and  I hope  when  these  abstracts  come  to  our 
desks  we  will  derive  some  benefit  from  the  fight 
we  are  waging  against  the  dread  disease  of  tu- 
berculosis. 

Through  educational  lines  great  advancement 
has  been  made  in  the  fight  against  this  disease, 
but  there  is  still  one  class  of  patients  which  has 
not  been  benefited  as  much  as  the  other,  and  that 
is  the  young  women  from  the  early  teens  to  the 
middle  twenties.  Young  men  of  a corresponding 
age  do  not  suffer  as  much.  That  is  one  thing 
on  which  we  can  become  educated  and  be  able 
to  solve  that  problem  later. 

Through  public  education  there  is  a big  prob- 
lem in  the  cancer  question.  The  men  in  the 
Council  and  in  the  House  of  Delegates  heard 
yesterday  the  report  of  the  Cancer  Committee. 
During  the  past  five  years  in  the  state  of  South 
Dakota  the  death  rate  from  cancer  has  not 
diminished.  Public  education  is  needed  along 
that  line. 

This  morning,  in  the  cardiac  clinic,  stress  was 
laid  upon  questions  of  heart  disease,  and  so 
forth.  There  is  a great  deal  of  education  nec- 
essary there.  We  have  a big  problem  in  educa- 
tion, not  only  education  of  the  laity,  but  educa- 
tion in  our  own  line. 

Is  the  State  Medical  Association  of  South 
Dakota  to  do  anything  more  other  than  to  have 
one  scientific  session  of  three  days’  duration 
once  a year?  Is  the  State  Medical  Association 
to  assume  the  role  of  leadership  in  educating 
the  public  along  the  line  of  medical  health  and 
public  health  ; or  are  we  to  delegate  this  propo- 
sition to  the  cults  and  to  the  laity? 

As  scientific  men,  we  have  facts  which  the 
public  should  know.  Are  we  going  to  give  them 
to  the  public?  If  so,  how  are  we  going  to  do 
it?  Are  we  going  to  use  the  newspaper,  radio, 
magazine,  or  what  system  shall  we  use  to  educate 
the  public? 

We  do  have  scientific  facts,  and  we  should 
give  them  to  the  laity,  but  I wonder  how  it 
should  be  done.  That  is  up  to  our  Society  to 
decide.  Publicity  is  a great  factor  in  promoting 
any  organization.  Medical  ethics  does  not  per- 
mit John  Doe,  M.D.,  to  advertise  in  the  maga- 
zines or  papers  in  his  own  name.  Cult  ethics 
does  permit  John  Doe,  Cultist,  to  do  this.  We, 
as  a state  society  or  as  a national  society,  would 
have  to  give  our  public  education,  whether  by 
the  press,  radio,  or  magazine,  in  the  name  of 
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scientific  medicine,  and  not  as  individuals. 

Last  month  one  of  the  lay  magazines 
through  which  I looked  contained  about  one- 
tifth  of  solid  reading  matter  and  four-fifths  of 
advertising.  I wondered  whether  the  firms 
which  use  that  magazine  for  advertising  get  any 
returns  for  the  money  spent.  It  seems  to  me 
they  must,  because  those  same  firms  use  that 
same  magazine  month  after  month  in  advertising. 

I feel  that  education  through  the  press,  radio, 
or  any  other  way,  given  in  a scientific  way,  will 
bring  back  to  us  thirty,  sixty,  or  one  hundred- 
fold what  we  put  into  it. 

There  is  another  point  in  education  which  I 
think  should  be  brought  up.  There  are  a great 
many  lay  organizations  calling  themselves  pub- 
lic health  organizations,  which  are  organized  and 
are  governed  and  run  by  the  laity.  These  or- 
ganizations overlap  each  other  many  times  and 
reduplicate  their  efforts.  There  is  one  feature 
of  that  which  I do  not  approve  (and  this  is  pure 
selfishness  on  my  part),  and  that  is  the  fact 
that  those  organizations  always  pay  the  lay 
workers  for  the  time  put  in.  They  pay  their 
stenographers,  janitors,  bell  hops,  and  everyone 
else  for  every  minute  of  time  put  in ; but  they 
ask  the  medical  man  to  contribute  his  time  free 
of  charge,  while  having  no  voice  in  the  govern- 
ment or  in  the  plan  of  work. 

I think  there  is  not  a doctor  in  the  world 
who  does  not  expect  to  do  some  charity  work. 
I think  there  is  not  a doctor  in  the  world  who 
does  not  do  charity  work.  But  I feel,  as  an 
organization,  if  they  are  going  to  ask  our  fra- 
ternity to  donate  our  services  and  the  layman 
to  donate  his,  well  and  good ; we  will  meet  him 
half  way. 

There  has  been  spoken  of  to  me  several  times 
this  year  the  subject  of  Dicking  and  of  Sollick- 
ing and  immunizing  all  the  children.  This  is  an 
age  of  preventive  medicine,  and  I am  in  full  ac- 
cord with  all  the  Dicking  and  Schicking  and  im- 
munizing you  wish  done,  but  I maintain  that  it 
should  be  done  for  a fair  standardized  fee  and 
not  for  charity,  unless  the  individual  case  hap- 
pens to  be  a true  charity  case. 

Dr.  Hohf,  in  his  address  last  year,  brought 
up  the  subject  of  protective  insurance.  It  is  im- 
possible for  any  state  organization  to  maintain 
an  adequate  insurance  fund  for  our  protection. 
The  South  Dakota  law  and  the  Minnesota  law 
provide  a two-year  limitation  period  for  the  in- 
stituting of  malpractice  suits.  At  the  past  ses- 
sion of  the  legislature  in  Minnesota  the  profes- 
sional fraternity  of  ambulance  chasers  attempted 
to  have  the  law  in  Minnesota  changed  back  to 


the  old  six-year  limitation.  1 think  there  is  none 
of  us  who  believes  he  wanted  to  do  that  for  the 
benefit  of  the  doctors.  It  is  possible  that  the 
fraternal  order  of  ambulance  chasers  of  South 
Dakota  may  possibly  do  that  same  thing  at  our 
legislature  two  years  hence.  That  will  not  be 
for  the  benefit  of  the  doctors  either. 

At  the  meeting  at  Hot  Springs  last  year  the 
Association  took  out  a master  protection  policy 
with  the  United  States  Fidelity  and  Guaranty 
Company  with  the  understanding  that  this  policy 
would  be  maintained  if  50  per  cent  of  our  mem- 
bers took  an  individual  policy  under  the  master 
policy.  I think  this  policy  provides  the  best 
protection  of  any  policy  I have  ever  examined. 

At  the  present  time  about  25  per  cent  of  the 
members  have  taken  out  individual  policies.  I 
think  during  the  year  you  have  received  appli- 
cation blanks  and  literature  from  the  company, 
but  some  of  you  have  carelessly  thrown  them  in 
the  waste  basket,  not  realizing  what  you  were 
throwing  away. 

At  the  present  time,  Mr.  D.  G.  Jenne,  the 
field  director  of  the  Guaranty  Company,  is  here 
and  will  speak  to  you  a few  moments  on  the 
policy  which  we  have  taken  out.  I should  ad- 
vise that  you  men  become  posted  on  the  sub- 
ject of  protective  insurance  while  he  is  here. 

To  the  best  of  my  knowledge,  the  question  of 
a Basic  Science  Law  came  up  for  the  first  time 
about  two  years  ago.  A year  ago  at  the  Hot 
Springs  meeting  the  legislative  bodies  decided 
it  would  be  best  to  attempt  to  pass  such  a Basic 
Science  Law.  Being  deemed  advisable  bv  the 
majority  of  the  men,  that  was  chosen  as  the 
legislative  program  for  the  past  year. 

As  our  treasury  was  about  empty,  the  Asso- 
ciation was  assessed  a five  dollar  per  capita  as- 
sessment as  a legislative  fund  to  try  to  put  across 
this  legislation.  Most  of  the  members  of  the 
Association  paid  their  assessment ; some  did  not. 
Most  of  the  individual  societies  voted  to  support 
this  measure. 

The  last  session  of  the  legislature  in  South 
Dakota  seemed  to  be  anti-everything  which  was 
sponsored  by  any  group.  The  lawyers,  the  drug- 
gists, the  chiropodists,  and  the  doctors  failed  in 
securing  their  desired  legislation,  and  the  chiro- 
practors would  have  failed  in  theirs  had  they 
brought  up  their  desired  amendment.  The 
chiropractors  wished  the  right  to  practice  ob- 
stetrics. 

The  next  cult  which  will  be  asking  for  recog- 
nition in  South  Dakota  will  be  the  naturopaths. 
This  year  they  asked  recognition  in  Minnesota 
and  were  defeated.  They  asked  for  recognition 
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in  North  Dakota  and  were  defeated  by  a vote  of 
twenty-four  to  twenty-five. 

When  I asked  what  a naturopath  was,  it  was 
told  me  something  like  this : The  chiropractors 
are  practicing  to-day  what  the  osteopaths  gave 
up  twenty-five  years  ago  as  being  worthless. 
The  naturopaths  are  a healing  cult  who  cannot 
even  pass  a chiropractic  board.  The  first  part 
of  that  definition  was  given  to  me  by  an  osteo- 
path, and  the  second  part  was  given  by  a chiro- 
practor. I am  not  giving  you  the  medical  defi- 
nition of  a naturopath,  and  that  is  not  my  per- 
sonal definition. 

Even  though  our  legislative  program  was  a 
failure  this  year,  I wish  to  thank  doubly  the 
men  who  took  the  five-dollar  gamble  and  tried 
to  put  the  measure  over.  Any  public  legislation 
needs  a lot  of  education  beforehand,  and  any 
progressive  legislation  which  we  may  try  to 
bring  up  in  the  future  will  need  a lot  of  public 
education,  and  I might  say  a lot  of  medical  edu- 
cation along  with  the  public  education. 

There  is  one  other  educational  matter  which 
I wish  to  bring  up.  A few'  years  ago  gasoline 
sold  for  ten  cents  a gallon.  The  price  was  raised 
to  twenty  cents  a gallon.  I was  informed  at  that 
time  that  the  automobile  business  was  going  out  of 
existence  because  people  would  not  pay  twenty 
cents  a gallon  to  run  around.  I understand  at 
the  present  time  that  Henry  Ford  and  General 
Motors  Corporation  are  still  making  automo- 
biles, and  there  are  more  people  riding  now  than 
there  were  when  the  gas  cost  ten  cents. 

The  Minnesota  Medical  Association  raised  its 
dues  from  ten  dollars  per  year  to  fifteen  dollars 
per  year.  Following  that  there  was  a decrease 
in  the  membership  of  the  Minnesota  Association, 
but  at  the  present  time  Minnesota  has  more 
members  under  the  fifteen-dollar  dues  than  it 
had  under  the  old  ten-dollar  dues.  Why  is 


that?  That  is  because  the  men  in  Minnesota 
realized  that  an  association  properly  financed 
can  do  more  for  them  than  one  inadequately 
financed. 

For  the  past  few  years  our  Association  has 
been  running  on  such  a close  financial  margin 
that  we  have  been  living  practically  a hand-to- 
mouth  existence.  We  could  do  little  more  than 
have  one  scientific  session  of  three  days’  dura- 
tion a year. 

At  the  Hot  Springs  meeting  last  year  the 
House  of  Delegates  raised  the  dues  from  five 
dollars  a year  to  ten  dollars  a year.  I realize 
that  is  going  to  decrease  our  membership  for 
a short  time,  but  the  men  of  South  Dakota  have 
just  as  good  business  sense  as  the  men  in  Min- 
nesota have  and  it  will  be  only  a year  or  so 
until  we  will  be  back  with  a larger  membership 
than  we  had  under  the  old  dues.  The  men  will 
realize  that  we  have  an  association  that  can  put 
across  some  progressive  work  which  we  could 
not  do  under  the  old  five-dollar  fee. 

One  other  question  has  been  asked  during  the 
year.  Where  does  the  money  of  our  Associa- 
tion go?  In  reply  to  that  I wish  to  state  that 
if  you  will  read  The  Journal-Lancet  you  will 
find  an  itemized  account  of  every  cent  of  money 
spent  in  our  Association.  Not  one  cent  of 
money  is  spent  without  orders  from  the  Council. 

In  closing,  I wish  to  thank  you  gentlemen  for 
the  honor  you  have  conferred  upon  me  and  to 
request  that  you  give  to  my  successor  j our  best, 
and  your  best  will  come  back  to  you.  I thank 
you.  (Applause.) 

President  Hopkins  took  the  chair. 

President  Hopkins:  At  this  time,  Mr.  D.  D. 
Jenne  of  the  United  States  Fidelity  and  Guar- 
anty Company  will  speak  to  you  for  about  five 
minutes  on  the  subject  of  the  master  policy. 


GROUP  PHYSICIANS’  LIABILITY  POLICY* 

By  Mr.  D.  D.  Jenne 

United  States  Fidelity  Guaranty  Company 


MINNEAPOLIS, 

Mr.  President,  Ladies  and  Gentlemen : You 
will  remember  that  at  the  last  session  of  your 
State  Association  at  Hot  Springs,  your  Associa- 
tion adopted  in  general  assembly  the  Group 
Physicians’  Liability  defense  policy  offered  bv 
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South  Dakota  State  Medical  Association  at  Mitchell,  S.  D., 
May  7-9,  1929. 


MINNESOTA 

my  company,  the  LTnited  States  Fidelity  and 
Guaranty  Company  of  Baltimore,  Maryland. 

In  consideration  of  expecting  to  write  eventu- 
ally a large  volume  of  this  business  by  covering 
at  least  fifty  per  cent  of  the  members  under  this 
policy,  and  because  of  the  reduced  expense  of 
handling  on  a wholesale  basis  such  volume,  a re- 
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duction  in  rate  over  the  individual  form  was 
made,  the  amount  of  policy  coverage  was 
doubled  in  order  to  meet  modern  conditions,  and 
the  policy  written  on  the  broadest  form  the  com- 
pany writes. 

A master  policy  was  then  deposited  with  your 
secretary,  Dr.  Cook,  and  individual  certificates 
were  mailed  to  those  members  who  took  advan- 
age  of  the  pro  rata  cancellation  of  their  old  in- 
dividual policies  with  us  and  to  those  who  ap- 
plied for  the  certificates  when  their  policies  with 
other  companies  expired. 

The  master  policy  was  dated  September  1, 
1928,  and  since  then  eight  months  have  elapsed. 
To  date  we  have  but  seventy-eight  members  who 
have  taken  advantage  of  this  opportunity.  This 
is  20  per  cent  of  an  approximate  membership  of 
382  doctors.  At  the  rate  we  are  going  we  should 
have  at  the  end  of  the  policy  year  but  117  mem- 
bers, or  30  per  cent  of  the  Association  member- 
ship. 

We  hasten  to  say  that  we  are  not  discouraged 
over  these  results  to  date,  though  they  are  not 
quite  up  to  our  expectations.  We  realize  it  takes 
time  to  develop  a proiect  of  this  kind,  that  there 
are  many  considerations  involved,  and  some 
practical  difficulties  in  reaching,  selling,  and  per- 
suading to  definite  action  many  members  who 
are  scattered  over  far-flung  territorv.  We  ap- 
preciate that  the  hearty  efforts  of  the  Associa- 
tion’s officers  and  members  in  this  behalf  are 
also  bound  to  meet  with  many  similar  difficulties. 

To  date,  however,  we  are  not  much  better  off 
than  we  were.  We  have  cancelled  higher  pre- 
miums to  write  at  lower  rates  approximately 
fifty  policies  we  already  had  on  the  individual 
plan,  have  broadened  our  coverage  and  doubled 
our  liability  under  each  policy,  in  consideration 
of  but  approximately  twenty-five  more  policies 
than  we  had  to  start  with. 

Now,  of  course,  there  are  many  of  you  whose 
policies  with  other  companies  have  not  expired 
as  yet  and  who  intend  to  come  in.  There  are 
some  of  you  who  are,  and  will  have  to  be,  writ- 
ten under  hospital  liability  policies  with  us  in 
some  cases,  whose  coverage  will  not  show  up 
under  this  group  plan. 

We  are  convinced,  however,  after  canvassing 
the  situation  more  thoroughlv,  that  there  are 
many  members,  especially  in  the  smaller  towns, 
who  do  not  carry  protection  of  this  kind  and 
who  do  not  realize  that  we  have  new  conditions 
with  us  that  have  taught  people  to  look  for 
damages  where  they  never  thought  of  them  in 
vears  gone  by,  and  where,  through  the  automo- 
bile, we  are  subject  to  the  necessity  of  often  ad- 


ministering to  transients  and  strangers.  Deal- 
ing with  the  general  public  in  such  a delicate 
capacity  as  life  and  limb  may  subject  one’s  sav- 
ings and  professional  reputation  to  needless 
jeopardy  from  groundless  attacks.  Peace  of 
mind,  skillful  legal  defense,  and  adequate  pro- 
tection against  damages  can  be  had  for  a few 
cents  a day  and  constitute  a legitimate  charge 
against  the  cost  of  doing  business. 

There  is  one  other  factor  that  may  be  retard- 
ing the  response  to  this  group  policy,  the  extent 
of  which  it  is,  of  course,  impossible  to  estimate 
in  its  effects.  The  speaker  did  not  intend  to 
bring  up  this  subject  to-day,  except  in  a general 
way,  although  we  have  had  abundant  cause  for 
doing  so. 

On  account,  however,  of  a newspaper  clip- 
ping, the  speaker  obtained  yesterday  in  Sioux 
Falls,  in  which  your  Insurance  Commissioner 
strongly  declared  the  position  of  the  department 
and  himself  regarding  unlicensed  and  unquali- 
fied companies  publicly  in  the  press,  I feel  at 
liberty  to  make  some  statement  regarding  an  un- 
licensed mail  order  company. 

First,  let  me  say  that  it  is  extremely  distaste- 
ful to. any  representative  of  our  company  to 
have  to  criticize  the  methods  of  a competitor. 
Our  sense  of  sportsmanship  makes  our  sym- 
pathies with  the  under  dog  in  such  instances. 
However,  when  we  have  met  all  the  conditions 
imposed  by  your  insurance  department  for  your 
protection  and  are  conducting  our  business  on  a 
highly  ethical  and  reciprocal  basis  and  then  are 
attacked  by  booklets  and  letters  through  the  mail 
in  your  state  containing  statements  which  are 
not  true,  and  in  some  cases  are  libelous,  it  is 
high  time  to  say  something. 

For  our  competitors  who  write  this  class  of 
insurance  and  have  qualified  to  do  business  in 
this  state  in  a manner  to  protect  its  citizens  as 
deemed  proper  by  the  insurance  authorities,  we 
say  “More  power  to  them  if  they  can  give  better 
service  than  we  can.”  I have  here  a newspaper 
article  from  the  April  25,  1929,  issue  of  the. 
Argus  Leader  of  Sioux  Falls,  South  Dakota, 
in  which  the  commissioner,  expressing  himself 
particularly  with  regard  to  a certain  unauthor- 
ized company,  gives  his  attitude  generally  to- 
ward unauthorized  companies. 

The  following  are  excerpts  from  this: 

Pierre,  April  25.  “Purchase  of  insurance  from 
unauthorized  companies  not  under  the  supervision 
of  the  South  Dakota  insurance  department  nor 
amenable  to  the  regulations  of  the  statutes  of  this 
state  was  warned  against  to-day  by  D.  C.  Lewis, 
state  insurance  commissioner.  * * * 

“Citizens  of  South  Dakota  who  purchase  insurance 
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from  unauthorized  companies  are  simply  paying 
their  money  and  taking  a chance  that  settlement 
will  be  made  according  to  contract  in  case  of  loss 
(the  insurance  commissioner  cautioned).  Unauthor- 
ized companies  are  not  under  the  supervision  of 
this  department,  nor  are  they  amenable  to  any  of 
the  rules  and  regulations  prescribed  by  statute.  As 
a usual  thing  such  companies  would  be  unable  to 
qualify  under  the  financial  requirements  of  the 
South  Dakota  laws  and  therefore  have  to  obtain 
business  by  mail  within  this  state.  Companies  of 
this  nature  pay  no  taxes  within  the  state.  If  suit 
should  have  to  be  brought  on  a policy  issued  by 
companies  of  this  kind,  the  insured  would  be  com- 
pelled to  go  to  the  home  state  of  the  unauthorized 
company  to  bring  the  action  and  would,  thereby, 
be  denied  the  privilege  of  using  the  South  Dakota 
courts.  * * * 

“The  commissioner  hopes  that  the  people  of  South 
Dakota  are  well  enough  versed  in  insurance  matters 
that  they  will  not  be  duped  by  so-called  cheap  in- 
surance, but  will  continue  to  purchase  their  insur- 
ance of  all  classes  from  duly  licensed  agents  of  au- 
thorized admitted  companies.” 

We  think  it  highly  proper,  however,  that  a 
company  which  has  complied  with  insurance 
regulations  should  have  a chance  to  protect  itself 
from  mail  order  assault  containing  untrue  impli- 
cations and  conclusions  from  a company  which 
does  not  dare  step  into  this  state  or  on  this  plat- 
form to  solicit  your  insurance  and  is  not  subject 
to  insurance  department  regulations  at  all. 

Seeing  their  business  going  glimmering  in 
South  Dakota,  they  have  attacked  your  group 
policy,  alleging  that  it  contains  provisions  which 
it  does  not,  and  that  you  are  penalized  by  having 
this  coverage,  generally  discouraging  group  in- 
surance and  insisting  you  would  be  far  better 
off  with  their  individual  policy ; that  we  are  not 
capable  of  giving  the  expert  service  you  need, 
and  so  forth,  this  being  but  a mere  sideline  which 
we  cannot  properly  handle. 

Gentlemen,  one-half  of  our  professional  lia- 
bility assureds  are  written  under  group  policies 


and  have  been  so  written  in  some  cases  for 
thirteen  years.  If  this  were  not  satisfactory  to 
both  parties  it  could  not  endure.  As  our  side- 
line, as  they  call  it,  we  write  over  one-half  the 
volume  of  business  that  they  write  in  their  en- 
tirety, and  this  is  handled  by  men  just  as  expert. 

While  we  have  filed  our  answer  to  these  at- 
tacks with  your  Secretary,  Dr.  Cook,  we  have 
not  publicly  answered  the  attack  in  published 
form,  but  we  probably  shall  shortly.  We  have 
seen  this  company  broaden  its  coverage  and  ad- 
vertise publicly  to  cover  the  physicians  against 
acts  considered  criminal,  such  as  slander,  libel, 
and  assaults,  and  which  have  been  disapproved 
or  discontinued  by  the  insurance  departments  of 
New  York,  Michigan,  and  Minnesota  already  as 
against  public  policy.  Under  the  broad  interpre- 
tation of  malpractice  by  the  courts,  such  alleged 
acts  are  covered  if  they  arise  out  of  professional 
services,  but  they  may  not  be  advertised  because 
insurance  to  cover  defined  criminal  acts  may  not 
be  sold  or  solicited  in  these  states. 

In  closing,  I wish  to  say  that  our  company 
pays  to  the  doctors  of  South  Dakota  for  medical 
treatment  under  compensation  insurance  each 
year  enough  money  in  round  figures  to  reim- 
burse, to  an  appreciable  extent,  all  the  doctors 
for  their  physicians’  liability  premiums.  This 
is,  of  course,  earned  by  the  doctors,  and  we  can 
pay  only  such  amounts  as  are  prescribed  by  law, 
but  our  competitor  contributes  nothing  in  this 
way,  or  through  taxes  and  commissions,  to 
agents  in  support  of  the  community.  When  you 
see  a townsman  going  to  another  place  for  medi- 
cal treatment,  you  may  know  how  your  local 
insurance  man  feels  when  he  sees  you  buying 
mail  order  insurance. 

This  is  your  policy,  gentlemen,  and  we  hope 
you  will  all  work  to  support  it  so  it  can  be  suc- 
cessfully continued  on  a mutually  profitable 
basis. 
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DISTRICT  AND  COUNTY  ROSTER 


ABERDEEN  DISTRICT  MEDICAL  SOCIETY— NO.  1 


PRESIDENT 

Lundquist,  C.  G.  Leola 

SECRETARY 

Mayer,  R.  G.  - Aberdeen 

Adams,  J.  F. Aberdeen 

Ahlfs,  J.  J.  Conde 

Aldrich,  H.  H. _Roscoe 

Allen,  J.  M. Rosholt 

Alway,  J.  D.  Aberdeen 

Alway,  R.  D.  ..Aberdeen 

Baer,  T.  H. Timber  Lake 

Bates,  W.  A Aberdeen 

Bloemendaal,  G.  L ...Cresbard 

Brenckle,  J.  F. Northville 

Bruner,  J.  E. Frederick 

Calene,  J.  L —Aberdeen 

Cook,  J.  F.  D. Langford 

Cooley,  F.  H. Redfield 

Countryman,  G.  E —Aberdeen 

Crain,  C.  F. Redfield 

Crain,  F.  M.  Redfield 

Creamer,  Frank  H.  Dupree 

Curtis,  J.  E. Lemmon 


Dinsmore,  W.  E. 

Dunn,  J.  E 

Elward,  L.  R.  

Farrell,  W.  D 

Freyberg,  F.  YV. 

George,  W.  A.  

Gerdes,  O.  H.  

Herman,  H.  J.  

Hill,  Robert 


Jackson,  E.  B .... 

Johnston,  M.  C.  

Jones,  T.  D. 

Katz,  O.  W. 


Claremont 

Groton 

_Ashton 

.Aberdeen 

Aberdeen 

Selby 

Eureka 

W ebster 

Ipswich 

-Aberdeen 

Aberdeen 

Bowdle 

Seneca 


Keegan,  Agnes  

King,  H.  I 

King,  Owen  __ 

Kraushaar,  F.  J.  O. 
Kutnewsky,  J.  K. 

Larson,  A.  J 

Lavery,  C.  J.  

Lowe,  C.  E 

Lundquist,  C.  G. 
McCarthy,  P.  V. 
Mayer,  R.  G.  


Aberdeen 

Aberdeen 

Aberdeen 

Aberdeen 

Redfield 

Mobridge 

_ Aberdeen 

Mobridge 

Leola 

Aberdeen 

Aberdeen 


Miller,  Frank  Aberdeen 

Murdy,  B.  C. Aberdeen 

Murdy,  R.  C. Aberdeen 

Murphy,  T.  \V. Pierpont 

Olson,  C.  L McIntosh 

Olson,  C.  O. Groton 

Pittenger,  E.  A. Aberdeen 

Potter,  Geo.  W. Redfield 

Ramsey,  E.  T.  Clark 

Rannev,  T.  P -Aberdeen 

Rice,  R.  B. Britton 

Sarchet,  G.  A.  -Mobridge 

Sargent,  C.  E.  Isabel 

Schmidt,  I.  H Faulkton 

Stephens,  E.  E -Eureka 

Twining,  G.  H.  Mobridge 

Walker,  J.  F Bison 

Weishaar,  C.  H.  Aberdeen 

White,  W.  E Ipswich 

Whiteside,  J.  D.  -Aberdeen 

Whitney,  G.  F Faulkton 

Whitney,  L.  D -Aberdeen 

Wilson,  R.  D Aberdeen 

Zachritz,  G.  F.  Faulkton 


WATERTOWN  DISTRICT  MEDICAL  SOCIETY— NO.  2 


PRESIDENT 

Paulson,  A.  J -Watertown 

SECRETARY 

Richards,  G.  H Watertown 

Bartron,  H.  J.  Watertown 

Bates,  J.  S. Clear  Lake 

Brown,  H.  R Watertown 

Crandell,  W.  G.  - Hot  Springs 

Crawford,  J.  H.  Watertown 

Christenson,  A.  H Clark 


Freeburg,  H.  M. Watertown 

Hammond,  M.  J.  Watertown 

Johnson,  A.  Einar Watertown 

Kenney,  H.  T.  Watertown 

Koren,  Finn  Watertown 

Lockwood,  J.  H.  Henry 

McIntyre,  P.  S.  Bradley 

Magee,  W.  G —Watertown 

Martin,  P.  T.  -Gary 

Nagle,  J.  R Watertown 


Parsons,  H.  C.  Watertown 

Richards,  G.  H.  Watertown 

Rowe,  A.  N -Esteline 

Scallin,  P.  R Clark 

Sherwood,  H.  W.  Doland 

Tarbell,  H.  A.  Watertown 

Vaughn,  J.  B Castlewood 

Williams,  C.  A.  Doland 


MADISON  DISTRICT  MEDICAL  SOCIETY— NO.  3 


PRESIDENT 

Miller,  H.  A Brookings 

SECRETARY 

Westaby,  J.  R. Madison 

Baughman,  D.  S. Madison 

Brimmer,  K.  W. Volga 

Engelson,  C.  J. Brookings 

PIERRE 

PRESIDENT 

Martin,  H.  B Harold 

SECRETARY 

Robbins,  C.  E.  Pierre 


Green,  B.  T.  Brookings 

Hickman,  G.  L.  Bryant 

Hoagland,  C.  C.  Madison 

Jordan,  L.  E.  Chester 

Lee,  J.  O Canton 

Miller,  H.  A. Brookings 

Sherwood,  C.  E Madison 

DISTRICT  MEDICAL  SOCIETY 

Hart,  B.  M.  Onida 

McLaurin,  A.  A.  Pierre 

Martin,  H.  B Harro'd 

Morrisey,  R.  J —Minneapolis 

Northrup,  F.  A. Pierre 


Stoll,  A.  H.  Brookings 

Tillisch,  H.  Brookings 

Torwick,  E.  E.  -Volga 

Westaby,  J.  R.  Madison 

Westaby,  R.  S. Madison 

Whitson,  G.  E ...Coleman 

Youtz,  H.  L ...Brookings 

NO.  4 

Riggs,  T.  F.  Pierre 

Robbins,  C.  E Pierre 

Stout,  Trent  E. Pierre 

Verley,  E.  L.  -Midland 


HURON  DISTRICT  MEDICAL  SOCIETY— NO.  5 


PRESIDENT 

Hagin,  J.  C.  Miller 

SECRETARY 

Griffith,  W.  H.  Huron 

Buchanan,  R.  A. Wessington 

Cogswell,  M.  E. Wolsey 

Gregory,  D.  A. Miller 

Griffith,  W.  H. Huron 


Grosvenor,  L.  N.  Huron 

Hagin,  J.  C.  Miller 

Launspach,  G.  W.  Huron 

McKie,  J.  F -Wessington 

Mattlock,  W.  L.  Huron 

Paddleford,  J.  F.  Miller 

Saxton,  W.  H.  Huron 

Saylor,  H.  L.  Huron 

Scheib,  A.  P.  Hitchcock 


Sewell,  H.  D. Huron 

Shirley,  J.  C.  Huron 

Sigler,  G.  V. Highmore 

Sprague,  B.  H. Huron 

Taylor,  E.  B. Huron 

Thomas,  Benj.  —.Huron 

Tschetter,  J.  S.  l_ Huron 

Wood,  T.  J.  Huron 

Wright,  O.  R. Huron 
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MITCHELL  DISTRICT  MEDICAL  SOCIETY— NO.  6 


PRESIDENT 
Young,  E.  M 

Mitchell 

Crawford,  R.  A.  _ 
Delaney,  W.  A. 

Dick,  L.  C.  

Gifford  A.  T 

Chamberlain 

Mitchell 

Llovd,  J.  H 

McClellan,  S A 

......Mitchell 

SECRETARY 

Mabee,  O.  T 

Mitchell 

.Spencer 

Alexandria 

Mabee,  O.  J.  

Mannion  T E 

Mitchell 

Averv,  P 

Mitchell 

Gillis,  F.  D. 

Hoyne,  A.  H. 

Mitchell 

Maytum,  W.  J.  . 
Pavne  R T-T 

Alexandria 

Ball,  W.  R.  

Mitchell 

Hunt,  Wm 

Murdo 

Stewart,  F H 

Beukelman,  W.  H 

Stickney 

Tenkinson,  H.  E.. 

—Wess.  Sprgs. 

Tobin,  F.  J 

.Parkston 

Bobb,  B.  A 

Mitchell 

Tones,  A.  L 

Corsica 

Tobin,  L 

Bobb,  C.  S 

Mitchell 

Tones,  E.  W 

Mitchell 

T reon  F 

Boyd,  F 

Armour 

Kelly,  R.  A 

Mitchell 

Case,  T.  T 

Delmont 

Kenton,  C.  B.  ..._ 

...Artesian 

Waldner,  I.  L.  . 

Parkston 

Cochran  F.  B 

Plankinton 

Kimble,  O.  A. 

Murdo 

Young,  E.  M.  __ 

Mitchell 

SIOUX  FALLS  DISTRICT  MEDICAL  SOCIETY— NO.  7 


PRESIDENT 

Rider,  A.  S -Flandreau 

SECRETARY 

Pankow,  L.  J.  Sioux  Falls 

Baldwin,  G _ Sioux  Falls 

Billion,  T.  J.  Sioux  Falls 

Billingsley,  P.  R Sioux  Falls 

Bliss,  P.  D Colton 

Brandon,  P.  E Sioux  Falls 

Cottam,  G.  G Sioux  Falls 

Craig,  D.  W.  Sioux  Falls 

De  Vail,  F.  C.  Garretson 

Donahoe,  S.  A.  Sioux  Falls 

Eagan,  J.  B.  _Dell  Rapids 

Egan,  M.  H.  Sioux  Falls 


Ericksen,  O.  C Sioux  Falls 

Fisk,  R.  R.  Flandreau 

Forsberg,  C.  W.  Sioux  Falls 

Gregg,  J.  B.  ... Sioux  Falls 

Groebner,  Otto  H.,  Sioux  Falls 

Grove,  A.  F.  Dell  Rapids 

Hannon,  L.  J.  Hartford 

Hanson,  O.  L.  _Valley  Springs 

Hummer,  H.  R. Canton 

Lamb,  H.  H Sioux  Falls 

Meyer,  H.  C.  E. Sioux  Falls 

Moe,  A.  J.  Sioux  Falls 

Mullen,  R.  W.  Sioux  Falls 

Nessa,  N.  J.  Sioux  Falls 

Nilsson,  F.  C. Sioux  Falls 

Opheim,  O.  V.  Sioux  Falls 


Pankow,  L.  J.  Sioux  Falls 

Parke,  L.  L Canton 

Perkins,  E.  L.  _Sioux  Falls 

Putnam,  E.  D Sioux  Falls 

Reagan,  R.  Sioux  Falls 

Rider,  A.  S.  Flandreau 

Roberts,  W.  P. Sioux  Falls 

Sackett,  R.  F.  Parker 

Stegeman,  S.  B.  Salem 

Stenberg,  E.  S Sioux  Falls 

Stern,  M.  A.  Sioux  Falls 

Stevens,  G.  A Sioux  Falls 

Van  Demark.  G.  E.  Sioux  Falls 

Vaughn,  L.  B Hurley 

Zimmerman,  Goldie  Sioux  Falls 


YANKTON  DISTRICT  MEDICAL  SOCIETY— NO.  8 


PRESIDENT 

Klima,  H Tyndall 

SECRETARY 

Hohf,  J.  A.  Yankton 

Abts,  F.  J.  Yankton 

Adams,  G.  S Yankton 

Albertson,  G.  R Vermillion 

Beall,  L.  F.  Irene 

Berry,  S.  G.  Tyndall 

Bigler,  Lottie  G. —Yankton 

Blezek,  F.  M Tabor 

Bright,  H.  F.  Elk  Point 

Brookman,  L.  J.  Vermilion 

Burkland,  P.  R.  Vermilion 


Bushnell,  Wm.  F Elk  Point 

Christensen,  E.  M Tripp 

Crecelius,  H.  A. Lakeport,  Cal. 

Cruickshank,  T.  Vermilion 

Duguid,  J.  O.  Springfield 

Freshour,  I.  M. Yankton 

Frink,  R.  P.  Wagner 

Hohf,  J.  A.  Yankton 

Hohf,  S.  M.  Yankton 

Isaac,  J.  P Freeman 

Johnson.  G.  E.  Avon 

Joyce,  E Hurley 

Kalavjian,  D.  S Parker 

Kauffman,  E.  J.  Marion 


Keeling,  C.  M Springfield 

Klima,  H.  Tyndall 

Landmann,  G.  A.  Scotland 

Leighton,  I.  W.  Scotland 

Moore,  F.  A.  Lesterville 

Morehouse,  E.  M. Yankton 

Pfister,  F.  Webster 

Smith,  E.  C. Yankton 

Stansbury,  E.  M. Vermilion 

Swett,  C.  H Wagner 

Trierweiler,  J.  E Yankton 

Willhite,  F.  V.  - Redfield 

Wipf,  A.  A.  -Freeman 


BLACK  HILLS  DISTRICT  MEDICAL  SOCIETY— NO.  9 


PRESIDENT 

Lindner,  E.  R Hot  Springs 

SECRETARY 

Stewart,  J.  L.  Lead 

Bilger,  F.  W _ Hot  Springs 

Chassell,  J.  L.  Belle  Fourche 

Crane,  H.  L.  L’Oryra,  Peru,  S.  A. 

Doyle,  T.  I ...Rapid  City 

Ewald,  P.  P.  Lead 

Fleeger,  R.  B ...Lead 

Geyerman,  P.  F.  Deadwood 

Hargens,  C.  W.  Hot  Springs 


Heinemann,  A.  A. 

Wasta 

Hodges,  V.  R 

Lead 

Hmve,  F S 

Deadwood 

Ince,  H.  T.  T.  _ 

Rapid  Citv 

Tacksnn,  A S 

Lead 

fackson,  R.  I 

Rapid  City 

jernstrom,  R.  E.  - 
Lister,  F.  E 

Rapid  City 

Faith 

Mattox,  N F. 

T pad 

Merdanian,  S.  K 

Oelrichs 

Mills,  G.  W.  . ... 

Wall 

Mintv,  F.  W 

...  Rapid  Citv 

Mitchell,  Fred  L. 

Newell 

Morse,  W.  E.  Rapid  City 

Morsman,  C.  F _Hot  Springs 

Newby,  H.  D.  Rapid  City 

O’Toole,  T.  F.  New  Underwood 

Radusch,  Freda Rapid  City 

Rogers,  J.  S.  __ _ Hot  Springs 

Ruud,  H.  O.  Hot  Springs 

Stewart,  T.  T -Lead 

Threadgold,  J.  O.,  Belle  Fourche 

Walsh,  J M. Rapid  City 

Walters,  C.  A. Belle  Fourche 

Young,  Blaine  A.  Hot  Springs 


ROSEBUD  DISTRICT  MEDICAL  SOCIETY—  NO.  10 


PRESIDENT 

Carmack,  A.  C.  Colome 

SECRETARY 

Overton,  R.  V. Winner 


Bryant,  F.  A.  Herrick 

Carmack,  A.  O.  Colome 

Kenaston,  H.  R. Bonesteel 

Malster,  R.  M.  Carter 

Matousek,  W.  J.  Gregory 


Overton,  R.  V. Winner 

Ouinn,  R.  J.  Burke 

Salladay,  I.  R. White  River 

Wilson,  F.  D. Winner 


Bouza,  F.  E. 


.White  River 
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KINGSBURY  DISTRICT  MEDICAL  SOCIETY— NO.  11 


PRESIDENT 

Jamieson,  G.  V. DeSmet 

SECRETARY 

Stockdale,  C.  P. Erwin 

Bostrom,  A.  E. De  Smet 


Butler,  C.  A.  _ —Lake  Preston 

Cowgill,  C.  H.,  Hunt.  Pk.,  Cal. 

Demarce,  C Oldham 

Dyar,  B.  A.  De  Smet 

Gross,  D.  W Iroquois 

Grove,  E.  H _ Arlington 


Hopkins,  N.  K.  Arlington 

Irvine,  G.  B .Ternpe,  Ariz. 

Jamieson,  G.  V.  De  Smet 

Rae,  H.  B Wheatland,  Wyo. 

Scanlon,  D.  L.  Volga 

Stockdale,  C.  P.  Ethan 


WHETSTONE  VALLEY  DISTRICT  MEDICAL  SOCIETY— NO.  12 


PRESIDENT  Church,  E.  O. Big  Stone  City  Jacotel,  J.  A Milbank 

Jacotel,  J.  A.  Milbank  Flett,  Chas.  Milbank  Lowthain,  G.  W—Helena,  Mont. 

secretary  Harris,  H.  G.  Wilmot  Peabody,  H.  C. Webster 

Flett,  Chas.  Milbank  Hawkins,  A.  P Waubay  Peabody,  P.  D. Webster 

Hedemark,  T.  A.  Revillo 

Brown,  A.  E. Webster 


MINER  DISTRICT  MEDICAL  SOCIETY— NO.  13 


president  Amsberry,  A.  L.  Carthage  Feige,  C.  A -Canova 

Burman,  G.  E.  Carthage  Barthell,  J.  F.  ...Howard  Hauge,  L.  J.  ...Howard 

secretary  Burman,  G.  E.  Carthage 

Feige,  C.  A.  Canova 


ALPHABETICAL  ROSTER 


Abts,  F.  J.  Yankton 

Adams,  G.  S.  Yankton 

Adams,  J.  F.  _ Aberdeen 

Ahlfs,  J.  J.  _Conde 

Albertson,  G.  R. Vermillion 

Aldrich,  H.  H Roscoe 

Allen,  J.  M. Rosholt 

Alwav,  J.  D.  Aberdeen 

Alway,  R.  D Aberdeen 

Amesberry,  A.  L.  __ Carthage 

Avery,  P _Iowa  City,  Iowa 

Baer,  T.  H. Timberlake 

Baldwin,  G.  Sioux  Falls 

Ball,  W.  R.  Mitchell 

Barthell,  J.  F. Howard 

Bartron,  H.  J.  Watertown 

Bates,  J.  S.  Clear  Lake 

Bates,  W.  A. -.Aberdeen 

Baughman,  D.  S. Madison 

Beall,  L.  F.  Irene 

Berry,  S.  G. Tyndall 

Beukelman  , W.  H.  Stickney 

Bigler,  Lottie  G. Yankton 

Billion,  T.  J.  Sioux  Falls 

Billingsley,  P.  R.  —Sioux  Falls 

Bilger,  F.  W —Hot  Springs 

Blezek,  F.  M.  Tabor 

Bliss,  P.  D.  Colton 

Bloemendaal,  G.  L Cresbard 

Bobb,  B.  A Mitchell 

Bobb,  C,  S.  Mitchell 

Bostrom,  A.  E.  De  Smet 

Bouza,  F.  E.  White  River 

Boyd,  F —Armour 

Brandon,  P.  E. Sioux  Falls 

Brenckle,  J.  F.  Northville 

Bright,  H.  F Elk  Point 

Brimmer,  K.  W Volga 

Brookman,  L.  J.  Vermilion 

Brown,  A.  E Webster 

Brown,  H.  R.  Watertown 

Bruner,  J.  E.  Frederick 

Bryant,  F.  A.  Herrick 

Buchanan,  R.  A. Wessington 

Burkland,  P.  R Vermilion 

Burman,  G.  E.  Carthage 

Bushnell,  Wm.  F.  Elk  Point 


Butler,  C.  A _Lake  Preston 

Calene,  J.  L Aberdeen 

Carmack,  A.  U.  Colome 

Case,  T.  J Delmont 

Chassell,  J.  L.  -Bellefourche 

Christenson,  A.  H.  Clark 

Christensen,  E.  M _ -Tripp 

Church,  E.  O. Big  Stone  City 

Cochrane,  F.  B -Plankinton 

Cogswell,  M.  E .Wolsey 

Cook,  J.  F.  D.  Langford 

Cooley,  F.  H Redfield 

Cottam,  G.  G —Sioux  Falls 

Countryman,  G.  E Aberdeen 

Cowgill,  C.  H.,  Huntington,  Cal. 

Craig,  D.  W.  Sioux  Falls 

Crain,  C.  F.  Redfield 

Crain,  F.  M.  Redfield 

Crane,  H.  L.,  LaOroya.Peru,  S.A. 

Crandell,  W.  G -Hot  Springs 

Crawford,  J.  H.  Watertown 

Crawford,  R.  A —Chamberlain 

Creamer,  F.  H.  Dupree 

Crecelius,  H.  A -Volin 

Cruickshank,  T. Vermilion 

Curtis,  J.  E -Lemmon 

De  Vail,  F.  C Garretson 

Delaney,  W.  A Mitchell 

Demarce,  C Oldham 

Dick,  L.  C Spencer 

Dinsmore,  W.  E.  Claremont 

Donahoe,  S.  A.  Sioux  Falls 

Doyle,  J.  I Rapid  City 

Duguid,  J.  O.  Springfield 

Dunn,  J.  E.  Groton 

Dyar,  B.  A.  De  Smet 

Eagan,  J.  B.  Dell  Rapids 

Egan,  M.  H.  Sioux  Falls 

Elward,  L.  R - -Ashton 

Engelson,  C.  J.  Brookings 

Erickson,  O.  C.  Sioux  Falls 

Ewald.  P.  P.  Lead 

Farrell,  W.  D Aberdeen 

Feige,  C.  A.  —Canova 

Fisk,  R.  R Flandreau 

Fleeger,  R.  B.  Lead 

Flett,  Chas.  Milbank 


Forsberg,  C.  W -Sioux  City 

Freeburg,  H.  M.  Watertown 

Freshour,  I.  M Yankton 

Freyberg,  F.  W.  Aberdeen 

Frink,  R.  P Wagner 

George,  W.  A.  . — Selby 

Gerdes,  O.  H.  -Eureka 

Geyerman,  P.  F Hot  Springs 

Gifford,  A.  J Alexandria 

Gillis,  F.  D.  Mitchell 

Gregg,  J.  B —Sioux  Falls 

Gregory,  D.  A Miller 

Green,  B.  T Brookings 

Griffith,  W.  H.  Huron 

Groebner,  Otto  H.,  Sioux  Falls 

Gross,  D.  W Iroquois 

Grosvenor.  L.  N -Huron 

Grove,  A.  F.  Dell  Rapids 

Grove,  E.  H -Arlington 

Hagin,  J.  C.  Miller 

Hague,  L.  J Howard 

Hammond,  M.  J -Watertown 

Hannon,  L.  J -Hartford 

Hanson,  O.  L.  — Valley  Springs 

Hargens,  C.  W.  Hot  Springs 

Harris,  H.  G.  Wilmot 

Hart,  B.  M Onida 

Hawkins,  A.  P.  Waubay 

Hedemark,  T.  A Revillo 

Heinemann,  A.  A.  Wasta 

Herman,  H.  J.  Webster 

Hickman,  G.  L.  Bryant 

Hill  Robert  Ipswich 

Hoagland,  C.  C.  Madison 

Hodges,  V.  R ..Lead 

Hohf,  J.  A. Yankton 

Hohf,  S.  M Yankton 

Hopkins,  N.  K.  Arlington 

Howe,  F.  S. Deadwood 

Hoyne,  A.  H Salem 

Hummer,  H.  R.. Canton 

Hunt,  Wm Murdo 

Ince,  H.  J.  T.  Rapid  City 

Irvine,  G.  B.,  Lake.  City,  Minn. 

Isaac,  J.  P. Freeman 

Jackson,  A.  S.  Lead 
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Jackson,  E.  B.  —Aberdeen 

Jackson,  R.  J Rapid  City 

Jacotel,  J.  A.  Milbank 

Jamieson,  G.  V.  De  Smet 

Jenkinson,  H.  E.  _.._Wess.  Sprgs. 

Jernstrom,  R.  E.  Rapid  City 

Johnson,  A.  Einar  Watertown 

Johnson,  G.  E.  Avon 

Johnston,  M.  C Aberdeen 

Jones,  A.  L Corsica 

Jones,  E.  W.  Mitchell 

Jones,  T.  D. Bowdle 

Jordan,  L.  E.  Chester 

Joyce,  E.  Hurley 

Kalayjian,  D.  S. Parker 

Katz,  O.  W. Seneca 

Kauffman,  E.  J.  -Marion 

Keegan,  Agnes  Aberdeen 

Keeling,  C.  M.  Springfield 

Kelly,  R.  A Mitchell 

Kenaston,  H.  R.  Bonesteel 

Kenney,  H.  T Watertown 

Kenton,  C.  B.  Artesian 

Kimble,  O.  A _Murdo 

King,  H.  I Aberdeen 

King,  Owen  Aberdeen 

Klima,  H.  Tyndall 

Koren,  Finn  Watertown 

Kraushaar,  F.  J — Aberdeen 

lvutnewsky,  J.  K.  Redfield 

Lamb,  H.  H. Sioux  Falls 

Landmann,  G.  A.  Scotland 

Larson,  A.  J.  Mobridge 

Launspach,  G.  W. Huron 

Lavery,  C.  J.  Aberdeen 

Lee,  J.  O Canton 

Leighton,  I.  W.  Scotland 

Lister,  F.  E. Faith 

Lloyd,  J.  H Mitchell 

Lockwood,  J.  H.  Henry 

Lowe,  C.  E Mobridge 

Lowthian,  G.  W.,  Helena,  Mont. 

Lundquist,  C.  G. Leola 

McCarthy,  P.  V.  Aberdeen 

McClellen,  S.  I Kimball 

McIntyre,  P.  S.  —Bradley 

McKie,  J.  F Wessington 

McLaurin,  A.  A. Pierre 

Mabee,  O.  J.  Mitchell 

Magee,  W.  G. Watertown 

Malster,  R.  M.  Carter 

Mannion,  J.  E Platte 

Martin,  H.  B Harrold 

Martin,  P.  T.  Gary 

Matousek,  W.  J.  Gregory 

Mattlock,  W.  L.  Huron 

Mattox,  N.  E.  Lead 

Mayer,  R.  G.  Aberdeen 

Maytum,  W.  J Alexandria 

Mcrdanian,  S.  K.  OeTrichs 

Meyer,  H.  C.  E. Sioux  Falls 
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Miller,  Frank  Aberdeen 

Miller,  H.  A. Brookings 

Mills,  G.  W. Wall 

Minty,  F.  W. Rapid  City 

Mitchell,  Fred  L.  Newell 

Moe,  A.  J. Sioux  Falls 

Moore,  F.  A. Yankton 

Morehouse,  E.  M.  Yankton 

Morrisey,  R.  J Ft.  Pierre 

Morse,  W.  E.  Rapid  City 

Morsman,  C.  F.  Hot  Springs 

Mullen,  R.  W.  Sioux  Falls 

Murdy,  B.  C —Aberdeen 

Murdy,  Robert  C. Aberdeen 

Murphy,  T.  W.  Pierpont 

Nagle,  J.  R.  Watertown 

Nessa,  N.  J. Sioux  Falls 

Newby,  H.  D. Rapid  City 

Nilsson,  F.  C. Sioux  Falls 

Northrup,  F.  A.  Pierre 

O’Toole,  T.  F.  New  Underwood 

Olson,  C.  L.  McIntosh 

Olson,  C.  O Groton 

Opheim,  O.  V.  Sioux  Falls 

Overton,  R.  V. Winner 

Paddleford,  J.  F.  -Miller 

Pankow,  L.  J.  Sioux  Falls 

Parke,  L.  L.  Canton 

Parsons,  H.  C.  Watertown 

Payne,  R.  H Tripp 

Peabody,  H.  C. Webster 

Peabody,  P.  D.  Webster 

Perkins,  E.  L.  Sioux  Falls 

Pfister,  F.  Webster 

Pittenger,  E.  A.  -Aberdeen 

Potter,  Geo.  W.  Redfield 

Putnam,  E.  D. Sioux  Falls 

Quinn,  R.  J.  Burke 

Radusch,  Freda  J.  Rapid  City 

Rae,  Harold  B.,  Wheatley,  Wyo. 

Ramsey,  E.  T.  Clark 

Ranney.  T.  P.  Aberdeen 

Reagan,  R.  Sioux  Falls 

Rice,  D.  B. Britton 

Richards,  G.  H. Watertown 

Rider,  A.  S.  Flandreau 

Riggs,  T.  F Pierre 

Robbins,  C.  E.  Pierre 

Roberts,  W.  P.  Sioux  Falls 

Rogers,  J.  S. Hot  Springs 

Rowe,  A.  N Esteline 

Ruud,  H.  O Hot  Springs 

Salladay,  I.  R. White  River 

Sackett,  R.  F.  Parker 

Sarchet,  G.  A.  Mobridge 

Sargent,  C.  E.  Isabel 

Saxton,  W.  H Huron 

Saylor,  H.  L.  Huron 

Scallin,  P.  R.  Clark 

Scanlon,  D.  L. Volga 

Scheib,  A.  P Hitchcock 


Schmidt,  I.  H. Faulkton 

Sewell,  H.  D.  Huron 

Sherwood,  C.  E. Madison 

Sherwood,  H.  W. Doland 

Shirley,  J.  C.  Huron 

Sigler,  G.  V.  Highmore 

Smith,  F\  C.  \ ankton 

Sprague,  B.  H.  Huron 

Stansbury,  E.  M -Vermilion 

Stegeman,  S.  B.  Salem 

Stenberg,  E.  S -Sioux  Falls 

Stephens,  E.  E Eureka 

Stern,  M.  A.  Sioux  Halls 

Stewart,  F.  H.  Kimball 

Stewart,  J.  L.  Nemo 

Stevens,  G.  A.  Sioux  Falls 

Stockdale,  C.  P. Erwin 

Stoll,  A.  H.  Brookings 

Stout  Trent  Pierre 

Swett,  C.  H. Wagner 

Tarbell,  H.  A.  Watertown 

Taylor,  E.  B.  Huron 

Thomas,  Benj.  Huron 

Threadgold,  J.  O.,  Belle  Forche 

Tillisch,  H.  Brookings 

Tobin,  F.  J Parkston 

Tobin,  L Mitchell 

Torwick,  E.  E.  Volga 

Treon,  F.  Chamberlain 

Trierweiler,  J.  E.  Yankton 

Tschetter,  J.  S.  Huron 

Twining,  G.  H. Mobridge 

Unruh,  B.  H.  Emery 

Van  Demark,  G.  E.  Sioux  Falls 

Vaughn,  J.  B. Castlewood 

Vaughn,  L.  B. Hurley 

Verley,  E.  L.  Midland 

Waldner,  J.  L.  Parkston 

Walker,  J.  F.  Bison 

Walsh,  J.  M.  Rapid  City 

Walters,  C.  A.  —Belle  Fourche 

Weishaar,  C.  H.  Aberdeen 

Westaby,  J.  R.  Madison 

Westaby,  R.  S.  Madison 

White,  W.  E.  Ipswich 

Whitney,  G.  F. — Faulkton 

Whitney,  L.  D.  Aberdeen 

Whiteside,  J.  D.  Aberdeen 

Whitson  G.  E. Colman 

Willhite,'  F.  V.  Redfield 

Williams,  C.  A.  Doland 

Wilson,  F.  D.  Winner 

Wilson,  R.  D Aberdeen 

Wipf,  A.  A.  Freeman 

Wood,  T.  J.  Huron 

Wright,  O.  R Huron 

Young,  B.  A.  Hot  Springs 

Young,  E.  M Mitchell 

Youtz,  H.  L.  Brookings 

Zachritz,  G.  F.  Faulkton 

Zimmerman,  Goldie  Sioux  Falls 
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NEWS  ITEMS 


Dr.  J.  R.  Ostfield  has  moved  from  Bowdle, 
S.  D..  to  Hosmer,  S.  D. 

The  American  Legion  Hospital  at  Fargo,  N. 
D.,  was  dedicated  last  month. 

Dr.  Carl  J.  Holman  has  moved  from  Mankato, 
Minn.,  to  Los  Angeles,  Calif. 

Dr.  Charles  W.  Hughes,  of  the  Veteran’s 
Bureau  at  Fort  Snelling,  has  left  for  Chicago  to 
take  over  a new  assignment. 

The  Community  Hospital  of  Underwood,  S.  D., 
was  dedicated  last  month.  The  Ladies’  Auxil- 
iary had  charge  of  the  exercises. 

Dr.  V.  J.  LaRose,  of  Bismarck,  N.  D.,  accom- 
panied by  his  wife  and  two  daughters,  has  gone 
to  Europe  for  a visit  of  four  months. 

Dr.  Wilfred  F.  Lowe,  of  Grand  Forks,  N.  D., 
a recent  graduate  of  Rush,  was  married  last 
month  to  Miss  Esther  Mary  Ortondahl,  of  Alden, 
Minn. 

The  honorary  degree  of  Doctor  of  Science 
was  conferred  upon  Dr.  W.  J.  Mayo,  of  the 


Mayo  C linic,  by  Northwestern  University  last 
month. 

Dr.  John  W.  Keyes,  who  graduated  at  the 
Medical  School  of  the  U.  of  M.  last  month,  will 
become  associated  with  his  father,  Dr.  E.  D. 
Keyes,  of  Winona. 

Dr.  W.  W.  Adson,  neurologist,  of  the  Mayo 
Clinic,  has  been  appointed  a member  of  the 
Minnesota  State  Board  of  Medical  Examiners  bv 
Governor  Christianson. 

Dr.  Alano  Pierce,  of  Kansas  City,  Mo.,  has 
become  a member  of  the  Northwest  Clinic,  of 
Minot,  N.  D.,  as  an  associate  of  Dr.  Paul  H. 
Rowe  in  the  Department  of  Internal  Medicine. 

Dr.  G.  E.  VanDeMark,  of  Sioux  Falls,  S.  D., 
has  gone  to  Europe  to  attend  the  international 
meeting  of  Orthopedic  Surgeons,  to  meet  in  Lon- 
don this  month.  He  will  remain  in  Europe  a 
couple  of  months. 

After  practicing  in  Minnesota  for  forty  years, 
the  past  fifteen  in  Minneapolis,  Dr.  Scott  Searles 
has  turned  his  radium  and  laboratory  equipment 
over  to  the  Murphy  Laboratories  and  plans  to 
enjoy  a well-earned  vacation. 

The  fund  given  by  the  late  A.  M.  Miller  to 
Duluth  for  the  establishment  of  a free  hospital 
has  been  tied  up  in  the  courts  for  several  years 
and  has  increased  from  $238,000  to  $827,000.  It 
may  soon  be  open  for  hospital  use. 

Dr.  and  Mrs.  N.  L.  Werner,  of  Red  Wing, 
Minn.,  announce  the  marriage,  on  June  5,  of  their 
daughter,  Cora  Adeline,  to  Dr.  Willard  C.  Peter- 
son, of  Minneapolis.  Dr.  and  Mrs.  Peterson  will 
live  at  2801  Park  Ave.,  Minneapolis. 

Dr.  Oliver  T.  Leiser,  of  Anaconda,  Mont., 
died  last  month  at  the  age  of  /9.  He  was  prom- 
inent in  business  and  social  circles  as  a pioneer 
and  was  the  first  physician  in  the  countv  of 
Deer  Lodge  in  which  Anaconda  is  located. 

Dr.  Walter  H.  I de,  of  Minneapolis,  has  pur- 
chased the  X-ray  department  of  the  Minneapolis 
Clinical  Association,  of  which  he  has  been  di- 
rector for  the  past  three  years.  Dr.  Leo  G. 
Rigler  retains  his  position  in  the  laboratory  as 
consulting  roentgenologist. 

It  has  been  shown  by  carefully  collected  data 
that  the  cost  of  attendance  at  the  two-year  course 
of  the  South  Dakota  Medical  School,  at  Vermil- 
lion, S.  D.,  is  53  per  cent  lower  that  the  average 
cost  of  attendance  at  other  such  schools  in  the 
country,  and,  we  may  add,  no  better  work  is 
done  in  any  such  schools. 
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Dr.  Charles  S.  McVicar,  of  the  Mayo  Clinic, 
died  on  June  29,  at  the  age  of  49.  Dr.  McVicar 
studied  medicine  at  the  Western  Medical  College 
of  London,  Ontario,  for  two  years  and  he  studied 
at  Toronto  LTniversitv,  graduating  in  the  class  of 
1907.  He  then  studied  eighteen  months  in  the 
Sick  Children’s  Hospital  of  Toronto  and  six 
months  in  the  Manhattan  Hospital  of  New  York. 
He  held  other  important  teaching  positions,  and 
joined  the  Mayo  Staff  at  Rochester  in  1920.  At 
the  time  of  his  death  he  was  chief  surgeon  of  the 
gastroenterology  department  of  the  Clinic. 


Camp  Release  District  Medical  Society 

The  Society  met  in  a midsummer  session  in  Ram- 
sey State  Park  at  Redwood  Falls,  Minn.,  July  first, 
1929,  at  2 p.  m.,  with  President  A.  A.  Passer  pre- 
siding. 

Inasmuch  as  the  University  extension  course  had 
so  recently  been  concluded  it  was  decided  to  make 
the  meeting  one  for  a general  good  time  as  well 
as  profitable. 

Dr.  J.  T.  Ohlmacher,  Professor  of  Bacteriology 
and  Pathology,  Medical  School  of  the  University  of 
South  Dakota,  at  Vermillion,  gave  a splendid  ad- 
dress on  the  subject  of  “Preventive  medicine  in  the 
light  of  modern  scientific  knowledge.” 

Dr.  C.  M.  Anderson,  associate  in  the  department 
of  Ear,  Nose,  and  Throat  of  the  Mayo  Clinic,  pre- 
sented his  subject  “Sinusitis  in  relation  to  general 
medicine,”  in  a very  illuminatingj  as  well  as  enter- 
taining, manner. 

After  these  discussions  golf  and  other  entertain- 
ments were  indulged  in  until  the  Ladies’  Auxiliary 
had  a long  table  spread  for  sixty  and  the  hungry  doc- 
tors and  families  did  ample  justice  to  the  bountiful 
repast. 

Drs.  H.  B.  Cole,  W.  A.  Brand,  Tlios.  Flinn,  and 
Bernerd  Flinn  (all  of  Redwood  Falls)  were  the  en- 
tertaining hosts  of  this  meeting. 

L.  J.  Holmberg,  M.D. 

Secretary 
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Injection  Treatment  of  Internal  HF.MORRHOins.  By 
Marion  C.  Pruitt,  M.D.,  L.R.C.P.,  S.  (Ed)  F.r'- 
C.S.  (Ed)  F.A.C.S.  Associate  in  Surgery,  Medical 
Department  Emory  University,  Georgia  Baptist 
Hospital  and  Grady  Hospital;  Proctologist  Davis- 
Fischer  Sanitarium  and  Anti-Tuberculosis  Asso- 
ciation; formerly  Resident  Surgeon,  Westminster 
Hospital,  London,  England;  Lieutenant  Tempo- 
rary and  Honorary  Commission  R.A.M.C.;  Major, 
U.S.M.C.  Illustrated.  The  C.  V.  Mosby  Co.,  St. 
Louis,  Mo.  Price,  $3.00. 

The  opening  chapter  gives  definitions  of  hemor- 
rhoids and  the  distinction  between  hemorrhoids  and 
piles.  The  author  feels  that  “pile”  is  a better  word 
than  hemorrhoids,  as  all  hemorrhoids  do  not  bleed 
but  all  are  associated  with  swelling.  A brief  re- 
view of  the  surgical  anatomy  is  given. 


A chapter  is  devoted  to  “Etiology  and  Prophy- 
laxis;” and  occupation  age,  sex,  heredity,  and  habits 
are  considered  Relative  to  prophylaxis  the  value 
of  a moderate  digestible  diet  and  avoidance  of  alco- 
holic stimulants  and  highly  seasoned  foods  is  con- 
sidered and  the  great  importance  of  regular  habits 
and  avoidance  of  drastic  purgatives  and  the  removal 
of  sources  of  local  pressure. 

The  classification  of  hemorrhoids  as  to  internal, 
external  and  the  different  types  under  these  head- 
ings is  well  explained.  Diagnosis  is  made  on  symp- 
toms and  examination. 

A chapter  is  devoted  to  the  history  of  the  injec- 
tion treatment  of  internal  hemorrhoids  and  the 
change  of  opinion  as  to  the  value  of  this  method. 
The  various  solutions  used  in  this  treatment  are 
given  with  remarks  as  to  the  technic,  preparation 
and  after-care.  The  changes  produced  by  these  in- 
jections are  explained,  and  cases  examined  histo- 
logically are  cited.  The  advantages,  disadvantages, 
contra-indications,  complications,  and  a comparison 
of  the  value  of  this  procedure  with  the  surgical  re- 
moval and  the  Whitehead  operation  are  given.  The 
treatise  is  ended  by  reports  of  case  histories. 

This  book  gives  a summary  of  this  method  of 
treatment  an  dbrings  out  its  value  as  wel'  as  the 
dangers  which  may  be  encountered,  when  not  prop- 
erly applied.  Anyone  interested  in  this  subject  can 
obtain  in  a few  hours  reading  a good  idea  of  i his 
method  of  treatment  of  internal  hemorrhoids. 

— J.  K.  Anderson,  M.D. 

Wanted  to  Rent 

A small  hospital,  fully  equipped.  Address  627, 
care  of  this  office. 

For  Sale  or  Rent 

A 6-room  modern  California  bungalow  with  3-car 
garage  at  Island  Park,  Phelps  Island,  Lake  Minne- 
tonka. No  finer  location.  Phone  Colfax  9124  be- 
fore 8 a.  m.,  or  write  Louis  Cussler,  Jr.,  4015  Colfax 
Ave.  So.,  Minneapolis,  Minn. 

Unopposed  Practice  for  Sale 

In  a town  of  500  in  Southeastern  Minnesota.  Will 
sell  at  inventory  price  of  equipment  at  fair  discount. 
Seven  to  ten  thousand  cash  business.  One  of  the 
best  agricultural  and  dairy  sections  of  the  state.  Ad- 
dress 624,  care  of  this  office. 

Wanted — Physician 

Wanted — Physician  to  take  over  well-established 
practice,  recently  vacated  by  sudden  death  of  doc- 
tor. Big  territory,  good  schools  and  churches. 
Young  married  or  middle-aged  man  preferred.  Some 
equipment  may  be  bought  very  reasonable  if  re- 
quired. Address  Rexall  Store,  Powers  Lake,  N.  D. 

Physician  Wanted 

Wanted  a young  physician,  graduate  of  a class  A 
School,  to  assist  an  established  physician  in  Minne- 
sota, town  of  3,000;  hospital  facilities  and  a large 
rural  practice.  Catholic  preferred;  start  on  salary 
with  partnership  in  view  if  services  are  satisfactory. 
An  excellent  opportunity  for  the  right  man.  Ad- 
dress 628,  care  of  this  office. 


'I  ftp? 

Journal- Lancet 


Represents  the  Medical  Profession  of 

Minnesota,  North  Dakota,  South  Dakota,  and  Montana 

The  Official  Journal  of  the 

North  Dakota  and  South  Dakota  State  Medical  Associations 

PUBLISHED  TWICE  A MONTH 


New  Series 
Vol.  XLIX,  No.  15 


Minneapolis,  August  1,  1929 


Per  Copy,  10c 
A Year,  $2.00 


PROBLEMS  IN  VASCULAR  SURGERY* 

By  G.  De  Takats,  M.D.,  M.S.,  F.A.C.S. 

Assistant  Professor  of  Surgery,  Northwestern  University  Medical  School 

CHICAGO,  ILLINOIS 


Surgery  of  to-day  shows  a very  definite  trend 
of  development.  Anatomical  studies,  methods  of 
approach  are  established  to  a degree  which  per- 
mits only  of  an  occasional  improvement.  Patho- 
logical changes  which  take  place  in  the  tissues 
attacked  by  surgery  are  studied  as  a routine  in 
all  hospital  laboratories.  But  the  functional 
changes  which  diseased  organs  undergo  or  which 
result  from  the  loss  of  an  organ  are  only  recently 
receiving  more  widespread  attention.  And  yet 
it  is  through  these  tests  of  function  that  the  sur- 
geon can  gauge  the  type  and  amount  of  surgery 
that  fits  the  individual  case.  Urological  surgery 
to-day  is  unthinkable  without  kidney-function 
tests ; the  surgery  of  biliary  passages  has  been 
greatly  benefited  by  cholecystography  and  liver 
function1  tests ; the  effect  of  thyroidectomies  is 
delicately  controlled  by  estimations  of  the  basal 
metabolic  rate. 

In  the  case  of  vascular  surgery,  the  topographic 
relations  of  vessels,  and  the  special  technic  of 
blood-vessel  sutures  has  been  carefully  worked 
out  by  investigators.  Only  quite  recently,  how- 
ever, has  attention  been  drawn  to  adequate  tests 
of  circulation.  To  be  sure  certain  crude  methods 
were  generally  used  to  determine  the  circulatory 
embarrassment  of  a part.  Finer  methods  were, 
and  are,  being  developed  as  an  adjunct  to  the 
surgeon’s  clinical  judgment,  as  to  when  and  how 
the  restoration  of  function  can  be  most  efficiently 
accomplished. 

•Presented  at  the  annual  meeting  of  the  Sioux  Valley  Medi- 
cal Association,  at  Sioux  Falls,  S.  D.,  June  25,  1929. 


Such  functional  tests,  however,  should  be 
simple  and  clinical.  While  complicated  labora- 
tory methods  may  have  their  value  in  furthering 
a better  understanding  of  the  underlying  funda- 
mental principles,  they  may  develop  into  such 
proportions  and  dimensions  that  the  surgeon 
must  needs  become  a laboratory  man  or  a some- 
what dazed  and  mystified  individual  whose  lab- 
oratory technician  reports  a maze  of  undigested 
or  totally  incomprehensible  data. 

For  the  last  three  years  our  clinic  at  North- 
western University  has  attempted  to  work  out 
a few  simple  circulatory  tests,  which  can  be  em- 
ployed by  anyone,  without  complicated  or  costly 
laboratory  equipment.  Of  course,  being  a re- 
search institution,  we  have  not  neglected  more 
complicated  procedures.  I will  elucidate  some  of 
the  problems  with  the  help  of  a few  case  reports. 

The  level  of  amputation  in  vascular  diseases. — - 
This  is  one  of  the  problems  which  confronts  all 
of  us.  When  and  where  to  amputate  have  been 
questions  that  have  always  been  of  great  interest 
to  the  profession.  In  this  respect  the  three  main 
forms  of  vascular  disease,  namely,  arterioscle- 
rotic, diabetic,  and  juvenile  gangrene,  can  really 
be  dealt  with  under  one  heading.  Diabetic  gan- 
grene is  really  based  on  arteriosclerosis,  except 
that  perhaps  one  can  always  be  more  conserva- 
tive in  the  former  than  in  the  latter.  Juvenile 
gangrene,  Buerger’s  disease,  endarteritis  obliter- 
ans, thromboangiitis  obliterans  are  a group  of  ill 
defined  and  not  thoroughly  understood  diseases. 
From  a purely  practical  standpoint  the  surgeon 
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is  interested  in  the  amount  of  circulation  present 
in  the  extremity,  or,  better  expressed,  in  the 
adequacy  of  inflow  and  outflow  in  the  part. 

It  is  well  known  that  the  obstruction  to  a large 
vessel  will  favor  the  development  of  collateral  cir- 
culation. It  is  then  on  the  status  of  this  collateral 
circulation  that  our  interest  should  be  focused. 
A development  of  collateral  circulation  will  be 
of  course  dependent  on  the  site  of  obstruction 
(whether  above  or  below  an  important  branch), 
but  chiefly  on  the  condition  of  the  small  arteries, 
the  arterioles.  Are  they  available,  can  they  di- 
late, or  are  their  walls  rigid,  or  are  they  throm- 
bosed? 

It  is  of  course  possible  to  see  minute  vessels 
with  the  capillary  microscope.  But  the  capillary 
microscope  only  gives  you  a snapshot  of  a resting 
condition,  not  that  of  functional  activity.  Be- 
sides it  can  be  used  only  on  limited  parts  of  the 
body.  In  order  to  produce  vasodilation,  to  test 
the  flexibility  of  the  vessel  wall  and  at  the  same 
time  to  prove  the  presence  of  available  fresh 
blood  in  the  given  extremity,  we  have  used  his- 
tamine for  a test  of  circulation.  If  histamine 
acid  phosphate  in  a 1 : 1,000  dilution  is  placed  on 
the  skin,  and  a fine  hypodermic  needle  punctures 
the  epidermis  through  this  drop,  a very  character- 
istic reaction  develops  within  5 minutes  and  in- 
creases in  intensity  to  15  minutes.  The  skin  is 
raised  up  in  the  form  of  a wheal,  and  a bright- 
red  flare  develops  around  it.  This  is  due  to  an 
active  vasodilation  of  the  minute  vessels  of  the 
skin.  The  reaction  is  very  similar,  if  not  identi- 
cal, with  a mosquito  bite.  It  gradually  fades 
away  after  fifteen  minutes.  Anything  that  will 
interfere  with  blood  flow,  like  a blood-pressure 
cuff  pumped  above  systolic  blood  pressure,  any 
drug  which  produces  a spasm  of  the  minute  ves- 
sels, like  adrenaline,  will  prevent  the  occurrence 
of  the  normal  histamine  reaction.  On  the  lower 
extremity  of  a normal  individual,  if  such  hista- 
mine flares  are  elicited  above  the  knee,  below  the 
knee,  at  the  middle  of  the  calf,  and  at  the  ankle, 
there  is  usually  a slight  delay  of  the  reaction  at 
the  ankle.  But  an  absence  of  such  a flare  shows 
conclusively  to  the  naked  eye  that  either  the  skin 
vessels  are  unable  to  dilate  or  that  there  is  no  in- 
flow of  blood  from  above.  In  either  case,  the 
cutaneous,  collateral  circulation  is  insufficient. 

With  the  help  of  this  test  we  have  not  only 
been  able  to  determine  the  proper  level  of  am- 
putation by  selecting  the  level  at  which  a normal 
histamine  response  was  obtained,  but  were  also 
able  to  diagnose  early  pregangrenous  stages  of 
arterial  occlusion.  The  advantages  of  recogniz- 


ing such  cases  at  a stage  when  the  extremity  is 
only  cold  and  pale,  but  not  gangrenous,  is  self- 
evident.  Conservative  operations  can  be  under- 
taken, two  of  which,  periarterial  sympathectomy 
and  vein  ligation,  will  be  discussed  later. 

Through  the  courtesy  of  Dr.  R.  W.  McNealy 
we  were  able  to  check  the  results  of  the  histamine 
test  with  a very  precise  instrument,  the  oscillo- 
meter, and  we  found  that  for  practical  purposes 
the  histamine  gave  all  the  necessary  information, 
and  corresponded  to  the  findings  of  the  oscillo- 
meter. 

Measurements  of  shin  temperature. — The  in- 
flow of  arterial  blood  can  also  be  estimated  with 
readings  of  skin  temperature.  With  the  help  of 
a thermocouple-galvanometer,  readings  up  to  0.1 
of  a centigrade  can  be  obtained.  For  practical 
purposes  an  ordinary  thermometer  with  readings 
from  80  to  104  degrees  of  Fahrenheit  will  suf- 
fice. A pledget  of  moist  cotton  covered  with 
sheet  rubber  and  fastened  with  adhesive  tape  is 
used  to  cover  the  thermometer,  which  is  placed 
on  symmetrical  parts  of  the  extremities.  A de- 
crease of  temperature  on  one  side  will  signify 
naturally  a poorer  circulation.  According  to  the 
suggestion  of  George  Brown  it  is  also  possible 
to  determine  whether  such  poor  circulation  is  of 
organic  or  spastic  nature.  Following  the  injec- 
tion of  foreign  protein,  the  vessel  spasm  is  tem- 
porarily relieved,  and  a marked  increase  in  tem- 
perature takes  place.  If  the  occlusion  is  organic 
the  increase  in  temperature  will  not  be  apparent. 

Tests  of  venous  circulation. — In  this  connec- 
tion several  problems  present  themselves  of  which 
we  will  discuss  only  those  with  a direct  practical 
bearing.  The  first — the  question  of  oxygen  satu- 
ration.— Normally  venous  blood  carries  from  six- 
teen to  twelve  per  cent  oxygen.  This  may  be  in- 
creased or  diminished  under  pathological  condi- 
tions. A definite  increase  in  oxygen  content 
must  mean  an  abnormal  arteriovenous  communi- 
cation. This  may  be  present  in  an  arteriovenous 
communication  due  to  trauma  or  syphilis,  or  it 
may  be  present  in  a fairly  rare  form  of  diffuse 
multiple  communications  between  arteries  and 
veins,  which  occur  on  a congenital  basis  and  are 
usually  diagnosed  as  varicose  veins  or  heman- 
giomata. The  oxygen  content  may  be  de- 
creased in  venous  blood  in  case  of  venous  stasis, 
such  as  occurs  in  cardiac  failure  or  in  local  ve- 
nous obstruction.  The  surgeon  is  of  course  pri- 
marily interested  in  the  latter  condition.  In  vari- 
cose veins  the  oxygen  content  of  the  stagnating 
blood  is  very  low.  Thus  an  explanation  is  fur- 
nished of  the  poor  nutritional  state  of  the  tissues 
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and  the  advantage  to  be  gained  by  interrupting 
the  abnormal  venous  backflow. 

While  the  determination  of  the  oxygen  con- 
tent requires  a Van  Slyke  apparatus,  for  practical 
purposes  the  color  of  the  withdrawn  blood  read- 
ily informs  us  of  the  amount  of  oxygen-satura- 
tion. In  two  cases,  both  of  which  will  be  re- 
ported here,  the  diagnosis  of  arteriovenous  com- 
munication could  be  made  on  the  bright-red  color 
of  the  venous  blood. 

Venous  pressure  determination. — Of  the  sev- 
eral factors  that  influence  venous  pressure,  such 
as  the  capillary  pressure,  the  sucking  action  of 
the  thorax,  the  blood  volume  and  muscular  con- 
tractions, the  hydrostatic  pressure,  that  is,  the 
amount  of  blood  resting  on  the  vein,  is  partic- 
ularly important  in  the  veins  of  the  lower  ex- 
tremity. The  difference  of  level  from  the  right 
heart  is  felt  if  the  valves  are  insufficient,  the 
erect  position  will  throw  a large  volume  of  blood 
into  the  unprotected  veins.  Anything  that  will 
obstruct  the  venous  back  flow,  such  as  an  old 
thrombosis,  a pelvic  tumor,  a pregnant  uterus, 
will  increase  venous  pressure.  There  is  a fun- 
damental difference  between  varicose  veins, 
where  the:  high  venous  pressure  of  the 

erect  position  becomes  normal  in  the  hori- 
zontal position,  and  between  the  veins  which 
develop  as  the  result  of  venous  obstruction 
where  the  pressure  is  high  and  where  the  veins 
do  not  diminish,  in  size  even  if  the  patient  lies 
down.  It  is  possible  to  measure  the  venous  pres- 
sure by  connecting  the  vein  with  a manometer 
or  by  measuring  it  indirectly  with  an  apparatus 
constructed  by  Eyster.  Both  have  been  used 
in  our  clinic.  For  practical  purposes,  however, 
we  recommend  the  following  simple  tests,  which 
furnish  prompt  information  as  to  the  state  of 
venous  circulation : 

1.  The  Trendelenburg  test. — The  patient’s  leg 
is  elevated,  and  the  veins  emptied  as  much  as 
possible.  The  fact  alone,  that  the  veins  do  not 
empty  readily,  may  lead  to  the  suspicion  that 
we  are  not  dealing  with  uncomplicated  varicose 
veins.  Next  the  long  saphenous  vein  is  com- 
pressed, close  to  the  saphenofemoral  junction, 
and  the  patient  asked  to  stand  up.  There  are 
two  possibilities : either  the  veins  below  the  com- 
pression do  not  fill,  or  only  fill  slowly  from  be- 
low, or  the  veins  fill  up  suddenly  in  spite  of  the 
proximal  compression.  In  releasing  the  com- 
pression the  veins  may  suddenly  fill  from  above, 
or  their  filling  may  remain  unchanged.  The  fact 
that  the  veins  remain  collapsed  during  saphenous 
compression  is  our  best  indicator  that  the  com- 


munications between  deep  and  superficial  cir- 
culation are  intact  and  that  their  valves  do  not 
permit  any  reflux.  I f the  veins  fill  up  suddenly 
in  spite  of  proximal  compression,  the  incoming 
blood  must  enter  from  the  deep  veins,  thus  in- 
dicating valvular  insufficiency  of  the  communi- 
cating vessels.  Finally  the  sudden  filling  from 
above  after  releasing  the  compression,  means 
insufficiency  of  the  saphenous  valves. 

2.  The  test  of  Perthes. — The  patient’s  thigh 
is  constricted  with  a towel  so  as  to  obstruct  the 
saphenous  vein  without  obstructing  the  deep  cir- 
culation. A blood-pressure  cuff  inflated  to  20 
millimeters  of  mercury  can  also  be  used.  The 
patient  now  is  made  to  bend  and  extend  his 
knee  vigorously  for  about  ten  times.  The  veins 
will  now  diminish  in  size,  owing  to  the  sucking 
and  pumping  of  the  calf  muscles.  When  the 
pressure  above  is  released  the  inflowing  blood 
which  can  be  seen  to  dilate  the  veins  or  palpated 
with  two  fingers,  will  correspond  to  the  amount 
of  blood  which  has  been  carried  away  to  the 
deep  veins.  If  the  veins  remain  unchanged  dur- 
ing and  after  muscular  exercise,  we  may  assume 
that  there  is  obstruction  in  the  deep  veins,  and 
that  the  superficial  dilatations  are  due  to  an  over- 
flow of  blood. 

These  two  tests  then  inform  us  concerning  the 
following  points : 

1.  Is  there  a marked  decrease  in  pressure 
when  the  saphenous  vein  is  obstructed? 

2.  Is  there  a definite  reflux  of  blood  from  the 
deep  veins  into  the  saphenous  district? 

3.  Is  the  deep  circulation  patent  or  is  it  ob- 
structed ? 

To  illustrate  the  clinical  application  of  the 
above  described  tests  and  to  demonstrate  some 
of  the  therapeutic  possibilities,  the  following 
cases  are  presented  in  abstract.  (Lantern  slides.) 

Case  1 — E.  M.,  56  years  old,  has  had  intermittent 
claudication  for  one  year.  Later  a numbness  and 
tingling  appeared  in  the  left  leg.  When  first  seen 
there  was  no  pulsation  of  any  of  the  vessels  of  the 
foot  and  a questionable  pulsation  in  the  left  popli- 
teal space.  The  Wassermann  reaction  was  negative 
in  both  the  blood  and  the  spinal  fluid.  The  blood  sug- 
ar was  normal.  X-ray  films  revealed  sclerotic  ves- 
sels of  both  feet  and  lower  legs.  Diathermy  and 
baking  was  advised,  but  the  pain  on  walking  re- 
mained unrelieved.  The  histamine  test  indicated  an 
almost  entire  absence  of  collateral  circulation  on 
the  left  side.  Two  months  later  he  presented  him- 
self with  a dark  blue  cyanotic  fourth  toe  on  the 
left  side  and  an  inability  to  walk  even  a few  steps 
without  excruciating  pain.  A ligation  of  the  left 
popliteal  vein  was  done  under  infiltration  anesthesia. 
Immediately  following  the  operation  the  tempera- 
ture of  the  operated  side  rose  above  the  other  side 
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and  remained  elevated  for  three  weeks.  The  cyan- 
osis of  the  fourth  toe  disappeared  on  the  second  day. 
Two  weeks  after  the  operation  patient  was  able  to 
walk  six  flights  of  stairs  without  pain.  Six  months 
after  the  operation  the  circulation  still  continues  to 
be  adequate.  He  is  a night  watchman  and  is  on 
his  feet  a great  deal.  The  histamine  response  im- 
proved on  the  operated  side. 

The  ligation  of  the  popliteal  vein  in  an  early 
case  of  arteriosclerotic  gangrene  uncomplicated  by 
ulceration,  edema  or  phlebitis  has  produced  an  im- 
provement which  has  lasted  at  least  over  six  months. 
Further  close  follow  up  will  determine  the  ultimate 
outcome  of  this  case. 

Case  2. — Mrs.  L.  H.  K.,  58  years  old,  has  had  en- 
larged veins  on  the  left  forearm  and  hand  ever  since 
childhood.  She  remembers  a definite  fall,  to  which 
she  attributes  the  appearance  of  these  veins.  Re- 
current attacks  of  phlebitis,  with  phlebolith  forma- 
tion, throbbing  pain,  when  the  arm  hangs  down,  and 
painful  keloid  scars  from  two  previous  operations, 
were  her  main  complaints.  In  two  previous  opera- 
tions prominent  surgeons  excised  some  of  these 
veins,  and  the  radial  artery  was  tied.  At  examina- 
tion, the  patient  revealed  marked  hypertension  and 
mild  diabetes.  A large  number  of  saccular  dilata- 
tions on  the  left  hand  and  forearm  were  found.  A 
sample  of  blood  from  one  of  these  bluish  veins  re- 
vealed arterial  blood  with  a high  oxygen  content, 
which  made  the  diagnosis  of  arteriovenous  commu- 
nication imperative.  At  operation  under  local  anes- 
thesia the  old  keloid  scars  were  excised.  The  ulnar 
artery  was  exposed  above  the  wrist  and  followed 
into  the  deep  palmar  arch.  It  was  excised  in  a 
length  of  8 centimeters  with  multiple  communica- 
tions to  the  ulnar  vein.  The  circulation  of  the 
hand  remained  satisfactory  in  spite  of  the  fact  that 
both  the  radial  and  the  ulnar  arteries  were  tied. 
She  slowly  regained  the  use  of  her  hand  which  had 
been  kept  in  a sling  and  bandage  for  over  twenty 
years.  Four  months  after  the  operation,  she  was 
able  to  play  golf. 

A case  of  multiple  congenital  arteriovenous  com- 
munications, undiagnosed,  and  not  adequately  treat- 
ed is  presented.  The  condition  is  usually  very  ex- 
tensive and  leads  to  amputation.  In  this  case  the 
progress  of  the  disease  has  been  seemingly  arrested, 
although  the  ultimate  outcome  is  still  dubious. 

Case  3. — T.  L.,  31  years  old,  has  had  a stiffness  in 
all  joints  three  years  ago,  diagnosed  rheumatism. 
Later  an  increasing  sclerosis  of  the  skin  on  both 
hands,  forearms,  and  over  ankles  developed.  Ulcers 
developed  on  the  left  third  finger  and  above  both 
ankles.  Sharp  shooting  pain  of  both  hands  ap- 
peared a little  later,  particularly  when  exposed  to 
cold  or  when  the  arm  hangs  down.  The  skin  be- 
came diffusely  sclerotic  elsewhere.  A diagnosis  of 
diffuse  scleroderma  with  Raynaud  symptoms  was 
made,  and  a removal  of  the  left  stellate  and  second 
thoracic  sympathetic  ganglion  was  done  by  the  dor- 
sal approach.  Following  the  operation  the  temper- 
ature of  the  side  operated  on  increased,  as  com- 
pared with  the  other  side.  The  fingers  lost  some 
of  their  stiffness.  The  ulcers  healed.  An  active 
physiotherapy  was  started.  Later  an  injection  of 
alcohol  was  made  from  the  seventh  cervical  to  the 


fourth  dorsal  ganglion  on  the  right  side.  While  the 
scleroderma  is  not  influenced,  the  sensitiveness  to 
cold  and  dependent  posture  disappeared.  The  pa- 
tient is  under  observation  and  further  operations  are 
contemplated. 

A case  of  scleroderma  with  Raynaud  symp- 
toms is  presented.  A dorso-cervical  sympath- 
ectomy residted  in  marked  improvement  of  this 
incurable  disease.  The  vascidar  component  has 
been  beneficially  influenced. 

Case  4 — Margaret  R.,  26  years  old,  has  had  a 
very  marked  swelling  of  both  legs  following  child- 
birth. Later  ulcers  developed  over  the  left  external 
and  right  internal  ankle.  Both  legs  were  markedly 
cyanotic  in  the  dependent  position.  A hard,  non- 
pitting  Ivmphodema  was  present.  The  diagnosis  of 
a deep  thrombosis  with  lymphatic  obstruction  and 
thrombophlebitic  ulceration  was  made.  After  an 
almost  perpendicular  elevation  of  both  limbs  for 
ten  days  the  ulcer  on  the  right  side,  together  with  a 
large  strip  of  indurated  fatty  and  connective  tissue, 
was  excised.  A wide  strip  of  fascia  was  also  excised 
from  the  ankle  to  the  middle  of  the  thigh.  A Thiersch 
graft  was  applied  to  the  defect  that  followed  the 
wide  excision  of  the  ulcer.  Four  months  after  the 
operation  there  is  a definite  improvement  in  the 
color  and  size  of  the  side  operated  on  so  that  a 
similar  operation  is  planned  on  the  other  side. 

The  excision  of  a wide  strip  of  fascia  {K on- 
dole  on  operation)  in  a patient  suffering  from 
chronic  lymphedema  following  deep  thrombo- 
phlebitis, resulted  in  a definite  improvement  of 
this  otherwise  incurable  condition.  The  opening 
up  of  unaffected  lymphatic  channels  has  facili- 
tated the  drainage  of  the  subcutaneous  tissue, 
whose  lymphatics  had  been  obstructed  by  pre- 
vi ous  inflammation. 

Case  5. — Mrs.  T.  R.,  40  years  old,  colored,  has  had 
a pulsating  growth  on  the  right  side  of  the  neck 
just  above  the  clavicle  for  eight  or  ten  years.  This 
tumor  did  not  seem  to  grow  rapidly,  but  caused 
dizziness  and  occipital  headaches.  The  diagnosis 
of  a subclavian  or  possibly  innominate  aneurysm 
has  been  made,  The  venous  blood  from  her  right 
arm  was  far  more  arterial  in  color  than  that  of 
the  left  arm.  Patient  has  not  yet  consented  to  an 
operation. 

The  diagnosis  of  an  arteriovenous  aneurysm  was 
first  established  by  the  arterial  color  of  the  venous 
blood  distal  to  the  communication. 

Case  6. — Mrs.  R.  B.,  36  years  old,  has  had  marked 
varicosities  below  and  above  the  knee  for  twenty 
years.  The  saphenous  valves  were  incompetent, 
and  also  the  communicating  valves.  The  deep  cir- 
culation was  intact.  There  was  no  ankle  edema. 
Under  spinal  anesthesia  with  spinocain  a high  liga- 
tion followed  by  stripping  with  the  Babcock  sound 
was  made  from  Poupart’s  ligament  to  the  knee. 
Below  the  knee  with  two  longitudinal  incisions  the 
tortuous  veins  were  exposed  and  removed.  Other 
veins  were  transfixed  with  silk  sutures.  She  made 
a smooth  recovery  and  wore  elastic  bandage  for 
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two  months  following  the  operation.  No  recur- 
rance  has  occurred  up  to  date  (one  year). 

In  a case  of  reflux  from  the  deep  veins,  a 
radical  excision  was  performed  under  spinal 
anesthesia. 

Case  7. — Mrs.  K.  A.,  38  years  old,  has  had  a tor- 
tuous dilated  saphenous  vein  below  the  knee.  There 
was  a well  palpable  saphenous  trunk  above  the 
knee,  which  was  under  considerable  pressure  on 
standing.  The  saphenous  valves  were  incompetent, 
but  there  was  no  reflux  from  the  deep  veins.  Under 
infiltration  anesthesia  with  1 per  cent  novocaine  the 
saphenous  vein  was  exposed,  doubly  ligated  and  cut 
a handwidth  above  the  knee.  The  patient  was  not 
hospitalized.  Following  ligation  eleven  injections  of 
50  per  cent  dextrose  were  made  in  the  veins  below, 
which  were  obliterated.  She  has  remained  cured 
for  over  a year. 

In  a case  of  marked  back  pressure  from  the 
saphenous  vein,  but  with  intact  communicating 
valves,  an  ambulatory  ligation  zvas  performed, 
followed  by  injections  of  50  per  cent  dextrose, 
into  the  segment  below.  The  veins  were  com- 
pletely obliterated. 

Case  8. — Mrs.  A.  L.,  aged  28,  has  had  a dilatation 
of  the  long  saphenous  vein  and  the  anterotibial 
branch,  both  below  the  knee.  Circulatory  tests  re- 
vealed that  the  deep  circulation  was  patent,  the 
communicating  branches  were  functioning,  and  the 
long  saphenous  above  the  knee  was  not  palpable. 
Four  injections  of  50  per  cent  dextrose  obliterated 
the  veins.  She  is  still  under  observation. 

In  a case  of  localized  venous  dilatations  on 
the  lower  leg,  with  no  reflex  from  the  deep  veins 
and  from  the  saphenous  vein  above,  a few  injec- 
tions resulted  in  a prompt  obliteration.  The  end- 
result  will  be  only  judged  after  five  years. 

A detailed  discussion  of  these  case  reports 
would  by  far  exceed  the  limits  of  this  paper. 
These  cases  were  presented  because  each  of  them 
represents  an  important  principle.  The  liga- 
tion of  the  popliteal  vein  in  an  impending  gan- 
grene has  been  successful  in  avoiding  an  ampu- 
tation, at  least  for  the  time  being.  The  diagno- 
sis of  multiple  congenital  arteriovenous  commu- 
nications and  of  a subclavian  arteriovenous  an- 
eurysm was  facilitated  by  a simple  vein  puncture. 
Particularly  in  the  former,  the  diagnosis  with- 
out the  determination  of  oxygen  content  would 
hardly  have  been  thought  of.  In  a case  of  scle- 


roderma with  Raynaud  symptoms,  an  operation 
which  severed  all  the  vasoconstrictors  to  the  ex- 
tremity, resulted  in  relief  from  the  vasomotor 
symptoms.  In  a case  of  elephantiasis  the  wide 
excision  of  the  fascia  as  advocated  by  Kondo- 
leon  and  particularly  emphasized  and  modified 
by  Sistrunk  in  this  country,  has  given  results 
which  are  far  from  being  perfect,  but  which  are 
a definite  advance  in  treating  some  of  these  hope- 
less cases.  The  last  three  cases  illustrate  our 
indications  in  treating  varicose  veins.  The  in- 
jection treatment,  which  we  have  now  performed 
in  over  five  hundred  patients  is  used  in  cases 
without  appreciable  reflux  from  either  saphe- 
nous or  deep  veins.  If  the  saphenous  vein  is 
wide  open  above  the  knee  it  is  ligated  in  the 
ambulatory  patient  followed  by  injections.  The 
ligation  accomplishes  a diminution  of  pressure 
in  the  veins  below  it  and  sets  a barrier  to  any 
ascending  thrombosis.  We  have  done  it  in  sixty- 
one  cases  up  to  the  present  time.  The  radical 
operation  is  still  believed  to  have  a limited,  but 
definite,  place  in  the  treatment  of  varicose  veins 
when  the  communicating  valves  are  incompe- 
tent. The  analysis  of  our  failures  to  obtain  per- 
manent obliteration  has  led  to  the  adoption  of 
these  indications.  If  the  pressure  from  the 
saphenous  or  from  the  deep  veins  is  persistently 
exerted  on  the  obliterating  thrombus,  it  will 
canalize,  and  a recurrence  will  take  place.  The 
end-results  of  the  injection  treatment  can  not 
yet  be  determined.  It  will  only  be  possible  to 
state  the  percentage  of  permanent  cures,  if  we 
will  have  an  adequate  follow-up  system  of  all 
treated  cases  for  five  years.  This  is  one  of  the 
present  problems  of  our  clinic. 

In  summing  up,  again  the  necessity  of  simple, 
adequate  functional  tests  of  circulation  is  em- 
phasized. The  technic  in  vascular  surgery 
should  be  practiced  on  the  experimental  animal. 
That  a faultless  technic  is  essential,  is  self-evi- 
dent, but  only  clinical  research  can  establish 
functional  tests  which  will  help  to  make  the 
diagnosis,  modify  our  indications  and  determine 
our  end-results. 

(The  paper  was  followed  by  a demonstration 
of  lantern  slides.) 
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CLEANLINESS  IN  EMERGENCY  SURGERY* 

By  Carl  von  Neupert,  M.D.,  F.A.C.S. 

STEVENS  POINT,  WISCONSIN 


Nothing  in  surgical  procedure  means  more  to 
the  employer  and  to  the  employee,  and  yet  all 
too  often  do  we  find  infected  wounds  following 
apparently  simple  injuries,  and  this  spells  delay 
in  the  healing  process,  prolonged  disability,  hence 
unnecessary  economic  loss. 

The  surgeon  who  undertakes  the  care  of  in- 
dustrial accidents  has,  or  is  supposed  to  possess, 
at  least  ordinary  skill  and  equipment  for  the 
proper  discharge  of  his  obligation.  It  makes  no 
difference  whether  we  live  in  village  or  city,  the 
obligation  to  do  clean  surgical  work  is  alike  for 
all,  and  it  is  my  opinion  that  it  is  well-nigh  un- 
pardonable to  have  an  infected  wound  in  a case 
which  has  been  given  into  our  care  within  rea- 
sonable time  after  the  injury  is  received.  I ad- 
mit there  are  occasional  instances  in  which  it 
may  be  impossible  to  render  the  wounds  sterile, 
but  we  should  put  forth  our  best  endeavors  to 
get  as  clean  a field  as  is  possible  under  the  cir- 
cumstances. With  the  means  at  our  disposal, 
most,  if  not  all,  accidental  wounds  should  be  sur- 
gically clean  when  we  are  done  with  the  first 
dressing. 

I have  no  intention  to  worry  you  with  a dis- 
cussion of  the  proper  methods  of  bringing  about 
these  results.  We  all  know  them,  and  I assume 
there  are  none  here  who  have  needs  to  be  re- 
minded of  them.  Neither  do  I have  special  ref- 
erence to  hospitalized  cases.  There  is  very  little 
excuse  to  get  a primary  wound  infection  in  a 
hospitalized  case.  If  we  do  we  know  that  there 
has  been  a slip  somewhere  and  it  is  our  solemn 
duty  to  search  and  find  where  and  how  the  un- 
fortunate incident  was  brought  on.  It  would  be 
presumptuous  on  mypart  to  come  before  you  and 
claim  that  I am  perfect  and  that  I have  had  no 
such  misfortunes.  I would  be  like  the  Pharisee 
of  old,  but  I confess  I am  very  much  like  the 
sinner  who  stood  back  in  the  Temple  and  con- 
tritely^  smote  his  breast  and  said,  “Lord,  I am 
guilty.”  But  I do  assert  without  fear  of  criti- 
cism that  by  carefully  observing  the  principles 
of  surgical  cleanliness  the  greater  percentage  of 
pi  unary  accidental  wounds  may  be  made  sur- 
gically clean  and  the  chance  of  infection  brought 
to  a minimum. 

^requires  so  little  to  infect  a fresh  wound : an 

•Presented  at  the  Eighteenth  Annual  Meeting  of  the 
Minneapolis,  St.  Paul,  and  Sault  Ste.  Marie  Railway  Surgical 
Association. 


unboiled  instrument ; exposed  and  contaminated 
dressing  material ; improperly  cleansed  hands ; 
insufficient  or  careless  cleaning  of  the  area  about 
the  wound  or  the  wound  itself ; failure  to  enlarge 
small  wounds  if  necessary,  especially  under- 
mined area.  Neglect  to  trim  away  severely  trau- 
matized and  uncleansable  tissue ; washing  in. 
rather  than  cleansing  out,  possible  or  potential 
foci  of  infection.  These  are  but  a few  of  many 
sources  of  infection,  initially  apparently  trivial ; 
in  final  result  most  disastrous.  Undue  haste,  I 
believe,  too  many  times  a factor  in  giving  us 
our  pus  cases,  and  yet  practically  always  are  we 
masters  of  the  time  at  our  disposal  for  proper 
preparation  and  care  of  the  injured  patient. 

We  are  horrified  at  the  appearance  of  signs  of 
puerperal  sepsis  and  how  often  do  we  pass  over 
rather  unconcerned  cases  of  primary  wound  in- 
fection. Why  can  not  the  same  care  and  cau- 
tion in  attending  the  hurt  be  exercised  that  we 
find  daily  exercised  by  the  country  doctor  in  at- 
tending his  confinement  cases.  Show  me  the 
average  country  practitioner,  even  in  the  remote 
rural  sections,  who  would  as  much  as  even  con- 
template to  approach  the  lying-in  bed  without 
careful  preparation  of  his  hands  and  instru- 
ments, no  matter  how  urgent  the  call. 

It  requires  no  expensive  armamentarium  to  do 
clean  emergency  surgery,  and  our  emergency  bag 
containing  adequate  and  well  selected  supplies 
and  dressings  and  boiled  instruments  should  al- 
ways be  ready  for  immediate  use.  Our  office, 
of  course,  should  be  equipped  so  that  clean  minor 
surgical  work  can  be  done  there.  Sterile  instru- 
ments can  be  easily  carried  wrapped  in  sterile 
towels,  and  a supply  of  boiled  and  wrapped  in- 
struments should  be  always  available  in  the  of- 
fice. Threaded  sutures  in  tubes  are  most  con- 
veniently supplied,  but  cotton,  I believe,  is  best 
carried  in  small  packages  for  the  simple  reason 
because  broken  large  rolls  of  cotton  are  readily 
contaminated. 

The  average  five-yard  package  of  gauze  after 
its  protecting  envelope  is  broken  can  be  no  longer 
sterile  unless  great  caution  is  used  in  wrapping 
it  in  clean  towels.  It  would  seem  that  the 
gauze  package  containing  small  folded  pads  each 
in  separate  folder  is  much  safer  and  convenient. 

I am  using,  for  the  past  several  years,  gauze  pads 
folded  the  hospital  way  and  put  up  in  small  linen 
bags.  Each  little  pad  can  be  lifted  out  of  the 
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bag  separately  without  touching  the  one  below. 
I think  it  is  an  ideal  package,  and  in  order  to 
doublv  protect  it  I usually  envelope  this  bag  with 
a similar  one,  thus  assuring  additional  protec- 
tion. This  gauze  is  put  up  by  a group  of  nurses 
in  Minneapolis  who  style  their  firm  “The  Down- 
town Surgery.” 

I hope  that  it  may  not  have  seemed  presump- 
tuous on  my  part  to  bring  as  simple  a subject  be- 
fore this  distinguished  body  of  surgeons,  but  I 
means,  in  potentially  infected  accidental  wounds, 
brought  to  mv  attention,  and  into  the  hospital, 
which  might  possibly  primarily  have  been  made 
clean  if  due  caution  had  been  applied. 

The  problem  of  the  source  and  prevention  of 
wound  infection  within  the  properly  equipped 
hospital  in  apparently  and  supposedly  clean  op- 
erative procedures  is  sometimes  quite  a worry- 
some  subject.  I have  discussed  this  subject  at 
various  times  with  surgeons  of  experience  and 
find  that  occasionally,  notwithstanding  the  most 
careful  preparation,  operative  wound  infection 
takes  place.  It  therefore  stands  to  reason  if  such 
misfortunes  beset  us  in  apparently  clean  cases 
and  with  careful  pre-operative  preparation,  it 
behooves  us  that  we  should  take  all  possible 
means,  in  potentially  infected  accidental  wounds, 
to  at  least  reduce  the  frequency  of  wound  infec- 
tion to  the  least  possible  percentage. 

A most  timely  and  interesting  discussion  of 
the  subject  of  postoperative  hemolytic  strepto- 
coccus wound  infections  by  Drs.  Meloney  and 
Stevens,  of  the  Presbyterian  Hospital,  New  York 
City,  is  to  be  found  in  the  September  number  of 
Surgery,  Gynecology  and  Obstetrics. 

DISCUSSION 

Dr.  Karl  W.  Doege  (Marshfield,  Wis.):  Dr.  von 
Neupert  deserves  a great  deal  of  credit  for  again 
bringing  this  apparently  simple  matter  to  our  at- 
tention. The  subject  needs  frequent  stirring  up 
until  uniform  methods  of  caring  for  these  cases  are 
established.  These  little  accidental  wounds  that 
come  in  ordinary  industrial  work  require  a certain 
technic  in  order  to  render  them  more  or  less  aseptic, 
which  they  rarely  are,  or  to  render  them  as  nearly 
aseptic  as  possible.  In  drawing  attention  to  the 
fact  that  infectious  agents  should  not  be  washed 
into  the  wound,  but  kept  out  of  it  by  antisepticizing 
the  surrounding  skin,  the  essayist  has  emphasized 
a point  which  ought  always  to  be  remembered.  The 
practice  of  universally  swabbing  a wound  with  iodin 
is  not  scientific  because  we  thereby  destroy  the  ini- 
tial attempt  of  nature  to  effect  healing.  We  have 
tried  to  avoid  the  washing  of  wounds,  simply  anti- 
septicizing the  surrounding  skin,  and  we  feel  that 
we  have  better  results  by  this  procedure. 

Dr.  D.  J.  Twohig  (Fond  du  Lac,  Wis.):  I fre- 
quently have  occasion  to  see  Dr.  von  Neuport  work 


and  1 know  that  he  is  extremely  careful.  In  fact, 
I believe  that  every  one  in  his  vicinity  is  aware 
that  he  is  particularly  careful  in  these  cases,  and 
some  of  them  say  he  is  a crank  in  the  matter  of 
cleaning  up  minor  injuries.  However,  there  is  one 
point  T think  we  should  always  take  into  considera- 
tion when  talking  of  infection,  and  that  is  its  nature. 
Occasionally  we  have  cases  in  which,  no  matter 
how  great  the  precautions  we  take  or  how  much 
we  do  to  prevent  the  development  of  infection,  the 
wound  is  going  to  become  infected.  I do  not  believe 
that  we  have  any  antiseptic  or  other  means  of  elimi- 
nating all  kinds  of  infection.  A year  ago  I had  the 
experience  of  taking  care  of  one  of  our  local  sur- 
geons, a leading  surgeon  in  our  section  of  the  coun- 
try, Dr.  Genter.  of  Sheboygan,  Wis.  While  driving 
near  Fond  du  Lac  his  automobile  tipped  over,  and 
he  sustained  a compound  fracture  of  the  arm  and 
was  immediately  brought  to  the  hospital.  A tele- 
phone message  had  been  sent  to  Dr.  Smith,  but  I 
happened  to  be  in  the  hospital  when  the  patient 
was  brought  in.  Dr.  Smith  and  I together  cleaned 
the  wound  as  thoroughly  as  we  knew  how,  doing 
everything  possible  to  prevent  infection,  but  the 
next  day  gas  bacillus  infection  developed  in  the 
arm,  and  it  was  necessary  to  amputate  it  the  follow- 
ing evening.  While  everything  possible  may  be 
done  in  such  cases,  I believe  we  have  types  of  in- 
fection which  it  is  practically  impossible  to  get  rid 
of  by  means  of  any  primary  cleansing,  and  that  oc- 
casionally we  are  going  to  have  infections  of  that 
nature  springing  up  regardless  of  any  preventive 
measures  known  at  the  present  time.  Some  of  the 
streptococcio  organisms  are  so  virulent  that  in  spite 
of  all  that  is  done  we  are  going  to  have  infection 
following  the  utmost  care  of  surgical  cases. 

Dr.  Arthur  A.  Law  (Minneapolis,  Minn.):  What 
Dr.  Twohig  has  said  brings  to  mind  some  of  the 
things  we  learned  in  the  great  unpleasantness  across 
the  water.  The  World  War  brought  out  only  two 
innovations  in  the  care  and  treatment  of  traumatic 
wounds.  One  of  them  was  the  Carrel-Dakin  treat- 
ment of  wounds,  and  the  other  the  debridement  of 
wounds.  It  was  my  privilege  to  observe  British  and 
French  surgeons’  work,  and  at  first  I was  appalled 
to  see  the  way  they  attacked  war  wounds.  In  that 
vast  world  catastrophe  there  was  100  per  cent  of 
wound  infection.  The  soldiers  were  fighting  over 
a terrain  which  for  centuries  had  been  highly  fer- 
tilized with  various  materials.  They  lived  and 
fought  under  ground  most  of  the  time;  they  were 
therefore  dirty  and  their  uniforms  were  filthy,  con- 
sequently every  wound  was  infected.  The  French 
and  British  surgeons,  having  for  years  been  brought 
up  in  the  harsh  school  of  war  surgery,  slashed  those 
wounds  wide  open.  For  example,  in  the  case  of  a 
small  simple  perforating  wound  made  by  a machine 
gun  bullet  passing  through  the  calf  of  the  leg  they 
would  lay  the  tract  wide  open  through  all  the  mus- 
cles of  the  calf.  Then  they  dissected  out  the  trau- 
matized and  devitalized  tissues  in  an  attempt  to 
render  every  wound  as  potentially  sterile  as  possible 
under  the  circumstances.  If,  before  propagation  oc- 
curs, one  can  take  out  all  the  traumatized,  bruised 
tissue,  any  bacteria  that  may  be  present  will  have 
nothing  to  feed  upon.  The  wound  is  then  sterile, 
and  no  matter  what  antiseptic  is  employed,  any  one 
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of  the  old  antiseptics,  Carrel-Dakin,  or  dichloramin- 
T,  the  case  goes  on  to  healing. 

At  one  of  the  large  hospitals  we  had  various  teams, 
one  of  which  would  try  out  a certain  kind  of  anti- 
sepsis; another  team,  another;  and  so  on.  but  it  did 
not  seem  to  make  much  difference  what  antiseptic 
was  used  so  long  as  we  primarily  got  rid  of  the 
traumatized  and  infected  tissue.  If  we  could  not 
close  the  wound  at  an  evacuation  hospital  we  were 
under  orders  of  the  Surgeon-General  not  to  make 
primary  closure,  but  to  make  secondary  closure  days 
later,  and  every  day  cultures  were  taken,  smears 
made,  and  the  bacteria  counted;  and  it  was  only  af- 
ter four  or  five  smears  were  made  in  which  we  found 
but  one  bacterium  to  a smear  that  we  felt  justified 
in  doing  a wound  closure.  It  was  a question  of 
cutting  out  all  the  devitalized  tissue  and  the  bac- 
teria which  happened  to  be  in  it. 

Dr.  John  Rishmillf.r  (Minneapolis):  Where  there 
is  contamination  with  gas  bacillus  it  does  not  make 
any  difference  what  is  done,  we  shall  have  subse- 
quent trouble. 

In  connection  with  this  subject  I wish  to  speak 
of  first  attention  to  wounds.  From  reports  which 
have  come  to  the  chief  surgeon’s  office  I believe  the 
first  attention  is  sometimes  somewhat  overlooked, 
and,  incidentally,  I would  call  attention  to  anes- 
thesia. We  are  sometimes  rather  sympathetic  with 
the  patient,  he  does  not  want  to  be  hurt,  and  any 
initial  treatment  carried  out  under  these  conditions 
is  going  to  be  followed  by  infection.  In  the  hos- 


pital where  we  have  the  facilities  for  general  anes- 
thesia, I think  we  should  encourage  its  use  in  the 
initial  treatment  of  certain  cases.  Also,  I believe 
that  a great  deal  can  be  done  under  local  anes- 
thesia. If  we  leave  bacteria  in  the  wound  infection 
will  develop,  if  we  leave  devitalized  tissue  in  the 
wound  we  shall  surely  have  necrosis,  and  necrosis 
is  going  to  be  followed  by  infection,  and  four  or 
five  days  later  we  shall  have  to  open  the  wound. 
If  we  had  left  the  wound  unsutured  we  would  not 
have  had  infection.  For  that  reason,  in  my  office 
I always  use  local  anesthesia  in  those  wounds,  em- 
ploying a concentrated  solution,  2 per  cent  novo- 
cain with  a little  adrenalin,  which  holds  the  novo- 
cain in  place,  then  wait  ten  or  twelve  minutes. 

Dr.  von  Neupert  (closing):  The  object  of  by  paper 
was  to  bring  out  discussion  on  the  principle  of 
keeping  primary  accident  wounds  clean,  that  is, 
rendering  them  as  clean  as  we  can.  I do  not  claim 
that  all  wounds  can  be  made  clean.  Many  wounds 
are  brought  in  that  cannot  be  rendered  sterile,  but 
I do  believe  that  many  times  we  go  about  those 
things  in  a somewhat  hurried  and  careless  manner 
and  that  frequently  wound  infections  which  follow 
accident  injuries  could  be  prevented  if  more  care 
were  used. 

The  thing  to  do  is  to  debride  the  wound  radically, 
clean  it  up  radically,  and  sew  it  up  radically  as  a 
clean  wound,  when  as  a rule  we  will  have  primary 
union,  the  wound  will  be  healed  in  nine  or  ten  days, 
and  the  patient  goes  to  work  in  the  regulation  time. 


THE  ELEVATION  OF  THE  CULTS 

By  An  Old  Country  Doctor 


The  medical  profession  is  divided  into  two 
parts.  The  first  part  is  composed  of  a homo- 
geneous body  of  highly  skilled  medical  men — 
who  are  highly  respected  both  at  home  and 
abroad. 

They  have  placed  American  medicine  in  the 
front  rank.  They  speak  with  the  voice  of 
authority  and  are  listened  to  with  attention  and 
deference  when  they  have  something  to  say. 
They  are  proud  of  their  own  high  ethical  stand- 
ards. 

The  second  part — the  proletariat  of  the  pro- 
fession— is  a heterogeneous  body  of  licensed 
practitioners  who  have  no  ethical  standards  to  he 
proud  of,  who  are  fast  falling  in  the  esteem  in 
which  they  were  once  held  by  the  public. 

This  body  is  bloated  by  the  absorption  of 
cults,  harassed  by  the  high  cost  of  living,  and 
is  rapidly  having  the  professional  spirit  crushed 
out  of  it  by  economic  necessity. 

There  are  some  indications  that  the  first  bodv 
would  like  to  separate  itself  from  this  great 
mass  of  mediocrity  but  this  is  difficult  to  do,  as 
there  is  no  distinct  line  of  demarcation  between 


the  two.  These  unwholesome  conditions  are  the 
result  of  various  causes,  chief  among  which  is 
overcrowding,  making  it  difficult  for  the  gen- 
eral practitioner  to  supply  his  material  wants, 
from  the  practice  of  his  art. 

When  a medical  man  discovers  the  wolf  at 
his  door  his  medical  education  may  become  a 
two-edged  sword  in  his  hands.  He  can  no 
longer  follow  the  golden  rule  of  our  calling, 
namely,  “to  do  what  is  best  for  the  patient.” 
He  must  perforce  do  what  is  “best  for  himself.” 

This  change  of  attitude  at  once  strips  his  call- 
ing of  all  romance  and  his  ideals  fall  to  the 
ground — he  has  become  a mercenary  soldier  in 
the  field. 

The  benefits  of  medical  science  flowing  from 
medical  research  to  the  patient  find  in  him  a 
non-conductor,  and  the  good  that  he  accom- 
plishes may  in  time  be  offset  by  the  evil  that 
he  practices. 

If  he  is  driven  to  do  unnecessary  operations 
the  victims  of  these  operations  have  been  in- 
jured instead  of  benefited  by  the  advance  of 
science. 
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When  a patient  who  does  not  have  appen- 
dicitis is  operated  on  for  appendicitis  that  pa- 
tient would  he  better  off  if  the  operation  for 
appendicitis  had  never  been  discovered.  He  has 
had  an  unnecessary  and  injurious  operation 
done  on  him  and  has  been  placed  in  jeopardy 
of  his  life. 

Unemployment  is  the  most  degrading  of  so- 
cial conditions,  and  when  a profession  suffers 
from  it  its  effects  are  equally  disastrous. 

There  being  no  place  in  industry  for  them 
the  youth  of  to-day  are  going  to  school  and 
college  in  numbers  that  were  never  known  be- 
fore. 

The  medical  schools  are  being  flooded  with 
students  who  must  enter  a crowded  profession 
in  increasing  numbers  where  there  is  a decreas- 
ing demand  for  their  services. 

However  well  trained  these  young  doctors 
may  be  they  will  not  all  be  able  to  gain  a foot- 
hold in  the  higher  ranks  of  the  profession. 

Their  lot  will  be  cast  with  the  great  mass  of 
general  practitioners  which  is  recruited  from 
both  above  and  below.  Above  from  the  regular 
medical  schools,  and  below  from  the  cult  schools, 
which  are  said  to  be  coming  up  to  “our  re- 
quirements.” 

A young  doctor  with  nothing  but  professional 
knowledge  is  at  a great  disadvantage  when  in 
competition  with  mediocrity  where  lack  of  scien- 
tific knowledge  is  made  up  for  by  knowledge  of 
human  nature.  He  finds  that  he  will  lose  money 
without  acquiring  honor  unless  he  learns  the 
art  of  getting  along  with  the  people. 

Because  material  success  or  failure  in  gen- 
eral practice  depends  on  not  so  much  “what  we 
are”  as  on  “what  the  people  think  of  us.” 

The  public  are  our  customers  and  must  be 
treated  with  consideration.  When  we  are  deal- 
ing with  the  public  we  are  dealing  with  human 
nature,  and  human  nature  no  doubt  is  as  it  was 
intended  to  be.  It  remains  unchanged  and  un- 
changeable. If  any  adjusting  is  to  be  done  we 
must  adjust  ourselves  to  it  for  it  will  never 
adjust  itself  to  us.  We  should  not  be  dismayed 
if  the  people  fail  to  see  the  glories  of  medical 
science  as  we  see  them  ourselves.  Many  of 
the  discoveries  of  medical  research  do  not  pos- 
sess the  dramatic  quality  of  impressing  the  pub- 
lic mind.  In  fact,  some  of  them  are  not  quite 
obvious  even  to  ourselves  as  being  of  everlast- 
ing benefit  to  humanity. 

Our  departments  of  child  welfare  and  pedi- 
atrics record  with  pride  the  fact  that  after  much 
persuasion  an  increasing  number  of  mothers 
have  been  induced  to  nourish  their  offspring 
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at  the  breast.  At  the  same  time  the  Chinese 
mother  ties  a cord  around  her  infant’s  neck  and 
throws  it  into  the  Hoang  Ho.  And  who  among 
us  can  say  that  it  may  never  come  to  pass  that 
the  white  mother  under  the  necessity  of  a fail- 
ing food  supply  may  not  be  driven  to  do  like- 
wise ? 

So  obscure  and  incomprehensible  to  the  lay 
mind  is  the  art  of  medicine  that  this  art  stands 
before  the  public  clothed  in  mystery. 

In  no  other  profession  can  the  imposter  de- 
ceive the  public  as  he  can  in  the  practice  of 
medicine. 

This  veil,  which  is  peculiar  to  the  medical 
profession,  so  distorts  the  image  to  the  layman’s 
eye  that  he  sees  mediocrity  outlined  as  high  skill. 
And  the  moron,  dancing  his  wild  dance,  appears 
to  him  as  a great  surgeon. 

If  it  were  not  for  this  mystery  surrounding  us, 
we  should  have  no  quacks  or  other  imposters  and 
the  cults  would  not  bother  us. 

Incompetency  would  not  receive  credit  that 
it  is  not  entitled  to  and  genuine  ability  would 
be  recognized. 

This  veil,  which  cannot  be  rent  asunder, 
makes  it  exceedingly  difficult  to  deal  with  many 
of  our  problems.  The  public  do  not  under- 
stand us  and  we  seem  not  to  understand  them. 

The  public  press  pays  us  fulsome  flattery 
and  fires  a volley  of  platitudes  at  us  once  in  a 
while — they  also  give  us  much  good  advice,  but 
beyond  this  we  receive  no  encouragement  or  as- 
sistance from  them  in  our  efforts  to  render  bet- 
ter public  service. 

The  greatest  protection  the  public  could  have 
would  be  a highly  skilled  and  homogeneous  med- 
ical profession  secure  in  its  rights  and  privileges 
and  above  the  necessity  of  resorting  to  any  of 
the  practices  which  would  mark  it  as  a trade 
instead  of  a profession.  Our  efforts  to  edu- 
cate the  public  are  futile,  but  as  the  insistent  cry 
of  “educate  the  public”  is  heard  on  every  hand 
a simple  mind  might  well  inquire,  “What  just 
exactly  is  meant  by  educating  the  public?”  Do 
we  intend  to  make  amateur  physicians  out  of 
them  ? This  clearly  could  not  be  done  unless 
they  had  a foundation  laid  of  general  science. 
Or  do  we  simply  wish  to  teach  them  to  come  to 
us  when  all  others  fail  ? 

Many  a campaign  for  the  education  of  the 
public  lias  been  launched  by  the  medical  pro- 
fession but  they  have  all  dwindled  and  disap- 
peared, and  the  public  mind  is  just  as  dark  as 
it  ever  was. 

The  only  effect  these  educational  campaigns 
seem  to  have  is  to  destroy  the  confidence  of  the 
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patient  in  the  doctor. 

When  we  take  the  layman  behind  the  scenes 
and  explain  the  mysteries  of  our  order  to  him, 
we  breed  more  contempt  in  his  mind  than  either 
awe  or  admiration.  Every  practitioner  knows 
that  the  patients  who  think  they  know  something 
about  medicine  are  the  most  exasperating  and 
difficult  to  deal  with.  They  are  also  the  ones 
who  regard  our  services  as  of  the  least  value. 

When  we  are  not  shouting  “educate  the  pub- 
lic,” we  shout  “educate  the  cults.” 

We  pretend  that  our  solicitude  for  the  public 
welfare  is  so  great  that  we  grieve  to  see  the 
people  imposed  upon.  We  prescribe  the  course 
of  study  for  the  cults  and  it  is  the  same  course 
that  we,  ourselves,  pursue ; in  other  words,  we 
insist  on  making  medical  men  out  of  them.  Re- 
cently one  of  our  own  medical  journals  recorded 
the  fact  under  the  caption  of  “Glad  Tidings” 
that  the  osteopaths  of  a certain  state  had  come 
up  to  our  requirements  and  were  being  received 
and  welcomed  into  our  ranks  after  passing  some 
examination  or  other  hocus  pocus. 

We  are  supposed  to  rejoice  at  this  addition 
to  our  harassed  and  overcrowded  profession  and 
to  shut  our  eyes  to  the  “writing  on  the  wall.” 

An  intelligent  investigation  of  the  cult  reveals 
a fact  that  stands  out  with  startling  clearness. 

The  cult,  per  se,  is  nothing — its  mystery  is  the 
mystery  of  nothing.  It  cannot  be  defined,  be- 
cause there  is  nothing  to  define.  Like  a shadow 
on  the  wall  it  has  only  two  dimensions — it  has 
no  capacity  for  development  and  cannot  furnish 
a pabulum  for  academic  study.  This  salient 
fact  should  be  borne  in  mind  when  we  try  to 
force  the  cultist  to  spend  three  or  four  years  in 
his  schools.  We  make  a medical  school  out  of 
the  cult  school  and  try  to  make  a doctor  out  of 
the  cultists.  They  cannot  study  the  cult  because 
there  is  nothing  to  study. 

A shoemaker  should  know  some  anatomy  if 
he  is  going  to  fit  shoes  properly  but  we  would 
not  think  of  making  him  take  a three  or  four 
year  course  in  medicine. 

The  cult  begins  to  grow  pale  and  disappear 
as  soon  as  we  begin  to  extend  to  the  cultists 
some  of  the  rights  and  privileges  of  medical 
men  which  we  are  compelled  to  do  in  exchange 
for  his  promise  to  study  the  medical  subjects 
that  we  prescribe  for  him.  The  osteopath  of 
to-day,  cutting  out  tonsils  and  practicing  ob- 
stetrics or  the  chiropractor  listening  to  a chest 
with  a stethescope  are  both  a long  way  from 
home  and  have  been  weaned  away  from  the 
cult  that  spawned  them.  The  cult  is  in  its  na- 
ture transitory. 


The  germs  of  its  own  destruction  are  in  every 
cult  from  the  beginning.  It  depends  for  its  ex- 
istence on  certain  points  of  affinity  which  are 
projected  from  the  changeable  area  of  the  public 
mind.  When  these  projecting  affinities  are  with- 
drawn in  the  course  of  the  ameboid  movements 
of  the  public  mind  the  cult  drops  off  and  would 
sink  to  the  bottom  were  it  not  for  the  fact  that 
we  rescue  it  from  oblivion  by  clothing  it  in 
learning  and  use  its  name  as  a label  for  a spuri- 
ous medical  profession  which  we  have  thereby 
created. 

The  people  are  usually  getting  tired  of  the 
cult  and  the  cult  is  done  before  we  take  it  up, 
but  this  is  about  the  time  that  it  looks  like  a 
real  live  thing  to  our  fevered  imagination. 

The  regulation  of  the  cult  by  the  state  gives 
it  importance.  The  people  imagine  that  the  state 
is  recommending  the  cult  to  them  as  worthy  of 
their  confidence.  In  the  leaflets  that  pass  for 
journals  among  the  chiropractors  we  learn  that 
there  are  a number  of  “open  states”  or  states 
where  there  are  no  laws  regulating  the  practice 
of  chiropractic. 

In  the  beginning  the  chiropractors  flocked  to 
these  states.  Now  the  exodus  amounts  to  a 
stampede.  The  chiropractors  are  fleeing  from 
these  states  as  if  they  were  plague  spots,  leaving 
the  empty  shell  of  chiropractic  behind  them. 

Now,  if  some  thoughtful  M.  D.  does  not  in- 
troduce a bill  trying  to  educate  them,  the  ones 
that  remain  will  have  to  leave  the  state  in  box- 
cars. 

Chiropractic  has  simply  been  given  a chance 
to  discredit  itself  and  it  has  done  so,  and  it  will 
always  do  so  if  given  a chance. 

Chiropractic  literature  is,  of  necessity,  very 
meager,  it  is  mostly  advertising  and  telling  how 
to  advertise.  The  science  or  art  of  chiropractic 
is  hardly  touched  upon  because  there  is  nothing 
to  touch  upon.  Once  in  a while  for  the  pur- 
pose of  padding  the  pages  a chapter  or  two 
from  some  standard  medical  text-book,  like 
“Kirkes  Physiology,”  is  copied  and  inserted 
word  for  word  and  some  chiropractor  signs  his 
name  to  it.  This  creates  the  atmosphere  of  pro- 
found learning  which  every  cult  tries  to  impress 
on  the  public.  Their  literature  can  be  summed 
up  in  one  slang  phrase  “There  is  nothing  to  it.” 

They  are  divided  into  two  warring*  factors, 
the  “simon  pure”  chiropractors  or  those  who 
do  not  want  to  practice  medicine  and  the  “de- 
velopers,” or  those  who  profess  to  be  develop- 
ing chiropractic. 

The  former  are  much  the  nicer  of  the  two. 
Thev  have  a phrase  which  they  repeat  to  them- 
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selves,  to  wit : “The  chiropractic  idea  in  its  en- 
tirety and  purity  is  good  enough  for  us.” 

They  are  without  guile— good  people,  they  de- 
ride us,  but  that  does  not  hurt  us.  We  should 
leave  them  alone. 

The  “developers,”  or  those  who  pretend  to  be 
developing  chiropractics,  are  quite  a different 
lot.  They  are  led  bv  renegade  physicians.  They 
try  to  camouflage  themselves  as  real  M.  D.’s. 
They  put  our  text-books  on  their  shelves  and 
mimic  us  in  the  use  of  diagnostic  instruments. 
They  buy  stethescopes  and  blood-pressure  in- 
struments. 

They  have  perception  enough  to  see  that  a 
non-combatant  medical  profession  would  allow 
them  to  fade  into  oblivion.  So  they  enter  into 
conflict  with  us  whenever  they  get  a chance, 
knowing  that  they  have  everything  to  gain  and 
nothing  to  lose. 

They  are  always  asking  for  privileges  and 
whining  for  public  sympathy.  They  make  their 
own  scarecrows  and  tear  them  to  pieces.  As 
witness  the  “Medical  Trust,”  a creature  of  their 
own  imagination. 

They  are  not  without  guile  when  they  come  to 
dealing  with  either  the  medical  profession  or 
the  public.  They  are  good  psychologists  and 
understand  the  public  better  than  we  do,  and 
our  own  psychology  better  than  we  do  ourselves. 

They  are  not  students  and  have  no  interest 
in  or  curiosity  concerning  the  scientific  side  of 
the  healing  art. 

They  see  the  streaks  of  dawn  in  the  sky  of 
the  day  when  they  will  be  admitted  into  the 
medical  profession  by  the  back  door.  That  the 
cults  have  more  business  acumen  than  we  have 
is  no  mere  figure  of  speech.  They  give  almost 
undivided  attention  to  this  in  their  schools.  Of 
the  cultists  whom  we  have  had  the  opportunity 
to  observe,  we  should  say  that  they  charged 
twice  as  much  as  a regular  M.  D.  in  cases  that 
would  admit  of  comparison. 

The  present  status  of  chiropractic  may  be 
gleaned  if  we  makd  a few  extracts  from  the 
text  of  the  law  in  one  of  our  western  states : 

“Any  person  shall  be  eligible  for  examination 
who  shall  have  acquired  a high  school  educa- 
tion or  its  equivalent.” 

“The  board  shall  conduct  examinations  in 
anatomy,  bacteriologv,  phvsiologv,  pathology, 

etc.” 

In  fact,  in  every  subject  in  which  we,  our- 
selves, are  supposed  to  be  proficient. 

“Chiropractors  shall  be  subject  to  the  same 
rules  that  govern  physicians,  etc.” 

The  only  restriction  being  that  “chiropractors 


shall  not  be  entitled  to  ‘practice  obstetrics  or 
treat  infectious  or  contagious  disease.’  ” 

But  how  can  we  stop  them  practicing  ob- 
stetrics? Or  who  is  going  to  tell  us  what  an 
infectious  or  a contagious  disease  is?  The  law 
specifically  states  that  they  are  entitled  to  all 
the  rights  and  privileges  of  regular  medical  men, 
with  this  slight  restriction. 

By  declaring  ourselves  the  protectors  of  the 
people  and  forcing  this  cult  to  study  medicine 
we  have  in  the  short  space  of  fourteen  years 
or  so  from  its  humble  beginning  of  a handful  of 
simple  minded  and  erratic  individuals,  so  ele- 
vated this  cult  that  today  a body  of  men  and 
women,  many  thousands  strong,  to  whom  we 
have  already  conceded  most  of  our  own  rights 
and  privileges,  are  loudly  clamoring  for  equal 
rights  with  the  most  educated  of  medical  men. 

Before  being  so  solicitous  for  the  public  wel- 
fare we  should  remember  that  the  public  has 
shown  no  solicitude  whatever  for  our  welfare. 
When  a cult  arises  to  harass  us  the  public  never 
fails  to  give  it  all  the  encouragement  possible. 

By  constantly  harping  on  our  fear  that  the 
public  may  be  imposed  upon  we  place  ourselves 
in  the  ridiculous  position  of  the  self-appointed 
champion  who  springs  to  the  defense  of  his 
lady  love  when  she  is  enamoured  of  another 
man. 

The  health  and  prosperity  of  the  regular  med- 
ical profession  are  of  vital  importance  to  the 
people  at  large,  but  they  must  dimly  perceive 
that  something  is  wrong — or  why  should  they 
flock  after  the  cults  as  they  do  and  withhold 
from  us  the  support  that  we  are  entitled  to. 

When  we  read  the  law  and  note  the  many 
subjects  on  which  the  cultist  must  be  examined 
before  he  is  allowed  to  practice  we  are  im- 
pressed. But  when  we  meet  the  chiro  who  has 
gone  through  it  all  and  passed  we  are  thunder- 
struck. Verily  the  deluge  of  knowledge  that 
has  descended  on  him  has  had  the  effect  of 
water  on  the  duck’s  back.  And  we  are  reminded 
that  the  ancient  proverb  is  forever  true,  that  “a 
child  may  lead  a horse  to  the  water,  but  ten  men 
cannot  make  it  drink.” 

The  cultist  does  not  need  any  education.  The 
less  he  knows  the  better  cultist  he  will  make. 
They  are  led  by  renegade  physicians  who  do 
the  thinking  for  them.  These  renegades  know 
how  to  bait  the  medical  profession,  and  they 
delight  in  doing  so. 

The  cult  journals  try  to  give  the  impression 
that  the  cult  flourishes  in  other  countries,  that 
it  is  of  great  antiquity,  and  that  it  was  not  bom 
on  any  depot  platform  or  other  plebeian  place. 
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Without  meaning  to  offend  any  worthy  and 
well-meaning  individuals  who  have  enrolled 
themselves  under  the  banners  of  the  cult  in  an 
effort  to  make  an  honest  living,  we  are  driven 
to  the  conclusion  by  observation  that  the  cult 
practitioner  is  naturally  an  individual  with  an 
inferior  mental  complex  and  having  enough  of 
these  in  our  own  profession  already,  and  not 
wishing  to  add  to  them,  the  regular  medical 
profession  should  make  a united  effort  to  shut 
the  door  on  the  cult  no  matter  what  examina- 
tions he  may  have  taken  or  what  requirements 
he  may  have  come  up  to. 

When  we  remember  that  memory  and  in- 
tellect are  by  no  means  always  associated  and 
that  we  have  too  much  memory  without  in- 
tellect— the  examination,  whether  written  or 
oral,  or  both,  falls  far  short  of  a perfect  means 
of  selection  but  as  it  is  the  best  we  can  do, 
we  must  continue  to  use  it.  But  examinations 
are  too  easily  circumvented  unless  given  in  good 
faith.  And  such  an  examination  as  the  cults 
give  to  each  other,  judged  by  results,  must  be 
humbug.  Even  that  abomination  known  as  a 
mixed  board  when  medical  men  sit  side  by  side 
with  cultists  seems  not  to  be  above  corruption. 

It  is  beneath  our  dignity  to  treat  the  cult  prac- 
titioners with  discourtesy — it  is  unnecessary — 
they  are  trying  to  make  a living,  the  same  as 
we  are.  But  we  throw  the  last  vestige  of  our 
dignity  aside  when  we  bargain  or  treat  with 
them.  We  should  resist  them  on  the  principle 
that  they  are  frauds  and  that  a fraud  has  no 
rights,  or  we  should  leave  them  altogether  alone. 
It  makes  us  look  pusillanimous  in  the  eyes  of 
the  public  to  compromise  with  them. 

Science  has  always  occupied  the  attention  of 
the  most  intellectual  type  of  the  human  mind. 
There  is  no  science  to  the  cult ; it  draws  to  itself 
and  influences  minds  of  an  inferior  type.  They 
are  iutterly  without  ideals  or  tradition.  Re- 
search or  scientific  curiosity  makes  no  appeal 
to  them.  Nobility  of  purpose  or  desire  to  ad- 


vance medical  research  is  foreign  to  their  man- 
ner of  thinking.  They  have  no  imagination. 
They  have  never  contributed  one  iota  to  medi- 
cal thought.  The  only  thing  they  do  under- 
stand is  advertising.  They  use  the  education 
that  we  impose  upon  them  as  a means  of  adver- 
tising. They  are  forever  telling  their  patients 
of  the  different  subjects  they  must  study  in  their 
schools. 

In  common  with  the  profession  of  arms,  the 
church  and  the  bar,  the  family  has  always  given 
its  most  gifted  son  to  the  profession  of  medicine. 
An  interested  observer  could  not  fail  to  notice 
the  goodly  proportion  of  wrell-shaped  heads  and 
faces  of  high  class  among  medical  students  the 
world  over.  This  is  true  of  the  past  as  well  as 
the  present.  It  is  because  of  this  class  superi- 
ority that  American  medicine  has  been  placed 
in  the  front  rank  by  a generation  of  medical 
men  who  received  their  training  when  medical 
education  was  far  below  what  it  is  to-day. 

The  cultists  possess  none  of  the  superiority 
inherent  in  the  medical  profession.  They  are 
recruited  from  unskilled  labor  and  are  not  stu- 
dents. 

We  should  try  to  prevent  certain  obscure  prac- 
titioners who  are  anxious  to  draw  attention  to 
themselves  from  getting  up  bills  affecting  the 
cults  and  having  these  bills  introduced  into  legis- 
latures— putting  our  birthright  up  for  sale  or 
trying  to  give  it  away. 

Many  of  the  cults  appear  in  the  beginning  to 
prophets  with  distorted  vision,  but  who  are 
eager  for  fame,  cunning  and  mercenary.  These 
prophets  draw  unto  themselves  a following  of 
natural  born  believers  and  half-wits. 

So  if  the  medical  profession  intends  to  pur- 
sue, as  a deliberate!  policy,  the  education  and 
incorporation  into  itself  of  the  different  cults 
as  they  arise,  we  need  not  be  dismayed  if  a 
composite  picture  of  the  general  practitioner  of 
medicine  of  the  future  should  reveal  an  indi- 
vidual with  wild  eyes  staring  from  a face  of 
low  caste. 
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R.  M.  Pederson,  M.D.  F.  L.  Adair,  M.D. 

MINNEAPOLIS,  MINNESOTA 


By  J.  H.  Simons,  M.D. 

1.  Premature  separation  of  placenta:  Report 
of  a recently  delivered  case. 

The  case  is  that  of  E.  W.,  No.  540,  aged  37,  Grav. 
III.  Para  II.  Admitted  January  15,  1929,  at  5 p.m. 

P.  C. — Pregnancy  at  seven  months.  Continuous 
labor  pains.  Vaginal  bleeding. 

F.  H. — Negative. 

P.  H. — Measles,  mumps,  and  pneumonia  in  child- 
hood. Appendectomy  at  22  years.  C.  T.  A.  estab- 
lished at  16,  regular  28-day  interval,  moderate  flow, 
slight  pain  during  period. 

Previous  pregnancies — 1918  normal  pregnancy  end- 
ing in  eight  months  premature  stillbirth.  Spontan- 
eous delivery.  1920  normal  pregnancy,  full  term, 
living  male  infant;  spontaneous  delivery. 

P.  I. — Last  menstrual  period  June  18,  1928.  Date 
of  expected  confinement  March  25,  1929.  No  dis- 
orders during  first  trimester.  Slight  edema  of  ankles 
during  second  trimester.  For  three  weeks  previous 
to  entrance  into  hospital  patient  was  in  bed  with  the 
“flu”.  At  10  A.  M.  on  the  morning  of  admission  pa- 
tient began  to  have  dull,  aching  pains  in  lower  ab- 
domen, followed  in  an  hour  and  a half  by  vaginal 
bleeding.  Bleeding  was  moderate  in  amount  dur- 
ing the  day.  No  fetal  motion  felt  since  onset  of  pain. 

Examination  on  entrance:  Patient  very  pale  and 
anemic  in  appearance,  unable  to  speak  above  a 
whisper,  due  to  severe  laryngitis.  Heart  and  lungs 
— no  abnormal  findings. 

Abdomen — fundus  uteri  three  fingers  above  umbil- 
icus. Uterus  very  firm  and  seemed  to  be  in  tetanic 
contraction.  Fetal  parts  not  determined  and  fetal 
heart  not  heard. 

Rectal — cervix  admits  tip  of  finger;  no  effacement 
or  dilatation.  Membranes  intact;  moderate  amount 
of  vaginal  bleeding. 

Diagnosis:  Pregnancy  at  seven  months.  Abruptio 
placentae.  Dead  fetus. 

Laboratory:  Hgb.  58;  R.B.C.  2,910,000;  W.B.C. 
15,350.  Urine  (catheterized  specimen)  1+  albumin 
with  casts.  B.P.  144/90:  Pulse  128. 

Course  in  Hospital:  Voorhees  bag  No.  4 inserted 
into  uterus,  extraovularly  to  dilate  cervix.  Bag  ex- 
pelled after  13  hours  45  minutes.  Cervix  then  found 
to  be  6 cm.  dilated  and  75  per  cent  effaced.  Still- 
born macerated  male  infant,  weight  930  gm.  delivered 
by  version  and  breech  extraction  at  1:55  A.  M.  1/ 
16/29.  Placenta  was  found  to  be  entirely  separated 
when  hand  was  introduced  into  uterus. 

Course  following  delivery  was  uneventful.  Tem- 
perature was  100°  on  fourth  day,  normal  the  rest 


of  the  time.  Examination  ninth  day  post-partum 
normal  involution  of  uterus.  Urine — trace  of  albu- 
min. Hgb.,  59  per  cent.  Laryngitis  improved.  Dis- 
charged tenth  day  post-partum. 

This  is  a case  presenting  premature  separa- 
tion of  a normally  situated  placenta  in  a seven 
months  pregnancy.  The  etiology  of  this  condi- 
tion is  obscure,  the  majority  of  cases  not  show- 
ing any  pathology ; the  concomitant  eclamptics 
and  chronic  nephritics  show  the  usual  extrinsic 
pathology,  only  occasionally  the  hemorrhagic 
placental  infarcts.  Couvelaire’s  uteroplacental 
apoplexy  with  its  diffusion1  of  blood  not  only 
retrodecidual  but  also  into  uterine  musculature 
and  adnexa,  suffices  to  explain  a small  number, 
but  it  certainly  has  proven  that  this  is  not  a 
constant  finding  in  Cesarean  section  and  ne- 
cropsy. Trauma  and  decidual  degeneration  may 
play  a part.  Edema  of  the  ankles  in  the  second 
trimester  with  hypertension  and  albuminuria  in- 
dicates a toxemia,  undoubtedly  of  a low  grade, 
in  the  absence  of  other  symptoms. 

This  is  the  third  recent  case  admitted  with  a 
history  of  influenza  preceding  this  type  of  ac- 
cident of  pregnancy.  External  bleeding  was 
moderate  in  amount  preceded  by  pain  in  the 
lower  abdomen  from  distention  of  the  uterus 
with  blood  and  the  resultant  stimulation,  initially 
at  least,  of  intermittent  contractions.  More  of- 
ten except  of  course  in  concealed  hemorrhage, 
external  appearance  of  blood  is  the  initial  symp- 
tom. Pain  and  tenderness  of  the  uterus  is, 
however,  in  contradistinction  to  placenta  previa, 
a quite  constant  symptom ; the  amount  and  char- 
acter depending  upon  the  presence  of  coexisting 
labor,  sufficient  outlet  for  the  escape  of  blood 
and  the  amount  of  detachment.  Uterine  con- 
sistency and  tenderness  is  influenced  by  the  same 
factors  and  may  even  be  soft  if  the  blood  is 
not  retained  and  contractions  not  stimulated. 
In  this  case  the  bleeding  was  moderate,  partially 
controlled  and  there;  was  tender,  hard  uterus. 
The  anemia  indicated  a severe  blood  loss,  such 
as  would  occur  with  complete  separation. 

The  patient  not  being  in  extremis,  was  treated 
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conservatively  with  a Voorhees  bag  supplement- 
ing this  bv  manual  dilatation  and  extraction. 
During  the  bag  dilation,  if  the  patient  showed  in- 
creasing loss  of  blood  as  evidenced  by  pulse, 
increasing  pallor,  more  pain,  more  tenderness 
and  further  enlargement  of  the  uterus,  more 
radical  treatment  could  be  instituted  such  as  Ce- 
sarean section  with  removal  of  uterus  if  it  did 
contract  properly.  In  all  vaginal  procedures, 
preparations  should  be  made  for  packing  the 
uterus. 


By  R.  M.  Pederson,  M.D. 

2.  Multiple  fibroids  of  uterus  with  intra- 
uterine pedunculated  fibroid:  Discussion  of  a 
recently  operated  case. 

The  case  is  that  of  C.  T.,  No.  817,  aged  47,  di- 
vorced for  fifteen  years.  Admitted  December  27, 
1928. 

P.  C. — Vaginal  bleeding  three  weeks.  Bleeding 
was  preceded  by  cramps.  Passed  clots. 

P.  H. — Menstrual  periods  have  always  been  regu- 
lar until  two  years  ago  when  the  flow  became  ir- 
regular and  came  every  two  or  three  weeks  and 
was  more  profuse  than  her  normal  flow.  She  had 
lower  abdominal  pain,  cramp-like  in  character  with 
this  flow.  Patient  has  a history  of  lues  fifteen  years 
ago  with  treatment  at  that  time.  Patient  had  been 
bleeding  irregularly  since  entrance  into  hospital, 
with  a history  of  irregular  bleeding  for  past  two 
years. 

Examination  12/30:  External  genitals  normal; 

vestibule  normal;  no  urethral  discharge;  hymen 
ruptured;  Bartholin  glands  negative,  old  1°  lacera- 
tion of  perineum;  vaginal  mucosa  is  normal;  con- 
siderable mucopurulent  discharge  from  vagina.  Cer- 
vix is  high  in  the  vaginal  vault,  small  polyp  in  the 
os.  Os  has  a 1°  laceration,  cervix  points  downward 
and  backward,  is  firm  and  cystic.  Corpus  anteflexed, 
anteverted,  slightlv  enlarged,  consistency  firm,  asym- 
metry normal.  Right  adnexae  shows  a thickening 
but  no  definite  mass;  left  shows  no  definite  mass. 
Left  ovary  is  indurated,  palpable  and  adherent.  Di- 
agnosis at  that  time:  Gonorrheal  Urethritis,  endo- 
cervicitis;  Left  cystic  ovary;  small  cervical  polyp; 
Beginning  Menopause. 

Therapy:  Hot  douches;  routine  gonorrheal  treat- 
ment. January  15,  small  cervical  polyp  was  cauter- 
ized. Patient  was  seen  again  on  January  20,  at  which 
time  there  was  noted  still  some  bloody  vaginal  dis- 
charge; cervical  polyp  was  no  longer  present.  Cer- 
vix was  hard,  pointed  downward  and  had  a bila- 
teral tear.  Corpus  was  firm,  a trifle  enlarged  and 
asymmetrical;  some  increased  resistance  in  the  right 
adnexal  region,  no  tenderness  or  mass;  no  tender- 
ness in  left  adnexal  region.  Small  hard  mass  near 
the  left  horn  of  the  uterus,  not  tender,  not  adherent. 
Diagnosis:  Probable  bilateral  salpingitis;  uterine 

fibroids.  Treatment  suggested  was  hysterectomy. 

Laboratory:  Two  urine  specimens  were  negative 
except  for  trace  of  albumin.  12/28  Blood — Hgb.  70; 
R.B.C.  3,500,000;  W.B.C.  7,150;  P.M.N.  74;  lymph. 


21.  Eos.  5 Sedimentation  time  56  minutes.  1/14 
Blood— Hgb.  77;  R.B.C.  3,980,000;  W.B.C.  7,300. 
1/22  Blood— Hgb.  65;  R.B.C.  3,230,000;  W.B.C. 
5,650;  P.M.N.  65;  Lymp.  35.  Wassermann  negative. 
Smears  positive  for  G.C.  on  12/28. 

Operation:  Pre-operative  diagnosis:  Left  cystic 
ovary;  probable  uterine  myomata.  1/23/28 — Left 
oophorectomy;  appendectomy;  supravaginal  hyster- 
ectomy; bilateral  salpingectomy.  At  operation  there 
was  found  a small  left  ovarian  cyst,  tubes  mildly  in- 
flamed; uterus  contained  myoma  in  its  left  lower 
segment,  which  was  enucleated  before  proceeding 
with  the  operation  so  as  not  to  interfere  w-ith  the 
clamping  of  the  broad  ligament.  Appendix  was 
found  to  be  subacutely  inflamed.  Closure  was  made 
with  Penrose  drainage. 

Post-operative  diagnosis:  Left  cystic  ovary;  bi- 
lateral salpingitis;  uterine  myomata  (sub-serous  and 
sub-mucous);  Subacute  appendicitis. 

Patient  is  now  four  days  post-operative  and  the 
highest  rise  of  temperature  has  been  to  101.8°  and 
for  the  last  two  days,  temperature  has  been  prac- 
tically normal.  Pulse  had  gone  to  128  and  has  now 
come  down  to  65. 

These  tumors  are  mostly  submucous  fibroids 
— fibromyomata  adenomyomata — which  are 

gradually  extruded  from  the  uterine  wall  into 
the  cavity,  taking  with  them  a pedicle  which  con- 
tains the  nutrient  vessels.  This  condition  occurs 
most  frequently  at  the  age  when  fibroids  are 
mostly  encountered.  They  are  rare  below  thirty- 
years  of  age  and  increase  in  frequency  after 
that  date.  They  are  usually  found  associated 
with  multiple  fibroids  of  the  uterus.  They  rarely 
grow  to  a very  large  size  but  may  be  as  large 
as  a baseball  and  be  partly  extruded  from  the 
os  and  fill  the  vagina.  The  diagnosis  in  these 
cases  is,  of  course,  very  simple  but  the  smaller 
strictly  intra-uterine  polyps  are  more  difficult  to 
recognize. 

The  symptom  most  commonly  encountered  is 
hemorrhage,  irregular  but  most  pronounced  at 
the  periods.  Sterility  is  usually  absolute.  These 
patients  very  often  complain  of  cramp-like  bear- 
ing down  pains  resembling  labor  pains  during 
the  periods.  Ergot  given  very  often  increases  , 
the  bleeding  and  pain  in  these  cases  because  it 
increases  uterine  contractions,.  Bimanual  ex- 
amination very  often  does  not  disclose  any  en- 
largement of  the  uterus  and  no  irregularity  un- 
less other  tumors  are  present.  A curettage  can 
be  thoroughly  done  without  discovering  the  polyp 
if  it  is  small  and  attached  to  the  fundus.  A 
polyp  forceps  introduced  will  very  often  grasp 
the  polyp  and  thus  give  absolute  proof  of  its 
presence.  The  injection  of  lipiodol  and  an  X- 
ray  picture  will  clear  up  the  diagnosis  in  a large 
percentage  of  the  cases. 

These  tumors  are  prone  to  ulceration  and  in- 
fection and  if  neglected  invariably  lead  to  in- 
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fection  of  the  adnexa.  The  treatment  is  early 
removal.  This  can  be  done  very  satisfactorily 
bv  dilatation  and  application  of  a polyp  forceps 
and  torsion.  Another  method  is  by  incision  of 
the  cervical  canal  and  opening  of  the  uterus 
when  the  tumor  may  be  excised  and  the  base 
sutured  or  removed  by  cautery. 

If  the  abdomen  has  to  be  opened  for  other 
reasons,  a hysterotomy  may  be  done  and  the 
polyp  excised.  Probably  the  best  procedure  for 
cases  close  to  the  menopause,  with  multiple  fi- 
broids and  infected  adnexa  is  hysterectomy. 

Radium  is  of  questionable  value ; it  may  arrest 
the  bleeding  temporarily  but  usually  does  not 
destroy  the  tumor,  and  you  have  a foreign  mass 
in  the  uterine  cavity  which  the  uterus  will  always 
try  to  expel  and  consequently  you  will  have 
symptoms  persisting. 

By  C.  O.  Maland,  M.D. 

3.  Acute  inversion  of  uterus  with  hemor- 
rhage and  shock  in  a grav.  VII,  one  hour  follozv- 
ing  delivery: — Shock  treatment  instituted  and 
uterus  replaced,  but  patient  died  shortly  after- 
ward. 

The  case  is  that  of  J.  F.,  No.  7747,  aged  29,  Grav. 
VII.  Para  V.  Admitted  December  23,  1928  at  12:30 

A.M. 

P.  C. — Pregnancy  at  term,  in  labor. 

F.  H. — Negative. 

P.  H. — Diphtheria  in  childhood.  C.T.A.  establish- 
ed at  13,  regular  30-day  interval.  Previous  pregnan- 
cies— 1922j  normal  full-term  multiple  pregnancy. 
1923,  normal  full-term  pregnancy.  1924,  normal 
tull-term  pregnancy — child  died  at  25  days  of  age 
of  erysipelas 

All  deliveries  were  spontaneous.  1925,  miscarriage 
at  5 months — was  curetted.  1925,  miscarriage  at  3 
months.  1927,  miscarriage  at  2 months. 

P.  I. — Last  menstrual  period  March  11,  1928. 
Date  of  expected  confinement  December  17,  1928. 
Pregnancy  normal  thruout.  Was  seen  at  prenatal 
clinic  once  on  December  3.  Had  no  complaints  at 
that  time,  and  general  condition  was  good.  Patient 
started  to  have  labor  pains  at  1 :30  a.m.  December 
22.  Pains  continued  for  about  five  hours,  stopped 
and  began  again  at  6:00  p.m.  At  time  of  admission 
12:30  a.m.  December  23,  pains  were  coming  about 
every  20  minutes.  , 

Examination  on  entrance:  Heart  and  lungs — no 
abnormal  findings.  B.  P.  130/94.  Pulse  88.  Abdomen 
— fundus  uteri  three  fingers  below  xiphoid.  Breech 
in  fundus.  Small  parts  to  right  and  anterior,  back 
on  left  and  posterior.  Head  in  pelvis,  not  engaged. 
Fetal  heart  135  heard  best  in  right  lower  quadrant. 

Rectal — external  os  2 cm.  dilated,  cervix  25  per 
cent  effaced. 

Head — 2 station.  Membranes  ruptured.  Diag- 
nosis: Pregnancy  at  term.  Position  L.O.P. 

Course  in  hospital:  Patient  had  severe  labor  pains 
at  intervals  of  8-10  minutes  for  about  12  hours  with 


slow  progress.  Pains  then  began  to  come  closer 
together,  but  still  no  progress  so  was  given  rest 
with  morphine  and  magnesium  sulphate.  Was  sent 
to  X-ray  and  diagnosis  of  L.O.P.  position  was  con- 
firmed. Patient  continued  to  make  little  progress 
and  became  very  exhausted.  At  10:00  p.m.  dilata- 
tion and  effacement  were  complete  and  then  because 
of  the  posterior  position  a median  vertex  presenta- 
tion, a version  and  breech  extraction  was  done.  A 
normal  female  infant  weighing  4,258  gms.  was  de- 
livered at  10:55  p.m.  No  lacerations.  Placenta  was 
delivered  easily  with  no  traction  on  cord  and  only 
slight  pressure  on  fundus  at  11:12  p.m.  Blood  loss 
at  delivery  was  350  c.c.  Condition  of  patient  im- 
mediately after  delivery  was  good.  A small  hem- 
orrhage occurred  when  the  patient  was  being  moved 
from  the  delivery  table.  The  uterus  was  gently 
massaged  and  pituitrin,  0.5  c.c.,  was  given  (repeat- 
ed.) At  11:50  p.  m.,  55  minutes  after  delivery,  the 
patient  began  to  have  profuse  vaginal  hemorrhage 
and  called  to  the  nurse  that  she  had  passed  some- 
thing. On  immediate  examination  the  uterus  was 
found  to  be  completely  inverted  and  bleeding  pro- 
fusely. Patient  was  in  severe  shock.  Blood  pres- 
sure around  70  systolic,  pulse  not  perceptiDle  at  rad- 
ial artery,  extreme  restlessness  and  pallor  notice- 
able. External  heat  was  applied,  morphine  sulphate, 
gr.  1/6,  given  and  intravenous  saline  started  at  once. 
An  attempt  to  replace  uterus  was  unsuccessful  so 
hot  sterile  saline  packs  were  applied  to  control  hem- 
orrhage. 1,000  c.c.  saline  was  given,  and  pulse  be- 
came better  in  quality.  Patient  complained  of  severe 
pain  in  abdomen  with  desire  to  bear  down.  Pa- 
tient was  then  taken  to  surgery  department  and  the 
uterus  was  replaced  and  packed.  Condition  was 
critical  at  this  time.  Death  certified  at  1:25  a.m,, 
two  and  one-half  hours  after  delivery. 

Autopsy  diagnosis: 

1.  Post-partum  inversion  of  uterus  with  hemor- 
rhage and  shock,  clinical. 

2.  Very  mild  bronchopneumonia. 

3.  Unexplained  toxic  changes  in  liver,  spleen,  and 
kidneys. 

4.  Obesity. 

5.  Streptococcic  septicemia.  Culture  of  spleen 
showed  streptococcus. 

Acute  puerperal  inversion  of  the  uterus  oc- 
curs in  one  out  of  125,000  labors  according  to 
statistical  reports  from  well-regulated  maternity 
hospitals. 

We  may  conclude  that  this  case  was  one  of 
spontaneous  inversion  since  the  resident  physi- 
cian who  attended  the  patient  states  that  she 
had  no  untoward  symptoms  immediately  follow- 
ing the  completion  of  the  third  stage  of  labor. 

Thorn’s  analysis  of  399  cases  of  acute  puer- 
peral inversion  of  the  uterus  revealed  sixty-four 
deaths,  an  incidence  of  16  per  cent.  Of  these, 
thirty-three  died  from  hemorrhage,  fourteen 
from  shock,  fifteen  from  sepsis,  and  two  from 
lung  emboli. 

Inversion  is  considered  chronic  if  reposition 
of  the  uterus  is  not  accomplished  within  thirty 
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days.  The  invagination  of  the  uterus  may  be 
incomplete.  It  becomes  complete  when  the  fun- 
dus protrudes  through  the  cervix.  Occasionally 
prolapse  of  the  vagina  occurs.  Invagination 
usually  begins  in  the  fundus,  but  may  start  any- 
where in  the  uterus.  The  uterus  must  be  com- 
pletelv  relaxed  to  bring  about  this  condition. 
The  usual  exciting  causes  are  pressure  on  the 
relaxed  atonic  uterus;  during  expulsion  of  the 
placenta,  traction  on  the  cord,  manual  removal 
of  the  placenta,  removal  of  a uterine  pack  after 
labor,  sudden  increase  of  intra-abdominal  pres- 
sure, as  coughing  or  sneezing,  and  erect  posture 
during  labor. 

The  symptoms  of  acute  complete  inversion 
are  marked  shock  and  hemorrhage.  If  incom- 
plete, the  condition  may  remain  unrecognized 
for  several  days;  if  complete,  the  soft  inverted 
uterus  appears  outside  the  vulva.  Shock  is  due 
to  the  sudden  stretching  of  the  peritoneal  cov- 
ering of  the  uterus  and  to  hemorrhage. 

Reposition  is  usually  accomplished  by  taxis 
if  the  cervical  ring  is  not  contracted  too  tightly 
around  the  lower  uterine  segment.  That  portion 
of  the  uterus  which  inverted  last  is  first  replaced 
by  exerting  pressure  next  to  the  cervical  ring ; or 
firm  pressure  may  be  made  with  the  fist  against 
the  fundus.  Rubber  repositors  have  been  used 
in  some  instances. 

If  reposition  cannot  be  accomplished  immedi- 
ately, attempt  must  be  made  to  control  the  hem- 
orrhage and  combat  shock.  Blood  or  normal 
saline  transfusion  should  be  resorted  to.  The 
hemorrhage  is  best  controlled  by  the  application 
of  hot  compresses  of  normal  saline  solution  or 
plain  water  to  the  inverted  uterus  and  making 
firm  pressure  against  it. 

Various  operations  have  been  devised  for  re- 
placing the  uterus  in  case  taxis  is  unsuccessful. 


By  F.  L.  Adair,  M.D. 

4.  Chronic  inversion  of  the  uterus. 

The  case  is  that  of  R.  M.,  aged  15  years, 
single. 

In  April,  1920,  patient  began  to  have  pro- 
longed menses  with  almost  daily  bloody  dis- 
charge. She  consulted  a private  doctor  who 
removed  a mass  from  the  uterine  cavity,  the 
size  of  a hen’s  egg.  The  growth  was  soft  in 
consistency ; it  was  not  examined  microscopical- 
ly. 1 he  corpus  uteri  was  2-3  times  normal  size. 
The  patient  then  menstrated  regularly  every  28 
days  for  several  months.  Involution  was  slow 
and  os  remained  patulous.  Since  February  14, 


1921,  she  had  a daily  uterine  bleeding  and  for 
two  weeks  before  this  consultation,  she  had  a 
yellowish  and  offensive  discharge.  She  had  pain 
in  the  pelvis.  She  felt  well  unless  she  walked 
very  much,  when  she  felt  faint  and,  short  of 
breath.  Patient  was  paler  than  usual,  appetite 
was  good,  bowels  regular,  no  trouble  with  blad- 
der, slept  well.  Menses  were  established  at 
thirteen  years,  28-day  type,  interval  lasting 
five  days.  Physical  examination : Weight  98 
pounds.  Bimanual  examination  revealed  a tu- 
mor about  the  size  of  an  egg,  firm  in  consistency, 
lying  in  the  upper  vaginal  tract  and  continuous 
with  the  cervix.  The  corpus  could  not  be  pal- 
pated above  this  tumor  mass.  Surface  of  the 
tumor  was  not  characteristic  of  endometrium. 
The  cervix  lay  high  and  apparently  not  inverted 
and  seemed  to  be  ring  about  3-4  cm.  in  diameter. 
Patient  was  hospitalized  during  which  time  she 
had  douches  and  attempts  to  build  her  up  under 
rest.  Temperature  ranged  from  99°  to  100.2°. 

A Spinelli  operation  was  performed  on  April 
28,  1921,  under  gas-ether  anesthesia.  The  uter- 
ine mass  was  grasped  and  pulled  downward  with 
Volsellum  forceps.  The  cervical  border  had 
completely  disappeared  so  that  the  vaginal  mu- 
cosa and  the  uterine  endometrium  were  continu- 
ous. No  demarcation  could  be  seen  except  the 
difference  in  color.  The  lowermost  portion  of 
the  uterine  mass  was  denuded  of  its  mucous 
membrane.  It  showed  considerable  granular 
tissue.  The  uppermost  portion  seemed  to  be 
covered  with  endometrium.  A “T”  shaped  in- 
cision was  made  in  the  vaginal  vault  (anterior). 
The  flaps  were  dissected  back  with  considerable 
difficulty.  There  was  a moderate  amount  of 
bleeding  from  the  uterine  mass  almost  continu- 
ously. The  uterus  was  incised  in  the  midline. 
The  incision  extended  downward  to  the  fundus 
and  upward  to  the  cervix.  The  uterus  was  re- 
inverted and  replaced  so  that  the  cervix  could 
be  identified.  It  was  then  pulled  down.  The 
muscularis  was  united  with  chromic  catgut  from 
the  fundus  to  the  cervix.  A continuous  peri- 
toneal suture  was  placed  and  the  uterus  was 
pushed  backward  into  the  abdominal  cavity. 
The  cervix  was  sutured  down  to  the  external 
os  with  interrupted  sutures.  Continuous  catgut 
was  continued  downward  over  the  external  os. 
The  vaginal  mucosa  was  brought  together  with 
interrupted  catgut  suture.  There  was  practically 
no  subsequent  bleeding.  The  patient  had  con- 
siderable shock  and  was  quite  anemic. 

This  girl  was  seen  about  four  years  later, 
after  the  operation,  and  she  had  been  feeling 
quite  well.  Her  menstrual  periods  were  irregu- 
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lar,  scanty,  and  she  had  some  leukorrhea.  She 
complained  of  some  swelling  of  the  ankle.  Bi- 
manual examination  showed  the  external  geni- 
talia fairly  normal,  hymen  ruptured,  vagina 
seemed  to  be  normal,  cervix  pointed  downward 
and  backward,  corpus  was  small  and  in  anterior 
position ; adnexae  were  normal. 

The  history  is  suggestive  of  a neoplasm  of  the 
uterus,  perhaps  a small  fibroid  polyp  or  some- 
thing that  was  removed,  and  subsequent  to  this 
had  an  inversion  of  the  uterus  which  was  asso- 
ciated with  relaxation  of  the  uterus ; a preg- 
nancy with  abortion  is  also  possible. 

Chronic  inversion  is  divided  into  those  aris- 
ing from  puerperal  and  pathological  causes,  the 
nature  of  most  of  which  is  not  known.  Or- 
dinarily the  puerperal  inversions  are  complete ; 
the  pathological  are  more  apt  to  be  incomplete. 
The  inner  surface  of  the  uterus  in  the  vagina 
seems  to  form  a tumor  a couple  of  inches  long  in 
chronic  inversions  and  if  there  is  a puerperal 
cause,  the  uterus  undergoes  involution.  The 
cases  are  usually  infected. 

The  main  causes  of  death  are  hemorrhage, 
shock  and  sepsis.  A case  may  die  from  intesti- 
nal obstruction.  The  depth  of  the  sac  may  vary 
from  1 inch  to  2-3  inch.  Neither  the  chronic 
nor  acute  cases  of  inversion  are  very  common. 
G.  Braun  had  over  250,000  labors  from  1849 
to  1878  and  reported  only  one  case  of  inversion. 
Jardin  found  three  cases  of  inversion  among 
50,000.  Swayne  Crampton  in  1885,  reported 
224  cases  of  acute  puerperal  inversion,  and  of 
these  196  cases  were  immediate,  coming  down 
almost  immediately  after  delivery;  28  occurred 
in  from  one  hour  to  13  months  and  only  11 
later  than  two  hours  after  delivery.  93  were 
chronic  when  treated,  giving  a total  of  about 
43  per  cent.  Thorn,  in  1911,  found  92  chronic 
inversions  out  of  521  and  Croisie  found  104  out 
of  400.  Chronic  inversion  is  not  so  frequent  as 
acute  inversion. 

The  mortality  of  puerperal  inversion  is  20-35 
per  cent  because  some  are  untreated  during  the 
acute  stage,  and  some  are  not  dignosed.  Changes 
take  place,  such  as  involution  of  the  uterus, 
swelling  and  edema  due  to  constricting  action 
of  the  cevix,  which  is  more  marked  in  the  early 
stages ; necrosis  of  the'  tissues ; infections  and 
with  these  adhesions.  General  changes  result 
from  intestinal  obstruction,  sepsis,  and  secon- 
dary anemia. 

Etiology — Puerperal  cases  are  regarded  as 
(a)  fundal  inversions,  (b)  another  type  where 
the  lateral  portion  of  the  uterus  is  cupped  and 
slipped  down  through  the  cervix  and  may  be 


regarded  as  lateral  inversion;  (c)  there  is  also- 
the  cervical  type  in  which  the  inversion  begins 
in  the  cervix.  The  inversion  comes  down  more 
or  less  completely  as  a result  of  this  relaxation 
of  the  vagina  and  the  contraction  of  the  uterus 
forces  it  through.  This  occurs  more  commonly 
in  primiparse  but  also  occurs  in  multipane.  It 
occurs  spontaneously  in  some  and  in  others  oc- 
curs during  delivery  of  the  placenta.  As  far  as 
the  delivery  of  the  placenta  is  concerned,  the 
factors  of  importance  are  traction  on  the  cord 
and  pressure  from  above  to  force  the  placenta 
out  of  the  uterus.  There  are  other  factors  which 
arise  from  labor  itself,  as  violent  uterine  con- 
tractions at  the  end  of  the  second  stage. 

Pathological  inversions  are  usually  associated 
with  some  tumor  formation  as  submucous  fi- 
broid. Also,  there  is  rarely  any  connection  of 
these  tumor  masses  and  pregnancy,  though  at- 
tempts at  removal  of  these  masses  by  traction 
may  cause  the  inversion. 

The  diagnosis  of  chronic  inversion  is  made 
first  by  feeling  of  the  tumor  which  bleeds  easily 
on  contact.  Then  on  examination  high  up  in 
the  cervix  is  felt  a sort  of  cuff  or  sometimes 
nothing  is  felt.  The  important  point  is  the  in- 
ability to  locate  the  corpus.  A cuff  may  be  felt 
where  the  fundus  should  be  and  this  is  made  out 
by  abdominal  or  rectal  examination.  Another 
point  of  importance  is  the  inability  to  enter  the 
uterine  cavity  with  a sound.  In  any  tumor,  a 
sound  can  be  passed  up  into  the  uterine  cavity 
but  in  inversion,  it  cannot  be  done. 

Non-operative  treatment  of  inversion  is  pos- 
tural treatment,  manual  taxis,  and  mechanical 
preparatory  treatment,  rest  in  bed  with  foot 
elevated,  regulation  of  bowels  and  bladder, 
cleansing  of  surface  of  inverted  uterus,  glycer- 
ine tampons  reduce  swelling  and  edema.  Man- 
ual or  taxis  method  has  certain  danger,  such  as 
laceration  of  vagina  or  perforation  of  uterine 
wall  with  the  finger.  The  manual  taxis  may  be 
applied  centrally  or  peripherally.  Peripheral 
taxis  and  pressure  should  be  applied  to  the  part 
which  descended  last,  it  should  be  preceded  by 
manipulation  and  squeezing  of  the  inverted  cor- 
pus to  reduce  the  swelling.  The  fundus  should 
be  pressed  backward  and  the  cervical  portion 
upward  toward  the  abdominal  wall.  The  dilata- 
tion of  the  constricting  ring  from  above  may  be 
helpful.  Introduction  of  the  finger  into  the 
bladder  or  rectum  to  assist  in  dilating  the  ring 
has  been  used,  but  is  not  advisable  to  be  con- 
sidered. 

In  chronic  pathologic  inversion,  great  care  is 
necessary.  In  12  of  83  cases  collected  by  Thorn, 
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the  uterus  was  torn  and  the  peritoneal  cavity 
opened.  Incision  made  through  the  abdomen 
into  anterior  portion  of  constricting  ring.  Dob- 
bin, in  1905,  used  abdominal  incision.  In  1899, 
Everke  used  abdominal  incision  and  cut  the  con- 
stricting ring.  Stark,  in  1913,  incised  posterior 
ring  after  laparotomy.  In  1893,  Brown  incised 
the  posterior  wall  of  the  uterus  by  the  vaginal 
route,  passing  thence  through  the  constricting 
ring.  In  1893  Ivuestner  performed  posterior 
colpotomy,  introduced  finger  through  the  in- 
cision, brought  about  the  dilatation  of  the  con- 
stricting ring,  through  the  incision  of  the  pos- 
terior vaginal  wall.  Picolli  in  1894  advised  the 
incision  of  the  posterior  wall,  running  through 
the  uterine  wall.  In  1894,  Morisani  practiced 
this  method  successfully.  Spinelli  in  1899  sug- 
gested incision  through  the  anterior  half  of  the 
ring  with  anterior  coloptomy. 

Following  postulates — (1)  in  young  women 
without  infection,  operation  through  vaginal 
route;  (2)  vaginal  to  be  preferred  to  abdominal 
route  as  the  method  of  access;  (3)  anterior 
route  preferable  to  posterior  route ; (4)  Schu- 
chardt’s  incision  of  value. 

Prognosis  of  operative  treatment : Operations 
by  the  vaginal  route  have  the  smallest  mortality 
due  to  the  absence  of  shock  and  diminished  lia- 
bility to  infection.  Of  Jones’  128  cases  (24 
treated  by  laparotomy  and  54  by  vaginal  hyster- 
ectomy) 28  of  the  latter  were  total,  and  26  par- 
tial hysterectomy.  Fifty  cases  by  colpotomy,  42 
cases  by  the  posterior  route  as  suggested  by 
Kuestner  and  eight  by  the  anterior  route  as  sug- 
gested by  Spinelli.  There  were  eight  deaths  in 
the  total  series,  or  6 per  cent.  Of  24  laparoto- 
mies, five  died,  just  under  21  per  cent.  Of  the 
28  total  vaginal  hysterectomies,  two  died,  or  7 
per  cent.  Of  26  partial  vaginal  hysterectomies 
one  died,  just  over  4 per  cent.  Fibroma  should 
be  enucleated  by  opening  the  capsule ; malignant 
tumor  uterus  should  be  removed. 

Operative  measures  : ( 1 ) reduce  manipulation 
to  a minimum;  (2)  adhesions  can  be,  broken 
down  and  constricting  ring  dilated;  (3)  rigid 
wall  of  uterus  can  be  replaced  easily  and  cer- 
tainly. Various  operations  (1)  amputation  first 
suggested  by  Themison  about  the  year  50  B.  C. 
Practiced  successfully  by  Soranus,  200  A.  D. 
Operation  carried  out  by  ligature  or  ecrasure. 
(2)  Hysterectomy,  especially  in  women  beyond 
the  menopause.  (3)  Conservative  operative 
measure — in  1858,  Aran  advised  incision  of 
the  contraction  ring.  Practiced  successfully  bv 
Marion  Sims.  Barnes,  1861,  used  multiple  inci- 


sion. Thomas,  1869,  dilated  the  constricting 
ring  after  abdominal  incision.  Malins  used  ab- 
dominal incision,  dilated  ring,  and  attempted  to 
re-invert  by  attaching  a stout  ligature  to  the  in- 
verted fundus. 


BOOK  NOTICES 


Modern  Methods  of  Treatment.  By  Logan  Clenden- 
ing,  M.D.,  Associate  Professor  of  Medicine, 
Lecturer  on  Therapeutics,  Medical  Department  of 
the  University  of  Kansas.  Second  edition.  Cloth. 
Price,  $10.  Pp.  815,  with  95  illustrations.  St. 
Louis:  C.  V.  Mosby  Company,  1928. 

In  the  second  edition  of  this  excellent  and  read- 
able work  the  author  has  carefully  revised  the  en- 
tire book  and  especially  the  chapters  on  Digitalis, 
Asthma,  and  Diabetes.  In  addition  to  this  he  has 
added  descriptions  of  the  Minot-Murphy  diet  in 
pernicious  anemia  with  liver  recipes,  of  scarlet  fever 
antitoxin,  of  parathyroid  and  ovarian  hormones,  of 
ephedrine,  of  novasurol,  of  malaria  in  neurosyphilis, 
of  lipiodol,  etc. 

In  reviewing  this  splendid  treatise  it  must  be 
borne  in  mind  that  a completely  satisfactory  book 
on  therapeutics  has  never  been,  and  probably  never 
will  be,  written.  The  handicaps  .with  which  such  au- 
thors have  to  contend  are  the  wide  diversity  of  thera- 
peutic opinions  as  to  the  relative  merits  of  drugs, 
the  lack  of  drug  specificity,  and  yet  an  increasing 
multitudinous  array  of  therapeutic  agents,  the  rela- 
tive popularity  of  certain  drugs  in  certain  localities, 
and,  lastly,  the  constant  and  terrifyingly  rapid  in- 
troduction of  new  and  all  too  untried  proprietary 
remedies.  Taking  this  into  account,  Dr.  Clendening 
lias  constructed  well.  He  has  wisely  made  no  attempt 
to  catalogue  from  previous  works  all  the  known 
facts  on  therapeutics,  and,  except  for  an  occasional 
article  by  a selected  authority,  has  written  from  his 
vast  personal  experience  with  therapeutic  agents. 

A surprising  and  pleasing  feature  which  highly 
commends  this  work  to  practitioners  is  the  truly 
readable  character  of  the  text.  As  one  reads  he 
cannot  help  but  picture  himself  once  more  in  the 
lecture  room  listening  intently  to  a well  prepared 
lecture  delivered  by  a magnetic  personality.  This 
quality  recommends  it  preeminently  as  a text  for 
the  medical  student. 

For  fear  of  creating  a misconception  in  the  read- 
er’s mind  as  to  the  merit  of  this  contribution,  the 
reviewer  hesitates  indeed  in  offering  even  the  fol- 
lowing minor  criticisms.  In  some  places  too  much 
space  is  devoted  to  extratherapeutic  clinical  pic- 
tures of  the  diseases  discussed.  The  drugs  Yatren 
and  Euphyllin  are  omitted.  The  one  page  allotted 
to  quinidine  is  inadequate,  with  omission  of  contra- 
indications, of  its  use  in  ventricular  tachycardia,  of 
its  relation  to  digitalis,  etc.  The  author  also  states 
that  luminal  does  not  cause  skin  eruptions,  and  that 
digitalis  is  inert  in  paroxysmal  tachycardia.  In  con- 
clusion the  reviewer  wishes  to  call  attention  to 
the  chapter  on  “Digitalis”  which  is  classic  and  should 
be  read  by  every  physician. 

— Douglas  P.  Head,  M.D. 
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THE  MEETING  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION  AT 
PORTLAND 

Having  just  returned  from  the  meeting  of  the 
American  Medical  Association,  the  writer  wants 
to  get  his  notes  in  partial  order  at  least  before 
he  forgets  what  he  has  been  through, — a most 
successful  meeting  from  every  angle,  although 
the  attendance  was  somewhat  reduced  from  last 
year,  the  number  of  men  registered  being  3,028. 
It  was  a very  good  meeting  because  most  of  the 
men  who  came  to  the  meeting  came  because  of 
their  interest  in  medicine,  and  they  certainly  heard 
enough  to  enable  them  to  go  away  with  some 
different  ideas.  The  Portland  men  were  splen- 
did hosts  and  had  arranged  the  entertainment  of 
the  guests  with  great  care.  Some  of  us  were 
taken  around  Mount  Hood.  Can  you  imagine 
a road  running  145  to  150  miles  around  the 
mountain,  beautifully  paved,  and  where  you 
could  see,  at  various  times,  a beautiful  snow- 
capped peak  which  is  remarkable  for  its  beauty 
all  through  Oregon.  Some  of  us  went  out  in 
private  cars,  but  busses  were  also  operated  for 
the  benefit  of  those  who  cared  to  take  the  drive, 
and  yet  some  missed  the  sight  altogether.  Many 
were  taken  for  drives  up  in  various  regions  near 


Portland,  around  the  rim  of  the  mountains,  for 
instance,  which  commands  a view  of  the  city 
of  Portland  and  on  clear  days  shows  the  sur- 
rounding mountains. 

Particularly  interesting  was  the  medical  cen- 
ter, illustrated  by  signs,  each  letter  of  the  sign 
being  fiftv-feet  in  height  and  illuminated  at  night, 
called  Richfield.  There  were  general  hospitals, 
veteran’s  hospitals  and  private  hospitals  as  well. 
Doctor  Coffee,  of  Portland,  has  his  hospital  in 
a different  district  than  the  general  hospital  and 
still  in  a mountainous  district. 

There  are  a great  many  graduates  of  the  Uni- 
versity of  Minnesota  Medical  School  in  practice 
in  Portland  and  other  Oregon  and  Washington 
cities.  Portland  seemed  to  the  observer  to  be  a 
rushing,  busy  town,  and  its  citizens  were  genial, 
hospitable,  and  entertaining.  It  is  said  that  Port- 
land has  more  of  an  eastern  atmosphere  in  its 
confines  than  any  other  city  in  the  West.  Com- 
ing down  from  Mt.  Hood,  those  of  us  who  went 
up  one  day  stopped  at  the  Hotel  Rhododendron, 
about  forty-five  miles  from  Portland,  where  an 
excellent  dinner  was  served  to  many  members 
of  the  Ophthalmological  and  Neurological  sec- 
tions. Evidently  they  were  trying  to  educate  the 
neurologists  in  a more  and  better  understanding 
of  closer  association  between  the  eye  and  the 
brain  than  we  have  heretofore  believed  probable. 
The  Hotel  Rhododendron  is  run  by  a woman 
who  has  conducted  it  for  many  years,  and  it  is 
a favorite  resort  for  travelers,  visitors,  and  Port- 
land people.  Many  of  the  Portland  physicians 
have  their  country  homes  in  the  vicinity  of  Mt. 
Hood. 

The  various  Sections  met  in  the  Masonic 
Temple,  a building  admirably  arranged  for  such 
work.  It  is  only  four  years  old  and  consequently 
has  kept  up  its  cleanly  and  attractive  condition, 
where  every  possible  facility  was  supplied  for 
the  benefit  of  the  Section  members.  No  word 
of  overcrowding  or  lack  of  attention  was  heard. 
Everyone  seemed  to  be  getting  all  he  needed, 
and  certainly  Portland  has  walked  away  with 
honors  in  its  entertainment  of  the  American 
Medical  Association. 

Various  meetings  were  held  for  the  benefit  of 
the  Officers  of  the  Association,  other  meetings 
for  the  Delegates  and  members  of  the  Associa- 
tion, and  the  reception  was  everything  that  wras 
required,  the  reception  being  mainly  for  the  new 
president,  Doctor  Harris,  of  Chicago.  Doctor 
Thayer,  the  retiring  president,  has  certainly  won 
the  hearts  of  the  members  of  the  American  Med- 
ical Association.  He  is  quiet  and  gentle,  he 
speaks  wTell,  and  he  knows  a good  story  or  a good 
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joke  when  he  hears  it.  He  has  been  very  ac- 
tively engaged  with  the  work  of  the  Association, 
and  at  the  last  meeting  of  the  House  of  Dele- 
gates he  was  given  a few  moments  for  some  re- 
marks in  which  he  stated  that  he  had  greatly  en- 
joyed the  work,  that  he  was  astounded  at  the 
development  medicine  had  already  attained  and 
had  no  question  about  the  future  development. 
Then  he  said,  “I  have  to  admit  that  I have  never 
quite  known  the  delightful  extremes  to  which  the 
American  Medical  Association  might  go,  and 
I want  to  tell  you  I have  traveled  over  a great 
deal  of  territory  and  have  attended  many  meet- 
ings of  the  affiliated  Sections  of  medicine,  and 
I further  want  to  tell  you  that  I had  a perfectly 
bully  time  here.”  Those  who  know  Doctor 
Thayer  will  appreciate  this  sort  of  witticism  on 
his  part. 

Only  one  little  incident  became  a thorn  in  the 
flesh  of  the  Association,  and  that  was  when  Doc- 
tor Thayer  declared  himself  very  fairly  against 
the  attitude  of  the  Government  and  its  effort  to 
regulate  the  practice  of  medicine.  He  thought 
the  Government  had  no  right  to  prohibit  an  edu- 
cated medical  man  from  prescribing  what  he 
wanted  the  patient  to  eat  and  drink ; he  was  look- 
ing after  the  patient,  in  whom  the  Government 
had  no  interest  whatsoever.  A fanatical  man 
affiliated  with  some  church  board  of  temperance 
took  issue  with  Doctor  Thayer  and  tried  to  make 
it  a political  question  and  an  antiprohibition 
question,  for  which  be  was  sufficiently  scored. 
One  Portland  paper,  in  its  editorial  column,  com- 
mented as  follows  on  the  attack  on  Doctor 
Thayer : 

“The  impromptu  debate,  if  it  may  be  called 
that,  between  Dr.  William  S.  Thayer,  president 
of  the  American  Medical  Association,  and  Rev. 
Clarence  True  Wilson,  general  secretary  of  the 
Methodist  Board  of  Temperance,  Prohibition 
and  Public  Morals,  is  interesting  and  informa- 
tive. 

“Dr.  Thaver  represents  the  very  high  type  of 
intellect.  The  emotional  is  submerged.  He  is 
by  training  a searcher  for  truth.  It  is  his  pro- 
fession. He  is  not  politically  minded ; few  doc- 
tors are.  He  sees  what  he  believes  to  be  a great 
menace  to  American  liberty ; he  understands 
history  well  enough  to  know  that  the  English- 
speaking  peoples  have  always,  sooner  or  later, 
rebelled  against  tyranny.  To  him,  prohibition  is 
tyranny  because  it  is  interference  with  what  he 
believes  are  his  rights. 

“Dr.  Wilson  is  a different  type.  His  appeal  is 
chiefly  emotional.  He  is  a preacher;  he  is  deeply 
religious.  He  carries  his  message  to  the  people 


of  the  churches.  Like  many  great  leaders  of 
his  type,  he  is  without  tolerance  for  anyone  who 
disagrees  by  the  slightest  margin  with  his  par- 
ticular prohibition  views.  If  you  do  not  accept 
his  doctrine  of  prohibition,  then  you  are  a wet ; 
you  must  be  in  the  pay  of  the  brewers ; you 
are  unpatriotic ! Call  out  the  marines  ! 

"Both  Dr.  Wilson  and  Dr.  Thayer  are  strong 
characters,  though  they  are  as  far  apart  as  the 
poles.  Both  are  fighters,  both  are  plain  spoken. 
Dr.  Thayer  understands  his  history  better  than 
Dr.  Wilson,  but  Dr.  Wilson  would  have  the 
greater  appeal  in  a public  meeting ; he  would 
swav  more  people.  And  both  men  are  follow- 
ing to  the  chalk  line  the  beliefs  and  principles 
they  think  right ; both  are  honestly  devoting 
their  lives  to  a cause — Dr.  Wilson  to  prohibition, 
Dr.  Thaver  to  the  relief  of  human  suffering.” 

Doctor  Thayer  was  perfectly  innocent  in 
whatever  remarks  he  made  regarding  his  opinion 
of  Government  control  and  had  nothing  of  the 
kind  in  mind,  but  the  fanatic  immediately  came 
to  the  conclusion  that  he  meant  antiprohibition 
and  nothing  else.  Such  fanatical  men  would  be 
good  men  to  retire,  because  they  haven’t  suf- 
ficient intelligence  to  see  things  from  a broad 
point  of  view. 

Strangelv,  at  this  time  there  was  a meeting 
of  the  naturopathic  organization  to  which  no  one 
paid  much  attention,  but  it  seems  that  the  West 
has  yet  to  appreciate  or  understand  that  it  will 
be  invaded  from  time  to  time  by  these  various 
cultists.  Fortunately,  in  Minnesota  we  are  freed 
from  them  now  for  a long  time. 

The  Scientific  Exhibit  was  held  at  the  Audi- 
torium, a building  large  enough  for  all  the  ex- 
hibitors and  with  space  enough  for  all  the  visi- 
tors to  the  Exhibit,  based  on  the  plan  of  the 
Minneapolis  Auditorium.  The  Exhibit  was  a 
very  pleasing  affair,  and  all  the  latest  develop- 
ments in  new  surgical  and  medical  instruments 
were  shown,  as  well  as  physiotherapy  equipment 
and  medical  publications.  It  is  impossible  to 
give  a list  of  the  exhibitors  here,  but  it  is  suf- 
ficient to  say  that  the  exhibitors  had  a very 
choice  range  of  exhibits.  But  a man  had  to  have 
his  badge  on  to  show  that  he  was  a doctor  and 
a member  in  good  standing  before  he  was  ad- 
mitted to  the  building;  or  if  he  was  found  in 
the  building  without  such  a badge  he  was  subject 
to  arrest.  And  one  of  our  Minnesota  men,  a 
very  prominent  man,  but  whose  name  or  place 
of  residence  we  are  not  mentioning,  forgot  his 
badge  one  day  and  went  up  to  the  Exhibit  hall. 
Very  soon  a policeman  came  up  to  him  and 
asked  him  where  his  badge  was.  The  doctor  ex- 
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plained  that  he  had  left  it  in  his  room,  on  his 
other  suit,  to  which  the  policeman  replied; 
“That  won’t  do ; you  come  with  me,  you  are  un- 
der arrest !”  Fortunately,  two  or  three  men 
came  up  at  this  time  who  could  testify  to  the 
honesty  and  friendliness  of  the  doctor  who  was 
under  arrest. 

The  kindness  of  Portland  in  giving  us  a sal- 
mon barbecue  at  Mount  Tabor,  a few  miles  from 
the  city,  was  another  evidence  of  the  hospitality 
of  the  people.  A salmon  barbecue  does  not  cov- 
er it.  Many  foods  of  various  kinds  were  served, 
interspersed  at  different  courses,  making  it  a 
delightful  luncheon.  It  was  held  at  the  summit 
of  Mount  Tabor,  where  everyone  was  sur- 
rounded by  the  wonderful  colors  of  nature.  The 
movement  in  and  out  through  the  trees  added 
a delightful  background  to  the  typical  forest 
scene. 

Portland  has  certainly  made  a name  for  itself 
in  medicine,  judging  from  the  character  of  the 
meeting  and  the  type  of  men  having  it  in  charge. 
Portland  will  also  stand  out  in  the  future  as  a 
beautiful  city  in  a mountainous  region,  and  its 
men,  its  medical  men  in  particular,  will  be  re- 
membered for  their  great  kindness. 

On  Thursday  the  last  meeting  of  the  House 
of  Delegates  was  held  and  the  following  officials 
were  elected : 

Dr.  Allen  H.  Bunce,  of  Atlanta,  Georgia,  was 
elected  a member  of  the  Board  of  Trustees;  Dr. 
William  Gerry  Morgan,  Washington,  D.  C.,  was 
elected  president-elect ; Dr.  G.  Chester  Brown, 
Danbury,  Connecticut,  was  re-elected  a member 
of  the  Board  of  Trustees;  Dr.  E.  A.  Sommers, 
of  Portland,  was  elected  vice-president. 

THE  FEE-CUTTING  IDEA 

If  any  one  thing  of  special  importance  oc- 
curred at  the  meeting  of  the  American  Medical 
Association  in  Portland  it  was  the  discussion  of 
fee-cutting.  It  was  debated  from  all  angles.  It 
was  also  admitted  that  the  high  cost  of  being 
ill  will  have  to  continue  for  a time.  Although 
this  is  a measure  that  Doctor  Harris,  the  present 
president  of  the  Association,  is  very  much  inter- 
ested in,  the  House  of  Delegates  declined  to  ac- 
cept his  suggestions,  although  it  is  admitted  that 
it  is  a very  serious  problem  with  which  we,  as 
physicians,  as  well  as  the  patients,  are  confronted. 

Doctor  and  hospital  bills  for  the  struggling 
family  man  of  America,  whose  plight  has  caused 
a flood  of  articles  in  magazines  and  newspapers 
in  the  past  few  years,  will  be  just  as  high  in 
1930  as  in  1929,  but  that  is  not  saying  very 


much.  There  are  a great  many  people  who  have 
voluntarily  reduced  their  fees  to  physicians 
through  the  association  with  welfare  workers, 
public  health  nurses,  and  popular  lecturers. 
The  main  germ  of  the  idea  is  that  the  public 
are  growing  more  and  more  in  wisdom  and  are 
accepting  advice  now  from  those  who  are  chosen 
toi  impart  it.  But  the  doctor  gets  much  less 
money  toward  his  own  living  expenses  than  he 
previously  has  received.  Consequently  there  has 
been  no  increase  in  the  compensation  of  physi- 
cians and  surgeons,  partly  on  this  account  as  well 
as  for  the  reasons  previously  mentioned,  and 
together  with  that  the  fact  that  the  corner  drug- 
store supplies  pills,  potions,  and  liquids  with  a/1 
kinds  of  advertising  matter,  and  thus  the  patient 
gets  into  the  hands  of  the  druggist  and  gets 
cheaper  medication.  The  druggist  makes  a per- 
centage, and  the  doctor  is  not  compensated  for 
his  time  or  his  methods  of  diagnosis. 

The  removal  of  the  appendix  or  the  setting 
of  a broken  arm  will  involve  just  as  much  care 
on  the  part  of  the  physician  for  the  benefit  of 
the  patient  and  he  must  be  compensated  there- 
fore. Under  such  circumstances  the  physician 
and  surgeon  are  not  to  blame,  however  unfortu- 
nate the  patient  may  be.  There  are  any  number 
of  cases  that  might  be  reported  where  the  pa- 
tient has  taken  his  medication  in  his  own  hands 
and  has  probably  taken  things  which  are  of  no 
good  to  him,  whereas,  if  he  had  consulted  a phy- 
sician as  he  should  and  had  been  fair  and  square 
with  him,  he  would  find  that  his  physician’s  bill 
was  not  extreme  or  increased  and  that  he  was 
safer  in  the  hands  of  the  practicing  physician 
than  in  the  hands  of  an  advertising  firm. 

Doctor  Harris’  proposal  was  to  the  effect  that 
the  county  medical  societies  existing  in  practical- 
ly every  county  of  the  Lmited  States  and  cer- 
tainly in  every  populous  one,  incorporate  and 
furnish  medical  attendance  at  least  for  all  “am- 
bulatory” cases,  for  such  fees  as  the  poorer 
people  are  able  to  pay.  The  more  well-to-do 
should  go  to  their  regular  practitioner,  as  before. 
This  proposal  was  received  bv  the  House  of 
Delegates  and  damned  with  faint  praise.  How- 
ever, one  of  the  delegates,  Dr.  A.  E.  Bulson,  of 
Indiana,  remarked  that  the  increased  cost  of 
sickness  cannot  be  justly  charged  to  the  medical 
profession,  as  in  a general  way  compensation 
for  medical  and  surgical  service  had  not  in- 
creased in  proportion  to  the  increased  cost  of 
sickness  occasioned  by  other  factors.  Among 
the  other  factors  is  the  luxury  demanded  by  the 
public.  The  public  will  get  these  luxuries  while 
they  are  obtainable  and  avoid  the  domestic  results 


360 


THE  JOURNAL-LANCET 


as  much  as  possible  so  they  can  go  on  having 
luxuries.  But  Doctor  Morgan,  the  president- 
elect of  the  American  Medical  Association,  ad- 
vances another  idea : “It  may  he  that  the  true 
difficulty  may  lie  in  the  elaborate  and  expensive 
diagnostic  procedures  which  the  public  has  come 
to  demand  as  well  as  the  luxurious  nursing  pro- 
visions which  have  come  to  be  regarded  as  es- 
sential.” Consequently,  one  may  feel  that  there 
are  many  conditions  applying  to  the  increase  of 
fees  or  the  high  cost  of  illness  but  not  to  the  de- 
mands that  the  fees  be  reduced. 

There  are  very  few  of  the  medical  profession 
who  are  justlv  compensated  for  their  experience, 
and  no  one  seems  to  realize  that  the  public  is 
given  as  much  as  $450,000,000  a year  in  free  med- 
ical service  through  the  various  hospitals  and 
charitable  organizations,  free  clinics,  and  so  on. 
Yet  no  one  seems  to  think  anything  of  that. 
And,  in  addition,  physicians  are  visited  by  so- 
licitors for  various  charity  organizations,  and 
community  funds,  as  well  as  others  who  make 
demands  on  them,  when  if  an  intelligent  man 
would  look  into  the  matter  a bit  further  he  would 
find  that  doctors  are  giving  more  and  more  every 
year  by  charitable  medical  service  and  service 
to  charitable  institutions,  and  the  unfortunate 
sick  are  giving  less,  and  less  than  they  should. 
But  it  is  going  to  be  hard  to  convince  the  public 
that  the  doctors  are  not  rich.  Of  course,  some 
of  them  are.  A few  can  collect  large  fees,  but 
the  majority  of  doctors,  and  we  say  majority 
because  we  think  it  is  true,  collect  very  much 
less  than  is  due  them  because  they  are  first  and 
foremost  interested  in  their  professional  work 
and  not  sufficiently  interested  in  the  business 
side  of  their  practice  to  collect  the  just  fees  due 
them. 


NEWS  ITEMS 


Dr.  P.  Avery  has  moved  from  Mitchell,  S. 
D.,  to  Iowa  City,  Iowa. 

Dr.  G.  D.  Todd  has  moved  from  Medina, 
N.  D.,  to  Litchville,  N.  D. 

Dr.  G.  R.  Waldron  has  moved  from  Drayton, 
N.  D.,  to  Pembina,  N.  D. 

Dr.  George  C.  Dittman,  of  St.  Paul,  has  gone 
to  Europe  for  a visit  to  the  clinics. 

Dr.  Archie  H.  Beard  and  wife,  of  Minneapo- 
lis, are  back  from  a trip  to  Europe. 

Dr.,  A.  E.  MacDonald,  of  Minneapolis,  has 
gone  to  Europe  for  a couple  of  months. 


Dr.  H.  H.  Leibold  and  his  wife,  of  Parker’s 
Prairie,  Minn.,  have  gone  to  Europe  for  a short 
trip. 

The  Lemmon  (S.  D.)  Clinic  has  been  incor- 
porated by  Drs.  J.  E.  Curtis  and  Frank  Walker, 
of  that  city. 

Dr.  C.  H.  Peterson,  of  Seattle,  Wash.,  has 
become  associated  with  Dr.  P.  E.  Logan,  of 
Great  Falls,  Mont. 

Dr.  Eugene  Scott,  of  St.  Paul,  a recent  gradu- 
ate of  Ann  Arbor,  has  gone  to  Europe  to  spend 
two  years  in  postgraduate  work  in  medicine. 

Dr.  L.  A.  Fritsche,  of  New  Ulm,  Minne- 
sota, accompanied  by  his  wife,  is  making  an 
extended  trip  through  Europe  and  to  the  clinics. 

Dr.  M.  J.  Fardy,  of  Minot,  N.  D.,  has  re- 
turned from  a postgraduate  course  in  the  clinics 
of  Vienna.  He  also  visited  several  other  coun- 
tries of  Europe. 

At  the  annual  meeting  of  the  Great  Northern 
Railway  Surgeons’  Association,  held  last  month 
in  Seattle,  Dr.  R.  D.  Campbell,  of  Grand  Forks, 
N.  D.,  was  elected  president. 

Dr.  LeRoy  M.  A.  Maeder,  a recent  graduate 
of  the  Medical  School  of  the  U.  of  M.,  who 
is  now  practicing  psychiatry  in  Philadelphia,  is 
touring  in  Europe  during  the  summer. 

Dr.  Emil  Geist  and  wife,  of  Minneapolis,  have 
returned  from  a trip  to  Europe,  during  which 
Dr.  Geist  attended  a meeting  of  the  British  and 
American  Orthopedic  Association  in  London. 

The  citizens  of  Gilby,  N.  D.,  and  the  surround- 
ing country  give  an  annual  picnic  to  honor  their 
beloved  physician,  Dr.  Robert  M.  McLean,  who 
has  served  this  community  nearly  forty  years. 

Dr.  A.  L.  Kusske,  of  New  Ulm,  Minn.,  and 
Dr.  Melvin  Vogtel,  of  Minneapolis,  who  have 
been  spending  a year  in  postgraduate  eve,  ear, 
nose  and  tbroat  work  in  Europe,  have  returned. 

Dr.  L.  L.  Langeson,  a recent  graduate  of  the 
Medical  School  of  the  U.  of  M.,  who  took  his 
year  of  interne  work  in  the  General  Hospital 
of  Minneapolis,  has  begun  practice  at  Cando, 
N.  D. 

Dr.  W.  A.  Jones,  editor  of  The  Journal- 
Lancet,  attended  the  A.  M.  A.  meeting,  and  as 
vice-president,  sat  through  all  the  meetings  of 
the  House  of  Delegates,  and  enjoyed  the  same 
immensely. 

Dr.  Roy  F.  Raiter,  of  Cloquet,  Minn.,  has 
gone  to  Europe.  After  a few  weeks  in  England, 
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Sweden,  and  Norway,  he  will  go  to  Berlin  and 
Vienna  and  study  several  months  in  the  clinics 
of  those  cities. 

Dr.  James  A.  Rippert,  of  Duluth,  died  last 
month  at  the  age  of  43.  Dr.  Rippert  was  a grad- 
uate of  the  College  of  Physicians  and  Surgeons, 
of  Baltimore,  class  of  TO,  and  had  practiced 
in  Duluth  since  1918. 

Dr.  A.  E.  Bostrom,  of  DeSmet,  S.  D.,  has  been 
appointed  epidemiologist  of  the  State  Board  of 
Health.  Dr.  B.  A.  Dvar  of  DeSmet,  succeeds 
Dr.  Bostrom  as  superintendent  of  the  Kingsbury 
County  Board  of  Health. 

Dr.  H.  Mel.  Morton  and  wife,  of  Minneapolis, 
have  gone  to  Europe  for  a couple  of  months.  Dr. 
Morton  will  attend  the  quintennial  congress  of 
eye  and  ear  surgeons,  which  meets  at  The  Hague 
in  September  and  before  which  he  is  to  read  a 
paper. 

Dr.  Louis  M.  Fowler,  a Mayo  Foundation 
student  in'  the  Mayo  Clinic  at  Rochester,  lost 
his  life  by  drowning  in  Lake  Pepin  last  month. 
Dr.  Fowler  was  a graduate  of  the  University  of 
Pennsylvania,  class  of  ’24.  He  died  at  the  age 
of  28.  He  lived  in  North  Carolina. 

Dr.  Joseph  T.  Asbury,  of  Rochester,  Minn., 
died  last  month  at  the  age  of  54.  Death  was 
caused  by  an  accident.  Dr.  Asbury  graduated 
from  the  College  of  Medicine  of  the  University 
of  Illinois,  class  of  ’02,  and  had  practiced  in 
Rochester  since  graduation. 

Dr.  Fred  L.  Adair,  associate  professor  of  ob- 
stetrics and  gynecology  in  the  Medical  School 
of  the  University  of  Minnesota,  has  decided  to 
accept  a position  in  the  Lffiiversity  of  Chicago. 
Further  comment  upon  his  great  loss  to  Minne- 
sota will  be  made  in  these  columns  at  another 
time. 

At  the  annual  meeting  of  the  Woman’s  Aux- 
iliary to  the  A.  M.  A.,  Mrs.  Fred  L.  Adair,  of 
Minneapolis,  was  elected  secretary,  Mrs.  B.  F. 
Davis,  of  Duluth,  was  elected  third  vice-presi- 
dent, and  Mrs.  James  Blake,  of  Hopkins,  Minn., 
was  elected  a member  of  the  nominating  com- 
r.-.ittee.  Minnesota  sent  a large  delegation  of 
women  to  the  meeting. 

At  the  annual  meeting  of  the  Sioux  Valley 
Medical  Association,  held  at  Sioux  Falls,  S.  D., 
the  last  of  June,  the  following  officers  were 
elected:  President,  Dr.  E.  C.  Junger,  Soldier, 
Iowa;  vice-president,  Dr.  J.  C.  Ohlmacher,  Ver- 
million, S.  D.,  secretary,  Dr.  John  H.  Henkin, 
Sioux  City,  Iowa ; treasurer,  Dr.  W.  R.  Brock, 
Sheldon,  Iowa;  place  of  next  meeting,  Vermil- 
lion, S.  D.,  in  January. 


The  Wabasha  County  Medical  Society  of 
Minnesota  held  its  sixty-first  annual  meeting  at 
Wabasha  last  month  and  had  a very  enjoyable 
and  profitable  time,  Dr.  D.  P.  Dempsey,  of  Kel- 
logg,  presiding.  Papers  were  presented  by  Drs. 
D.  P.  Dempsey,  of  Kellogg;  J.  H.  Simons,  of 
Minneapolis;  Russell  Id.  Frost,  of  Wabasha; 
and  P.  F.  Donohue,  of  St.  Paul.  The  party 
enjoyed  a boat  ride,  while  the  afternoon  pro- 
gram was  presented,  in  the  yacht  of  Dr.  W.  J. 
Mayo  and  wife,  tendered  for  this  purpose.  The 
following  officers  were  elected  for  the  current 
year:  President,  Dr.  R.  H.  Frost;  vice-president, 
Dr.  J.  H.  Collins ; secretary-treasurer,  Dr.  W. 
F.  Wilson. 


Northern  Minnesota  Medical  Association 

The  Annual  Assembly  of  the  Northern  Minne- 
sota Medical  Association  will  hold  its  meetings  at 
the  Hotel  Birchmont  on  Lake  Bemidji,  at  Bemidji, 
on  Monday  and  Tuesday,  September  2d  and  3d. 
An  excellent  scientific  program  is  being  prepared  for 
the  two-day  session.  There  will  also  be  entertain- 
ment for  the  ladies.  This  is  the  annual  outing  meet- 
ing of  the  medical  fraternity  and  a large  atendance 
is  looked  for.  (See  next  issue  for  program). 

Important  Notice  of  Health  Meetings  In 
Minneapolis 

September  30  to  October  5,  1929 

The  arrangements  for  the  meetings  of  The  Ameri- 
can Public  Health  Association,  The  American  Child 
Health  Association,  The  International  Society  of 
Medical  Health  Officers,  The  American  Association 
of  School  Physicians,  The  American  Social  Hygiene 
Association,  The  Conference  of  State  Sanitary  En- 
gineers, The  State  Sanitary  Conference,  The  Min- 
nesota State  Public  Health  Association,  The  Minne- 
sota State  Organization  for  Public  Health  Nursing, 
The  Northwest  Conference  for  Child  Health  and 
Parent  Education,  with  an  Educational  Public 
Health  Exhibit  for  the  benefit  of  the  people  at  large, 
are  well  under  way. 

The  Conference  of  State  Sanitary  Engineers  will 
begin  its  sessions  at  the  Curtis  Hotel,  Minneapolis, 
on  Saturday,  September  28th.  The  other  members 
of  the  group,  including  the  Conference  of  State  Lab- 
oratory Directors,  recently  added  to  the  promised 
gathering,  will  convene  on  Monday,  September  30th, 
at  the  Municipal  Auditorium.  Registration  will  be 
done  and  it  is  hoped  will  be  practically  completed 
on  this  date.  Registration  booths  will  be  on  the 
lower  exhibition  floor,  adjoining  the  Commercial 
Exhibits.  The  headquarters  of  the  American  Pub- 
lic Health  Association  will  be  found  at  the  south- 
east corner  of  the  same  area. 

The  third  annual  session  of  the  Northwest  Con- 
ference for  Child  Health  and  Parent  Education  will 
open  at  the  Auditorium  on  Wednesday,  October  2d, 
at  9:00  a.  m.  Its  registration  office  will  be  on  the 
first  or  street-level  floor,  near  the  Northwest  en- 
trance, (Grant  Street  and  Stevens  Avenue).  The 
ticket  sales  for  the  Conference  have  been  abandoned 
for  this  year.  Instead,  registration  is  required,  un- 
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der  a registration  fee  of  one  dollar.  Upon  its  com- 
pletion, which  can  be  secured  now,  and  by  mail, 
tickets  of  free  admission  will  be  issued  which  will 
cover  attendance  upon  ALL  meetings  of  the  Con- 
ference, upon  ALL  sessions  of  the  American  Public 
Health  Association,  the  American  Child  Health  As- 
sociation, and  the  related  organizations  as  listed, 
and  upon  the  Educational  Health  Exhibit. 

The  Meetings  of  the  Northwest  Conference  for 
Child  Health  and  Parent  Education  will  cover  one 
and  a half  days, — the  morning  sessions  of  Wednes- 
day, October  2d,  and  of  Thursday,  October  3d,  and 
the  evening  session,  of  Wednesday.  October  2d,  held 
conjointly  with  the  American  Child  Health  Asso- 
ciation, occurring  in  the  main  audience  room  of  the 
Auditorium,  and  the  luncheon  and  afternoon  ses- 
sions of  Wednesday,  October  2d,  at  the  Curtis  Hotel. 

The  adjournment  of  the  Northwest  Conference  at 
noon  on  Wednesday  is  planned  to  give  the  members 
a special  opportunity  to  visit  and  study  the  Educa- 
tional Health  Exhibit  on  the  afternoon  and  evening 
of  that  day. 

A preliminary  program  of  the  Northwest  Confer- 
ence will  appear  shortly. 

A Popular  Health  Program,  consisting  of  health 
talks,  demonstrations,  radio,  delineascope,  and  lan- 
tern slide  exhibits,  is  planned  on  the  afternoon  of 
each  day  from  October  first  to  October  fifth.  Some 
excellent  films  will  be  presented. 

Members  of  State  Organizations,  meeting  con- 
jointly with  National  Groups,  are  urged  to  be- 
come members  of  the  latter.  If  they  do  not  desire 
to  do  this,  they  will  be  eligible  to  registration  under 
the  Northwest  Conference  for  Child  Health  and 
Parent  Education. 

All  visitors  to  the  Health  Meetings,  who  are  not 
registered  members  or  fellows  of  the  National  Or- 
ganizations or  registered  attendants  upon  the  North- 
west Conference  for  Child  Health  and  Parent  Edu- 
cation, will  be  asked  to  register  as  Visitors  under 
a registration  fee  of  one  dollar.  Registration  for 
visitors  will  open,  coincidently  with  that  for  other 
groups,  on  Monday,  September  30,  at  9:00  a.  m. 

The  Educational  Health  Exhibit,  presented  under 
the  joint  auspices  of  the  American  Public  Health 
Association  and  the  Northwest  Conference  for  Child 
Health  and  Parent  Education,  for  the  benefit  of  the 
people  at  large,  will  open  on  the  morning  of  Tues- 
day, October  1st  and  will  close  at  noon  of  Saturday, 
October  5th.  Admission  will  be  by  ticket,  but  with- 
out entering  charge. 

A large  number  of  organizations  are  contributing 
to  the  creation  of  the  educational  exhibit.  It  will 
be  housed  on  the  first,  or  street-level  floor.  It  will 
interpret  health  to  the  people  in  very  broad  terms. 
It  will  be  arranged  under  divisions  of  sanitation,  or 
community  hygiene;  of  disease  discovery  and  pre- 
vention; of  child  development;  of  recreational  ac- 
tivities; and  occupational  activities. 

Attendants  will  be  in  charge  of  each  booth  for 
group  of  booths,  who  will  reinforce  the  visitors’ 
direct  observation  by  any  information  they  may 
seek. 

The  time  has  surely  come  when  health  education 
must  be  carried  directly  to  the  people  and  in  plain, 
unmistakable  terms.  There  is  nothing  concerning 
which  the  public  is  more  clearly  entitled  to  know. 
Those  of  the  seeing  eye  and  the  hearing  ear  and 
the  comprehending  mind  will  find  the  opportunity 


in  this  exhibit  to  learn  much  of  living  interest  and 
saving  knowledge. 

— Richard  Olding  Beard,  M.D.,  Executive  Secretary. 


Secretarial  Position  Wanted 

A thoroughly  competent  medical  secretary  desires 
a position.  Has  had  several  years’  experience  in 
a large  clinic  and  with  a well-known  physician.  Best 
of  references.  Address  635,  care  of  this  office. 

Position  Wanted  by  Young  Woman 

Who  has  had  a year’s  training  as  a nurse  in  St. 
Barnabas  Hospital.  Can  do  typewriting  and  book- 
keeping and  general  office  work.  Will  go  out  of 
city.  High-grade  references,  etc.  Address  636,  care 
of  this  office. 

Dietitian’s  Services  Offered 

Dietitian,  graduate  of  University  of  Minnesota, 
extensive  general  hospital  experience,  will  render 
individual  diet  calculation  service  to  diabetics  upon 
request  of  physicians.  Address  633,  care  of  this 
office  or  call  Tower  0194. 

For  Sale  or  Rent 

A 6-room  modern  California  bungalow  with  3-car 
garage  at  Island  Park,  Phelps  Island,  Lake  Minne- 
tonka. No  finer  location.  Phone  Colfax  9124  be- 
fore 8 a.  m.,  or  write  Louis  Cussler,  Jr.,  4015  Colfax 
Ave.  So.,  Minneapolis,  Minn. 

McCaskey  Desk  for  Sale 

Two  hundred  open  accounts  above  covered  with 
roll  top.  One  thousand  accounts  in  drawers.  Ac- 
cessory filing  cabinet  four  drawers.  Complete  with 
fillers  and  index.  Light  golden  oak.  New.  Must 
sell.  One-half  price.  Address  637,  care  of  this  office. 

X-ray  Work  Wanted 

X-ray  technician  with  some  laboratory  experience 
and  several  years  of  typing  and  general  office  work 
would  like  position  to  start  September  1.  Past  ex- 
perience with  physicians  who  have  handled  indus- 
trial and  insurance  work.  Address  634,  care  of  this 
office. 

Physician  Wanted 

Wanted:  Physician,  graduate  of  Class  A School, 
to  assist  two  physicians  in  their  general  and  sur- 
gical practice,  also  X-ray  work.  We  have  two  hos- 
pitals, doing  work  in  both.  One  that  speaks  Ger- 
man and  Lutheran  preferred.  Address  632,  care 
of  this  paper. 

Hospital  for  Sale 

In  South  Dakota,  10-bed  private  hospital,  well 
equipped  operating  room  and  physiotherapy  depart- 
ment. Office  and  living  rooms  in  connection;  good 
farming  community.  Well  established  surgical  and 
general  practice.  Ill  health  only  reason  for  selling. 
Further  information  on  request.  Address  637,  care 
of  this  office. 

Hospital  in  Minnesota  for  Sale 

Modern  private  hospital  for  sale  in  thriving  town, 
large  territory,  prosperous  community,  do  a great 
deal  of  major  surgery.  Contains  a block  of  land  in 
heart  of  town.  Large  garage,  coal  shed,  granary  and 
fine  chicken  house,  fine  orchards  and  vineyards, 
woven  wire  fenced,  plenty  of  hedges.  Might  con- 
sider some  Minneapolis  city  income  property  as  part 
trade.  Address  631,  care  of  this  paper. 
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TENTH  DISTRICT 

J.  W.  BOWEN,  M.D.,  1928 Dickinson 

HOUSE  OF  DELEGATES 

CASS  COUNTY  SOCIETY 

W.  F.  BAILLIE,  M.D. Fargo 

H.  B.  HUNTLEY,  M.D. Leonard 

DEVILS  TAKE  DISTRICT  SOCIETY 

R.  H.  BEEK,  M.D. Lakota 

GRAND  FORKS  DISTRICT  SOCIETY 

J.  H.  MOORE,  M.D. Grand  Forks 

C.  J.  GLASPEL,  M.D. Grafton 

KOTANA  COUNTY  SOCIETY 

I.  S.  ABPLANALP,  M.D Williston 

NORTHWESTERN  DISTRICT  SOCIETY 

ANDREW  CARR,  M.D. Minot 

A.  R.  SORENSON,  M.D. Minot 

RICHLAND  COUNTY  SOCIETY 

BEN.  THANE,  M.D. Wahpeton 

SHEYENNE  VALLEY  SOCIETY 

E.  A.  PRAY,  M.  D. Valley  City 

S.  A.  ZIMMERMAN,  M.D.  (Alternate)  Valley  City 

STARK  COUNTY  SOCIETY 

A.  E.  SPEAR,  M.D. Dickinson 

R B.  RADL,  M.D.  (Alternate) Dickinson 

SIXTH  DISTRICT  SOCIETY 

C.  E.  STACKHOUSE,  M.  D. ‘...Bismarck 

H.  A.  BRANDES,  M.  D. Bismarck 
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SOUTHERN  DISTRICT  SOCIETY 


L.  B.  GREENE,  M.D. Edgeley 

F.  W.  FERGUSON,  M.D. Kulm 

STUTSMAN  COUNTY  SOCIETY 

T.  L.  DePUY,  M.D. Jamestown 


PROCEEDINGS  OF  THE  HOUSE  OF 
DELEGATES  OF  THE  NORTH 
DAKOTA  STATE  MEDICAL 
ASSOCIATION— 1929 


TRI-COUNTY  SOCIETY 


A.  E.  DONKER,  M.D. Carrington 

R J.  CRITCHFIELD,  M.D. Fessendon 

TRAIUU-STEEUE  COUNTY  SOCIETY 

SYVER  VINJE,  M.D. Hillsboro 

SOUTHWESTERN  DISTRICT  SOCIETY 

D.  LEMIEUX,  M.D. Bowman 


COMMITTEES 


COMMITTEE  ON  MEDICAU  EDUCATION 


H.  E.  FRENCH,  M.  D. University 

GEO.  M.  WILLIAMSON,  M.D. Grand  Forks 

N.  O.  RAMSTEDT,  M.D Bismarck 

R.  C.  TOMPKINS,  M.D  Grafton 

COMMITTEE  ON  MEDICAU  DEFENSE 

A.  W.  McDONALD,  M.D. Valley  City 

W.  C.  FAWCETT,  M.D Starkweather 

N.  O.  RAMSTAD,  M.D. Bismarck 

HENRY  M.  WALDREN,  SR.,  M.D Drayton 

R.  W.  MEADOWS,  M.D. Sheyenne 

W.  C.  FAWCETT,  M.D.  Starkweather 

COMMITTEE  ON  FUBUIC  POUICY  AND  I.EGISUATION 

V.  J.  LaROSE,  M.  D. Bismarck 

W.  H.  PORTER,  M.  D Calvin 

H.  WALDRON,  M.D. Drayton 

CHARLES  MacLACHLAN,  M.  D. . .New  Rockford 

COMMITTEE  ON  TUBERCULOSIS 

FANNIE  DUNN  QUAIN,  M.  D. Bismarck 

JAMES  GRASSICK,  M.  D. Grand  Forks 


COMMITTEE  ON  PUBLIC  HEALTH 


A.  A.  WHITTEMORE,  M.  D. Bismarck 

B.  K.  KILBOURNE,  M.D. Fargo 

G.  F.  DREW,  M.D. Devils  Lake 

C.  J.  McGURREN,  M.D. Devils  Lake 

H.  E.  FRENCH,  M.  D. University 

COMMITTEE  ON  MEDICAL  HISTORY  OF  THE  STATE 

GEO.  M.  WILLIAMSON,  M.  D Grand  Forks 

TAMES  GRASSICK,  M.  D. Grand  Forks 

J.  P.  AYLEN,  M.D. Fargo 


PERMANENT  COMMITTEE  ON  HISTORY' 

JAMES  GRASSICK,  M.D.  (Chairman)  Grand  Forks 


COMMITTEE  ON  MILITARY  AFFAIRS 


E.  P.  QUAIN,  M.D. Bismarck 

L.  B.  GREENE,  M.D.  Edgeley 

NEIL  McLEAN,  M.D Devils  Lake 


COMMITTEE  ON  HOSPITALS 


A.  D.  McCANNEL,  M.D. Minot 

M.  W.  ROAN,  M.D. Bismarck 

J.  F.  HANNA,  M.D. Fargo 

COMMITTEE  ON  SCIENTIFIC  PROGRAM 

N,  O.  RAMSTAD,  M.D. Bismarck 

C.  E.  STACKHOUSE,  M.D Bismarck 

J.  W.  BOWEN,  M.D Dickinson 


Wednesday,  June  5,  1929 

The  first  meeting  of  the  House  of  Delegates 
of  the  Forty-second  Annual  Session  of  the  North 
Dakota  State  Medical  Association  was  called  to 
order  at  the  Fargo  Clinic,  Fargo,  N.  D.,  at  9:15 
p.  M.,  by  the  President,  Dr.  W.  F.  Sihler,  of 
Devils  Lake. 

The  Secretary  called  the  roll  and  the  following 
Delegates,  Councilors,  and  Officers  responded : 

W.  F.  Baillie,  M.D.  Fargo. 

Rolfe  Taintor,  M.D.,  Fargo. 

H.  B.  Huntley,  M.D.,  Leonard. 

R.  H.  Beek,  M.D.,  Lakota. 

J.  H.  Moore,  M.D.,  Grand  Forks. 

I.  S.  Abplanalp,  M.D.,  Williston. 

Andrew  Carr,  Sr.,  M.D.,  Minot. 

A.  R.  Sorenson,  M.D.,  Minot. 

Benj.  Thane,  M.D.,  Wahpeton. 

E.  A.  Pray,  M.D.,  Valley  City. 

E.  A.  Spear,  M.D.,  Dickinson. 

W.  C.  Fawcett,  M.D.,  Starkweather. 

C.  E.  Stackhouse,  M.D.,  Bismarck. 

H.  A.  Brandes,  M.D.,  Bismarck. 

F.  W.  Fergusson,  M.D.,  Kulm. 

A.  E.  Donker,  M.D.,  Carrington. 

R.  J.  Critchfield,  M.D.,  Fessenden. 

Paul  H.  Burton,  M.D.,  Fargo. 

C.  F.  Drew,  M.D.,  Devils  Lake. 

George  M.  Williamson,  M.D.,  Grand  Forks. 

E.  M.  Ransom,  M.D.,  Minot. 

F.  L.  Wicks,  M.D.,  Valley  City. 

N.  O.  Ramstad,  M.D.,  Bismarck. 

P.  G.  Arzt,  M.D.,  Jamestown. 

L.  B.  Greene,  M.D.,  Edgeley. 

Charles  MacLachlan,  M.D.,  New  Rockford. 

J.  W.  Bowen,  M.D.,  Dickinson. 

John  Crawford,  M.D.,  New  Rockford. 

Henry  M.  Waldren,  M.D.,  Drayton. 

William  W.  Wood,  M.D.,  Jamestown. 
William  F.  Sihler,  M.D.,  Devils  Lake. 

John  G.  Lamont,  San  Haven. 

The  President  declared  a quorum  present  and 
the  House  of  Delegates  duly  constituted  for  the 
transaction  of  business. 

The  Secretary  moved  that  the  minutes  be  ac- 
cepted as  they  were  published  in  The  Journal- 
Lancet. 

Motion  seconded  and  unanimously  carried. 
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REPORT  OF  THE  SECRETARY 

Dr.  J.  G.  Lamont,  Secretary,  presented  the  fol- 
lowing report : 

Mr.  President,  Members  of  the  House  of 
Delegates : 

The  North  Dakota  State  Medical  Association  has 
a total  membership  this  year  of  396  members.  Fifty- 
four  non-members  have  been  reported  by  the  various 
districts;  however,  four  districts  did  not  report  their 
non-members. 

This  has  been  a year  of  legislative  unrest.  The 
fight  on  the  Naturopathic  bill  in  our  state  legislature 
will  be  reported  in  full  by  the  Committee  on  Legis- 
lation. The  Secretary’s  office  endeavored  to  keep 
the  district  societies  cognizant  of  events,  so  that  pres- 
sure could  be  brought  to  bear  by  the  profession  upon 
representatives  at  the  State  Capitol. 

A number  of  requests  came  from  the  office  of  the 
American  Medical  Association  asking  the  profession 
in  North  Dakota  to  wire  senators  and  congressmen 
to  support  or  to  suppress  Federal  legislation  on  bills 
having  medical  bearing.  Attention  was  especially 
called  to  the  Sheppard-Towner-Newton  bill  and  the 
new  tariff  bill,  the  latter  of  which  increased  the  rate 
from  40  to  60  per  cent  on  surgical  instruments.  The 
Secretary  believes  that  the  position  of  our  State  As- 
sociation on  Federal  Child  Welfare  legislation  should 
be  more  clearly  defined.  The  American  Medical  As- 
sociation is  in  opposition  to  the  granting  of  federal 
appropriations  for  child  welfare  chiefly  because  the 
expenditure  is  not  directly  under  the  supervision  of 
the  United  States  Public  Health  Service,  but  under 
the  control  of  laymen.  Heretofore  a re-distribution 
of  these  funds  has  been  made  through  the  State  De- 
partments of  Public  Health.  Our  own  State  Depart- 
ment is  in  support  of  such  federal  legislation,  be- 
cause under  the  Sheppard-Towner  and  similar  bills, 
these  funds  were  directly  available  for  the  extension 
of  an  important  branch  of  State  Health  work.  We 
thus  find  a rather  anomalous  situation  in  the  fact 
that  the  American  Medical  Association  seems  to  be 
in  opposition  to  several  of  the  State  Health  Depart- 
ments upon  this  rather  important  question. 

Your  secretary  was  present  at  the  two-day  program 
of  the  Secretaries’  Convention  at  Chicago  in  No- 
vember, 1928. 

A regional  conference  of  Association  officers  of 
Wisconsin  Minnesota,  and  the  Dakotas  is  held  every 
January  in  St.  Paul.  This  meeting  should  receive 
more  active  attention  from  our  State  Association. 
Much  of  the  vicious  legislation  can  best  be  met  by 
concerted  action  of  the  State  Medical  Societies.  It 
is  suggested  that  the  North  Dakota  Association 
should  go  on  record  as  favoring  the  attendance  of 
the  principal  officers  of  our  State  Association  at 
these  meeting  each  year,  and  that  necessary  expenses 
for  at  least  three  men  from  our  own  state  should  be 
allowed  by  our  Association. 

The  North  Dakota  State  Association  has  had  a 
substantial  increase  in  membership  this  year,  and 
should  continue  to  progress  cohesively,  not  ad- 
hesively, in  its  spirit  of  organized  fraternity. 

J.  G.  Lamont,  M.D. 

Secretary 


Dr.  Charles  MacLachlan  moved  that  this  re- 
port be  accepted  as  read.  Motion  seconded  and 
carried. 

REPORT  OF  THE  TREASURER 

Dr.  William  W.  Wood,  Treasurer,  presented 
the  following  report : 

TREASURER’S  ANNUAL  REPORT 
May  22,  1928,  to  June  3,  1929 
Assets  and  Receipts: 

Balance  Checking  Account  May 

22,  1928  _$2, 164.34 

Savings  Account  2,173.11 

Interest  on  Bonds $ 42.50 

Interest  on  Savings 42.78 

Balance  of  Last  Year  1,637.83 

Liberty  Bonds  1,000.00 

Dues  Received  from  Secretary 2,047.00 

Received  from  Sale  of  History  of 


Medicine  35.00 

Savings  to  Checking  Account- 550.00 


$6,969.45  $6,969.45 

Disbursements : 

Checks  Nos.  189-205,  inclusive ...$1,815.25 

Check  No.  193  to  Savings  Account  1,000.00 
Exchange  on  Checks 4.60 


$2,819.85  $2,819.85 

(Total  Expense  $1,819.85) 


Balance  $4 , 1 49. 60 

Distribution  of  Funds  at  Present  Time: 

Checking  Fund  Balance ...$1,976.49 

Savings  Account  (includes  2 

Liberty  Bonds)  2,173.11 


$4,149.60  $4,149.60 
Comparison  of  this  statement  with  that  submitted 
last  year  shows  a net  increase  in  the  assets  of 
$347.43.  The  annual  dues  received  from  the  Secre- 
tary increased  $92.00.  There  was  an  increase  of 
$28.68  in  the  expense. 

Respectfully  submitted, 

Wm.  W.  Wood,  M.D. 

T reasurer 

Dr.  Lamont  moved  that  this  report  be  referred 
to  the  Council  for  audit.  Motion  seconded  and 
carried. 

REPORT  OF  THE  COUNCIL 
Charles  MacLachlan,  M.D.,  Chairman 
There  have  been  no  special  meetings  of  the 
Council  during  the  year,  and  each  of  the  Coun- 
cilors will  make  his  individual  report  at  this 
time. 

REPORTS  OF  COUNCILORS 
FIRST  DISTRICT— CASS  COUNTY 
Dr.  Paul  H.  Burton: 

The  Cass  County  Medical  Society  has  sixty-two 
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regular  members  and  five  associate  members. 

There  is  one  physician  in  Fargo  and  one  in  the 
County  elsewhere  who  are  eligible  but  have  not  yet 
become  members.  There  are  five  physicians  at  the 
U.  S.  Veterans’  Hospital,  but  some  of  these  do  not 
hold  North  Dakota  licenses.  There  are  five  doctors 
in  Fargo  who  are  not  eligible  for  membership. 

Meetings  are  held  once  a month  following  a dinner 
at  the  Chamber  of  Commerce.  The  average  attend- 
ance for  the  five  meetings  this  year  was  twenty- 
seven.  After  the  business  meeting  one  or  more 
scientific  papers  are  read,  and  it  is  attempted  to 
have  the  programs  for  the  regular  meetings  pre- 
pared by  our  own  members,  outside  speakers  being 
invited  for  special  meetings. 

At  the  January  meeting  this  year  we  had  a paper 
by  Dr.  Lancaster,  on  “Cerebrospinal  Fever;  Report 
of  Two  Cases.”  At  the  February  meeting  Dr. 
Hugo  Rostel  read  a paper  on  “Clinical  Use  of  the 
Kahn  and  Wassermann  Tests.”  At  the  March 
meeting  Dr.  Frank  Darrow  read  a paper  on  “Dia- 
betes Mellitus”  and  Dr.  Rolfe  Taintor  discussed 
“Eye  Symptoms  in  Diabetes.”  Dr.  Richard  Bower 
read  a paper  on  “Massive  Atelectasis  of  the  Lung.” 
At  the  April  meeting  Dr.  H.  B.  Huntley  read  a pa- 
per on  “Fractures  in  Rural  Communities  and  Their 
Home  Management”;  and  at  the  May  meeting  we 
had  a paper  on  “Undulent  (Malta)  Fever.” 

SECOND  DISTRICT— DEVILS  LAKE 

Dr.  George  F.  Drew: 

Mr.  President,  Members  of  the  House  of  Dele- 
gates and  Councilors: 

The  Devils  Lake  District  Medical  Society  had 
rather  a good  year  in  1928,  and  also  entertained  the 
State  Association  meeting  at  Devils  Lake.  We  now 
have  thirty-five  members  in  good  standing  and  prob- 
ably only  three  regular  practitioners  in  the  district 
who  are  not  members  of  some  medical  society.  This 
is  a membership  gain  of  four  over  last  year,  1927. 
We  had  one  extra  meeting,  making  five  for  the  year, 
generally  well  attended  and  considerable  interest 
shown.  The  Society  requested  one  of  its  members 
to  discontinue  advertising  a new  cure  for  cancer, 
or  lose  his  membership.  He  has  agreed  to  discon- 
tinue the  advertising  and  still  retains  membership. 
We  have  had  no  other  irregularity  or  any  friction 
between  members  during  the  year. 

THIRD  DISTRICT—  GRAND  FORKS 

Dr.  G.  M.  Williamson: 

Mr.  President.  Fellow  Councilors,  Members  of 
the  House  of  Delegates: 

The  Grand  Forks  District  Medical  Society  con- 
tinues to  prosper.  Regular  meetings  are  held  each 
month  with  a fair  attendance. 

Some  consideration  was  given  during  the  past 
year  regarding  quarterly  meetings,  but  this  did  not 
meet  with  favor  by  the  majority  of  members.  It 
would  seem,  in  the  opinion  of  your  Councilor,  that 
two  staff  meetings  and  a meeting  of  the  same  group 
as  a District  Society  each  month  is  superfluous. 

The  membership  from  year  to  year  remains  about 
the  same. 

The  Society  is  well  officered  and  prosperous. 


FOURTH  DISTRICT— NORTHWEST 

Dr.  E.  M.  Ransom: 

Mr.  President,  Fellow  Councilors  and  Delegates: 

During  the  year  just  closed  this  Society  held 
twelve  meetings  with  an  average  attendance  of 
twenty.  The  meetings  were  held  at  the  hospitals, 
each  hospital  alternating  in  furnishing  the  dinner 
with  which  every  meeting  began.  The  meetings 
were  largely  clinical  although  during  the  year  we 
had  the  good  fortune  to  have  with  us  physicians 
from  other  parts  of  the  state  who  always  brought 
us  something  worth  while.  We  feel  that  this  policy 
of  asking  men  from  other  societies  to  be  with  us 
and  read  papers  during  the  year  makes  for  a better 
understanding  of  problems  which  confront  all  lo- 
cal societies  and  increases  the  spirit  of  good  fellow- 
ship among  us.  We  feel  that  we  have  profited 
greatly  by  it. 

Our  Society  has  a paid-up  membership  of  fifty- 
five.  During  the  past  year  five  members  failed  to 
pay  their  dues;  two  members  moved  to  other  parts 
of  the  state!  or  out  of  the  state,  and  six  new  mem- 
bers were  added. 

The  Society  found  it  necessary  to  cancel  the 
membership  of  Dr.  E.  C.  Stone,  and  Dr.  Stone  was 
also  denied  the  privilege  of  practicing  in  the  local 
hospitals. 

FIFTH  DISTRICT— SHEYENNE 

Dr.  F.  L.  Wicks: 

To  the  President  and  Members  of  the  House  of 
Delegates : 

The  Sheyenne  Valiev  Medical  Society  has  nine- 
teen members  in  good  standing  with  one  or  two 
eligible  men  as  prospects. 

Since  our  last  report  we  have  lost  Dr.  Ralph  Pray 
to  the  Cass  County  Society.  Dr.  Wm.  Campbell  and 
Dr.  C.  J.  Meredith  have  joined  us  on  transfer  cards 
from  the  Cass  County  and  Southern  District  Soci- 
eties, respectively. 

Dr.  L.  S.  Platou  is  again  a member  of  the  medi- 
cal fraternity  of  Valley  City,  having  returned  to  us 
from  Fargo. 

Our  officers  are,  President,  Dr.  C.  E.  Spicer:  Vice- 
president,  Secretary-Treasurer,  Dr.  Will  H.  Moore; 
Delegate  Dr.  E.  A.  Pray. 

Of  our  several  meetings  of  the  winter  one  was 
held  at  Mercy  Hospital  upon  invitation  of  Mother 
Camillas,  a fine  banquet  and  musical  entertainment 
featuring  the  program. 

Topics  given  special  attention  on  our  programs 
are — encephalitis,  poliomyelitis,  rabies,  and  tetanus, 
with  discussion  of  anaphylaxis  and  serum  sickness. 

Mr.  M.  P.  Grice  of  the  biological  department  of 
Parke,  Davis  and  Company  was  a guest  speaker 
in  connection  with  our  program  on  tetanus. 

The  Society  took  action  regarding  legislation  of 
the  past  winter  and  the  Historical  Committee  was 
furnished  a short  history  of  the  early  days  of  medi- 
cal practice  of  the  Sheyenne  Valley. 

TRAILL-STEELE  MEDICAL  SOCIETY 

Dr.  Syver  Vinje  reports  as  follows  for  the  Traill- 
Steele  County  Society: 

Every  eligible  doctor  of  these  two  counties  holds 
membership  in  the  Society,  this  number  being 
eleven. 
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Three  regular  and  one  special  meetings  have  been 
held,  with  an  average  attendance  of  nine. 

Outside  doctors  who  have  addressed  the  Society 
at  these  meetings  are  as  follows:  Drs.  A.  J.  Clay; 
G.  A.  Larson;  R.  E.  Weible,  and  Frank  L.  Darrow, 
of  Fargo;  and  Drs.  J.  E.  Engstad  and  H.  E.  French, 
of  Grand  Forks. 

The  present  officers  are,  President,  Dr.  Bernt 
Odegaard,  Northwood;  Vice-president,  Dr.  Andrew 
A.  Kjelland,  Hatton;  Secretary-Treasurer,  Dr. 
Syver  Vinje.  Hillsboro;  Delegate,  Dr.  Vinje. 

The  secretary  styles  this  “a  real  small  but  live 
society.” 

SIXTH  DISTRICT— BISMARCK 

Dr.  N.  Oliver  Ramstad: 

Mr.  President,  Fellow  Councilors  and  Delegates: 

During  the  past  year  the  Society  has  held  five 
meetings  which  have  been  well  attended.  The  pro- 
grams have  been  good  and  interesting,  and  the  aver- 
age attendance  has  been  thirty-five. 

Outside  speakers  have  added  much  to  our  pro- 
grams and  the  Society  is  especially  indebted  to  the 
following  for  their  participation: 

Dr.  D.  A.  Stewart,  Ninette,  Manitoba. 

Dr.  A.  W.  Guest,  Jamestown,  N.  D. 

Dr.  John  Doyle,  Rochester,  Minn. 

Dr.  William  H.  Porter,  Calvin,  N.  D. 

Gov.  George  Schafer,  Bismarck,  N.  D. 

Mr.  S.  S.  McDonald,  of  the  Workmen’s 
Compensation  Bureau,  Bismarck,  N.  D. 

Our  membership  in  good  standing  is  fifty-four, 
as  compared  with  sixty  a year  ago.  This  is  ac- 
counted for  by  the  removal  from  the  state  of  Dr. 
F.  P.  Frisch,  Dr.  H.  C.  Anderson.  Dr.  C.  O. 
Robinson,  and  Dr.  L.  A.  Sehipfer,  of  Bismarck,  N. 
D.,  and  the  transfer  to  other  local  societies  within 
the  state  of  Dr.  H.  R.  Ostfield,  of  Tuttle,  N.  D.,  and 
Dr.  R.  B.  Radi,  of  Hebron,  N.  D.  New  members 
of  the  Society  are  Dr  L.  H.  Fredericks,  of  Bismarck, 
and  Dr.  P.  J.  Weyrens,  of  Hebron,  N.  D. 

There  have  been  no  deaths  in  our  membership 
during  the  year. 

The  efforts  of  the  so-called  Naturopaths  to  gain 
entrance  into  the  state  failed  to  obtain  the  consent 
of  the  legislature. 

The  State  Association  should  do  everything  in 
its  power  to  assist  in  enforcing  the  present  medical 
laws  of  the  state  and  protect  the  people  of  the  state 
from  the  various  cults. 

SEVENTH  DISTRICT— STUTSMAN  COUNTY 

Dr.  P.  G.  Arzt : 

Mr.  President,  Members  of  the  House  of  Dele- 
gates and  Councilors: 

I have  the  honor  of  reporting  to  you  the  condi- 
tions of  the  Stutsman  County  Medical  Association 
for  the  year  ending  June  1,  1929. 

During  the  last  year  we  have  lost  four  members. 
Drs.  Berg.  Nolte,  Johnson,  and  Winn.  Dr.  Nolte 
has  left  the  state  and  is  at  present  located  in  Nampa, 
Idaho.  Drs.  Berg  and  Winn  are  associated  with 
other  societies  of  our  state.  Dr.  Johnson  moved  to 
Seattle,  Washington,  and  I have  no  record  as  to 
whether  or  not  he  belongs  to  a society  there  at  the 
present  time. 

We  have  gained  one  new  member  during  the  year. 
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Dr.  J.  T.  Turgeson,  who  is  associated  with  the 
Jamestown  Clinic.  At  present  we  have  a total  of 
twenty  members.  There  remains  one  physician  in 
the  county  who  is  at  present  not  a member  for  the 
reason  that  he  has  failed  to  pay  his  dues. 

We  have  had  fairly  regular  meetings  during  the 
past  year,  having  dinners  at  the  Trinity  Hospital, 
after  which  our  regular  meetings  would  take  place. 
At  these  meetings  we  were  very  fortunate  in  having 
an  average  of  fourteen  members  present. 

We  were  particularly  fortunate  in  having  Dr. 
McCarthy,  of  Minneapolis,  and  Dr.  L.  W.  Larson,  of 
Bismarck,  present  papers  which  were  very  instruc- 
tive and  were  thoroughly  enjoyed  by  all  present. 

Our  regular  meetings  for  the  election  of  officers 
occurred  in  November,  at  which  time  Dr.  W.  A. 
Gerrish  was  elected  president,  and  Dr.  T.  L,  DePuy, 
secretary. 

We  have  had  a very  successful  year  and  trust  that  . 
the  healthy  condition  continues. 

EIGHTH  DISTRICT— SOUTHWESTERN 

Dr.  L.  B.  Greene: 

Mr.  President,  Councilors  and  Delegates: 

The  Southern  District  is  peculiarly  situated.  We 
have  five  counties  in  the  district,  but  no  particularly 
large  towns  or  medical  centers.  We  have  struggled 
along  for  a number  of  years,  trying  to  maintain  a 
regular  society,  but  during  the  past  three  years  this 
has  been  almost  impossible.  I think  no  member 
outside  of  LaMoure  County  has  attended,  and  we 
feel  that  we  are  not  an  adequate  representation.  I 
believe  it  would  be  advisable  to  disband  the  South- 
ern District  Medical  Society,  and  allow  the  mem- 
bers in  the  different  localities  to  affiliate  with  the 
society  that  is  nearest  to  them  and  functioning.  I 
think  in  this  way  we  would  all  get  more  out  of  the 
society  meetings. 

I will  submit  this  later  in  a report  to  the  Council. 

NINTH  DISTRICT— TRI-COUNTY 

Dr.  Charles  MacLachlan: 

Following  our  usual  custom,  the  meetings,  six  in 
all,  were  held  at  different  centers  throughout  the 
district  of  Wells,  Foster  and  Eddy  Counties. 

July  13,  1928,  we  met  at  Fessenden,  where  Dr. 
Wm.  F.  Baillie,  of  Fargo,  presented  a paper  on 
“Diseases  of  the  Urinary  Tract,”  and  Eleanor 
Martha  Bohnsack  discussed  “Infant  Feeding.” 

September  17,  1928,  at  New  Rockford,  eight  mem- 
bers and  two  visitors  being  present.  Clinical  cases 
were  discussed. 

October  30,  at  Maddock,  seven  members  and  two 
visitors  were  present.  Clinical  cases  were  discussed. 

December  28  at  Carrington  the  annual  election 
of  officers  took  place.  Six  members  were'  present. 
March  20,  1929,  at  Fessenden,  eight  members  were 
present. 

May  8,  1929,  at  Harvey,  where  Dr.  Angus  L. 
Cameron,  of  Minot,  presented  an  interesting  paper 
on  “Certain  Factors  of  General  Interest  in  the  Treat- 
ment of  Goiter,”  and  Dr.  R.  Gates,  also  of  Minot, 
presented  an  interesting  group  of  X-ray  films  of 
“Gastro-intestinal  Conditions,”  with  an  illuminating 
discussion  of  the  same. 

In  the  fall  of  1928,  on  invitation  from  the  North- 
western Society.  Dr.  MacLachlan,  of  New  Rockford, 
read  a paper  on  “Malpractice  Suits  without  Legal 
or  Moral  Foundation  Menacing  the  Practice  of  Med- 
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icine.” 

The  Society  has  received  into  its  membership 
one  member  by  transfer,  Dr.  A.  T.  Hammargren,  of 
Harvey. 

The  officers  for  this  year  are,  President,  Dr.  A.  E. 
Westervelt,  of  Bowden;  Vice-president,  Dr.  D.  H. 
McKeague,  of  Maddock;  Secretary-Treasurer,  Dr. 
A.  F.  Hammargren,  of  Harvey.  Dr.  E.  L.  Goss  was 
elected  Censor  and  Dr.  A.  E.  Donker  was  elected 
delegate  to  the  State  meeting. 

TENTH  DISTRICT— STARK  COUNTY 

Dr.  J.  W.  Bowen: 

Mr.  President,  Delegates,  and  Councilors; 

The  Stark  County  Medical  Society  has  been  active 
only  since  the  first  of  the  year.  We  have  had  two 
meetings,  which  were  well  attended  and  interesting, 
all  the  papers  being  given  by  members  of  the  So- 
ciety. 

We  have  seventeen  members,  and  there  are  two 
men  in  the  District  who  do  not  belong  to  the  So- 
ciety. We  are  rather  isolated  in  a way,  and  prac- 
tically all  our  meetings  have  (been  attended  by 
the  Stark  County  men  alone,  until  the  last  meeting 
when  we  had  several  of  the  outside  men.  The  dis- 
tances are  great  for  some  of  the  men,  and  it  is  hard 
to  get  them  all  together,  but  the  last  two  meetings 
have  been  encouraging,  and  we  shall  try  to  do  bet- 
ter next  year. 

Dr.  Waldren  moved  that  these  reports  be 
adopted  as  read.  Motion  seconded  and  carried. 

The  President : These  reports  seem  to  show  a 
healthy  interest  in  medicine  in  all  parts  of  the 
state,  and  there  is  some  improvement  over  last 
year,  for  which,  I am  sure,  we  are  all  glad. 

REPORTS  OF  THE  STANDING 
COMMITTEES 

Public  Policy  and  Legislation 

Dr.  V.  T.  LaRose,  Chairman,  presented  the 
following  report : 

There  were  no  bills  introduced  that  had  been 
sponsored  by  our  State  Association.  A basic  science 
bill  was  suggested  to  our  committee,  but  owing  to 
action  taken  at  our  last  annual  meeting  of  the  House 
of  Delegates  against  the  adoption  of  present  defi- 
cient basic  science  laws,  no  action  was  taken.  Sev- 
eral other  bills  and  suggestions  were  received,  some 
of  them  very  good,  but  as  they  had  not  been  passed 
upon  by  the  State  Association  they  were  postponed 
for  consideration  at  our  annual  meeting  preceding 
the  next  legislative  session. 

Senate  Bill  No.  86,  known  as  the  Naturopathic 
bill,  was  defeated  in  the  Senate  only  after  a bitter 
fight,  the  details  of  which  have  been  sent  in  a per- 
sonal letter  to  every  licensed  physician  in  the  state 
of  North  Dakota.  Had  it  not  been  for  the  whole- 
hearted co-operation  of  the  members  of  our  State 
Association,  many  of  whom,  through  letters,  tele- 
grams, and  telephone  calls,  got  in  touch  with  repre- 
sentatives from  their  districts,  some  even  making 
special  trips  to  Bismarck  for  personal  interviews, 
the  bill  might  have  become  a law.  The  State  of 
North  Dakota  would  have  become  a dumping 


ground  for  quacks,  fakers,  and  grafters  who  have 
been  driven  from  states  where  laws  exist  to  pro- 
tect the  public  from  such  undesirables  who  prey 
upon  the  unfortunate  sick. 

The  experience  of  your  committee  has  shown  that 
the  majority  of  legislators  are  easily  approachable 
and  are  more  than  anxious  to  listen  to  explanation 
of  impending  bills,  as  many  times,  through  misun- 
derstanding or  lack  of  reliable  information,  they,  in 
the  rush  of  work,  vote  with  the  majority.  This  only 
serves  to  emphasize  the  importance  of  providing 
some  means  to  keep  in  constant  communication  with 
members  of  our  legislative  assembly  throughout  the 
entire  session. 

Your  committee  wishes  at  this  time  to  extend  its 
appreciation  to  councilors  and  members  of  their 
committees  for  the  prompt  response  with  which 
they  met  every  appeal  for  help  from  the  central 
committee.  Without  this  whole-hearted  support 
and  co-operation  our  efiforts  would  have  been  futile. 

We  submit  the  following  recommendations: 

“The  legislative  committee  in  each  of  our  com- 
ponent societies  should  be  continued. 

“A  call  should  be  issued  for  several  volunteers 
from  among  the  members  of  our  State  Association 
who  will  make  a vigorous  campaign  for  election  to 
the  House  or  Senate. 

“An  appropriation  should  be  made  to  maintain 
suitable  headquarters  at  Bismarck  for  the  legislative 
committee  throughout  the  entire  session  of  the  leg- 
islature. 

“A  committee  on  publicity  should  be  maintained 
in  each  councilor  district  to  educate  the  public  by 
disseminating  information  as  to  how  the  medical 
profession  is  attempting  to  protect  the  community 
by  safeguarding  them  against  preventable  diseases, 
which  in  many  cases  become  fatal  through  the  ig- 
norance of  cults,  faddists,  and  irregular  practitioners.  | 

“A  fund  should  be  established  by  the  State  Board 
of  Medical  Examiners  whereby  the  services  of  an 
attorney  and  legal  advisor  may  be  obtained — one 
who  would  round  up  evidence  and  secure  fines  or 
convictions  without  involving  the  doctors. 

“A  committee  should  be  appointed  to  draw  up  a 
bill  to  be  introduced  at  the  next  legislative  session 
that  will  control  all  phases  of  the  healing  art.’’ 

Dr.  G.  M.  Williamson : I move  you,  Mr.  Presi- 
dent, that  this  report  he  accepted,  and  that  the 
thanks  of  the  North  Dakota  State  Medical  As- 
sociation be  extended  to  Dr.  LaRose  and  his 
Committee  on  Public  Policy  and  Legislation,  and  : 
to  the  doctors  of  Bismarck  for  their  excellent 
work  during  the  session  of  the  Legislature. 

Motion  seconded  by  Dr.  MacLachlan. 

This  report  was  discussed  by  Drs.  LaRose, 
Porter,  Jungman,  Williamson,  and  Burton,  fol- 
lowing which  Dr.  Williamson’s  motion  was  put 
to  a vote  and  unanimously  carried. 

Dr.  W.  C.  Fawcett : I move  you,  sir,  that  the 
thanks  and  appreciation  of  our  Society  be  ex- 
tended to  Senator  Frank  Hyland,  Senator  J.  P. 
Caine,  and  Lt.  Gov.  John  Carr  for  their  very 
helpful  efforts  in  regard  to  medical  legislation, 
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and  that  our  Secretary  be  instructed  to  forward 
a copy  of  this  resolution  to  each  of  these  gentle- 
men. 

Motion  seconded  by  Dr.  A.  E.  Spear  and 
unanimously  carried. 

Dr.  V.  J.  LaRose : I move  that  a committee 
of  three,  five,  or  seven  be  appointed  to  investi- 
gate a basic  science  law,  and  to  secure  the  serv- 
ices of  an  expert  in  this  line,  this  committee  to 
be  authorized  to  use  funds  as  may  be  necessary 
to  gather  data,  and  submit  a report  at  the  next 
annual  session.  This  committee  also  to  be  em- 
powered to  draft  a bill  in  regard  to  the  annual 
registration  of  doctors,  so  that  this  can  be  acted 
upon  at  the  next  annual  meeting. 

Motion  seconded  by  Dr.  Fawcett. 

Discussed  by  Drs.  MacLacblan,  Brandes,  and 
Burton.  Dr.  J.  H.  Moore  offered  as  an  amend- 
ment to  the  motion  that  the  committee  supply  a 
copy  of  the  proposed  basic  science  law  to  each 
member  of  the  Association  a sufficient  time  be- 
fore the  meeting  to  permit  of  its  thorough  study. 

This  amendment  was  seconded  by  Dr.  Wood, 
put  to  a vote,  and  unanimously  carried. 

The  motion  of  Dr.  LaRose  as  amended  was 
then  put  to  a vote  and  unanimously  carried. 

COMMITTEE  ON  MEDICAL  EDUCATION 

Dr.  H.  E.  French,  Chairman  of  the  Commit- 
tee, presented  the  following  report : 

To  the  House  of  Delegates,  North  Dakota  State 
Medical  Association: 

Your  Committee  on  Medical  Education  has  always 
considered  that  its  field  covers  three  problems, 
namely:  undergraduate  medical  teaching,  graduate 
training  for  physicians,  and  popular  health  educa- 
tion. 

The  first  of  these  involves  the  School  of  Medicine 
at  the  University,  whose  organization  and  provisions 
are  pretty  well  known  to  you.  In  brief  it  may  be 
said  that  while  the  School  has  its  problems  as  to 
rooms,  budget,  securing  and  keeping  its  faculty, 
etc.,  it  seems  to  be  occupying  its  field  fairly  satis- 
factorily. At  present  it  is  fortunate  in  its  staff,  and 
all  places  are  satisfactorily  filled.  Its  equipment  is 
reasonably  sufficient  for  the  work  it  undertakes. 
While  limiting  its  entering  class  to  thirty  each  year, 
and  the  enrollment  in  the  two  classes  to  between 
fifty  and  sixty,  it  hopes  to  be  able  to  take  care  of 
all  well  qualified  residents  of  the  state  who  care 
to  begin  the  study  of  medicine  at  the  University. 
It  has  had,  however,  practically  no  room  for  non- 
residents, and  it  has  had  to  reject  from  150  to  200 
applicants  each  year.  It  is  fortunate  in  having  a 
good  type  of  students,  and  fortunate  in  getting  those 
that  finish  its  curriculum  placed  in  other  schools 
to  complete  their  clinical  training.  Of  a class  of 
twenty-three  wishing  at  the  present  time  to  trans- 


fer to  the  junior  medical  year  in  other  schools, 
nineteen  are  already  placed,  one  at  Harvard,  one 
at  Pennsylvania,  seven  at  Rush,  six  at  Northwestern, 
two  at  Minnesota,  and  two  at  Nebraska.  Judging 
by  the  past  the  other  four  will  be  placed  soon.  Re- 
cent reports  from  Rush  and  Northwestern  covering 
the  work  of  sixteen  students  who  transferred  from 
the  second  year  class  at  the  University  in  1927, 
show  that  grades  made  in  those  schools  in  the  work 
of  the  junior  and  senior  years  are  in  almost  ex- 
actly the  same  figures  as  the  grades  made  at  North 
Dakota.  These  sixteen  men  had  all  been  rated  and 
recommended  by  the  University  as  average  or  high 
average  students.  In  the  clinical  work  at  Rush  and 
Northwestern  three  made  exactly  the  same  average 
grade  as  they  had  made  at  the  University,  four  had 
dropped  a trifle,  nine  had  increased  a trifle.  It  indi- 
cates three  things:  first,  that  the  students  are  doing 
well  in  their  clinical  work;  second,  that  they  had 
been  well  prepared  in  their  pre-clinical  work;  third, 
that  the  records  and  recommendations  taken  from 
the  University  enable  the  clinical  schools  to  esti- 
mate applications  from  here  very  accurately: 

On  the  problem  of  graduate  training  for  practi- 
tioners not  so  much  can  be  said.  The  A.  M.  A.  is 
pushing  the  idea,  and  many  states  are  doing  more 
or  less  in  the  way  of  short  courses,  often  through 
the  co-operation  of  two  or  more  agencies,  the  A. 
M.  A.,  the  state  and  district  medical  societies,  the 
medical  schools,  and  the  extension  divisions  of  un- 
versities.  In  our  state  we  have  an,  alert  profession, 
with  men  quite  inclined  to  take  frequent  additional 
training  at  the  Mayo  Foundation,  in  Minneapolis, 
Chicago,  and  elsewhere.  We  have  in  general  active 
district  societies,  with  good  programs,  put  on  by 
them  as  well  as  by  the  State  Association;  the  School 
of  Medicine  offers  but  very  little  regularly  in  the  way 
of  clinical  work,  and  its  budget  and  the  budget  of 
the  Extension  Division  are  decidedly  limited.  It 
therefore  seems  impractical  to  undertake  graduate 
instruction  in  the  state  at  the  present  time. 

Regarding  popular  health  education,  and  the 
spreading  of  good  popular  information  as  to  what 
modern  medicine  means  and  what  it  can  accom- 
plish, your  committee  believes  that  much  could  be 
done  to  the  advantage  of  both  the  society  and  the 
profession.  Your  committee,  however,  has  not  felt 
authorized,  nor  do  its  members  have  time,  to  un- 
dertake much  of  this  work  directly.  A year  ago 
the  report  of  the  committee  called  for  the  appoint- 
ment of  a special  committee  to  prepare  or  select 
suitable  material  and  secure  its  publication.  The  re- 
port also  recommended  that  a larger  part  on  the 
annual  program  be  given  to  this  question.  The  re- 
port was  probably  adopted,  but  it  seems  to  have 
been  overlooked.  We  would  renew  our  recom- 
mendation of  last  year,  and  suggest,  as  has  also  been 
done  before,  that  district  societies  undertake  to  see 
that  a subscription  to  Hygica  goes  into  as  many 
public  and  school  libraries  as  possible,  paying  for 
them,  if  necessary.  Personally  we  feel  that  aside 
from  the  good  that  would  be  accomplished  for  the 
public,  it  would  pay  the  members  of  the  profes- 
sion well  if  we  should  increase  our  annual  dues, 
thereby  securing  a fund  that  could  be  handled  by  a 
small  special  committee  in  securing  popular  health 
lectures  and  in  preparing  and  distributing  good  pop- 
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ular  health  information,  for  example  the  advantages 
of  regular  physical  examinations. 

Committee: 

H.  E.  French,  M.D. 

Geo.  M.  Williamson,  M.D. 
W.  A.  Gerrish,  M.D. 

Dr.  Crawford  moved  that  this  report  be 
adopted  as  read.  Motion  seconded  and  unani- 
mously carried. 

COMMITTEE  ON  TUBERCULOSIS 

Dr.  James  Grassick,  Chairman  of  the  Commit- 
tee, presented  the  following  report : 

Mr.  President,  Members  of  the  House  of  Dele- 
gates: 

It  is  a pleasure  to  report  that  since  the  appoint- 
ment of  a special  committee  on  tuberculosis  was 
ordered  by  this  Association,  we  have  seen  its  death- 
rate  decline  from  first  place,  which  it  then  occupied, 
to  sixth  place,  which  it  holds  to-day.  It  is  worthy 
of  the  ideals  of  our  profession  that  this  Associa- 
tion has  had  a hand  in  bringing  this  about. 

Our  State  Sanatorium  has  grown  steadily.  In 
1913  it  had  inadequate  accommodation  for  less  than 
a score  of  patients;  it  has  now  room  for  over  two 
hundred.  With  everything  needed  in  the  line  of 
equipment  and  organization,  it  is  as  complete  a 
unit  for  the  care  of  the  tuberculous  as  can  be  found 
anywhere.  The  new  Infirmary  Building  costing 
$135,000.00,  is  a model  of  convenience  and  utility, 
embodying  the  latest  details  in  sanatorium  construc- 
tion, as  well  as  in  dietetic  and  therapeutic  acces- 
sories. 

The  Children’s  Pavilion,  the  construction  of  which 
was  so  consistently  endorsed  and  fostered  by  the 
North  Dakota  Tuberculosis  Association,  for  whose 
equipment  it  gave  $4,000.00.  has  fully  justified  its 
claims.  The  results  have  been  most  excellent  in 
the  under-nourished  child  who  has  received  mas- 
sive infection  through  contact  with  open  tubercu- 
losis in  the  home.  In  these;  the  skin  test  is  almost 
uniformly  positive,  and  the  majority  show  root-zone 
infiltration.  A few  months  of  intensive  supervision 
and  care  tides  over  a critical  period  in  their  lives 
and  places  them  in  the  safety  zone,  thus  lessening 
the  number  of  recruits  for  the  Sanatorium  army. 

In  the  line  of  prevention  the  North  Dakota  Tu- 
berculosis Association,  a year  ago,  organized  and 
operated  during  the  summer  months  at  Lake  Isabel, 
a Fresh  Air  and  Nutrition  Camp.  There  wrere  thirty- 
three  children  in  attendance  averaging  ten  and  one- 
half  years  of  age.  They  were  from  two  to  thirty- 
one  pounds  underweight.  The  average  attendance 
was  thirty-eight  days.  At  the  close  of  camp  the 
group  showed  a total  gain  of  123  pounds.  They 
came  pale,  thin,  and  listless;  they  went  away  ruddy, 
plump,  and  alert.  The  results  were  so  satisfactory 
that  the  camp  will  be  again  opened  during  the  pres- 
ent season.  In  all  the  activities  of  the  Association 
the  members  of  our  profession  have  given  hearty 
co-operation,  and  this  is  the  most  potent  factor  in 
its  success. 

The  value  in  the  control  of  tuberculosis  and  of  the 
early  detection  and  supervision  of  all  cases  in  a 


community,  is  generally  admitted.  A year  ago,  or 
more,  the  North  Dakota  Tuberculosis  Association 
detailed  a worker  to  locate  unrecognized  cases  of 
tuberculosis  and  to  arrange  for  their  supervision. 
In  this  survey  181  cases  were  found  that  were  re- 
ceiving neither  supervision  nor  care  with  503  direct 
contacts,  mostly  children.  Fargo,  a leader  in  health 
work,  has  shown  a commendable  spirit  of  progress 
in  making  a tuberculosis  survey  of  the  city  at  the 
end  of  each  five  year  period.  The  last  one  was  in 
1928  which  disclosed  the  fact  that  only  40  per  cent 
of  the  active  cases  in  Fargo1  at  the  end  of  1928  had 
been  reported.  In  the  state  as  a whole  the  per- 
centage may  be  even  less.  This  condition  of  affairs 
would  seem  to  indicate  that  in  this  respect,  at  least, 
our  physicians  are  not  doing  their  whole  duty. 

The  problem  of  the  return  sanatorium  patients 
is  not  yet  satisfactorily  solved.  Taking  the  cure,  at 
best,  is  an  expensive  process  for  patient  and  com- 
munity alike.  Until  we  can  stop  the  flood  of  re- 
lapses with  their  attendant  economic  loss,  among 
the  so-called  arrested  cases,  there  is  much  real 
worth-while  work  to  be  done. 

J.  G.  Lamont,  M.D. 

Fannie  Dunn  Quain,  M.D. 

James  Grassick,  M.D. 

Committee 

Dr.  Ramstad  moved  that  the  report  be  ac- 
cepted as  read.  Motion  seconded  and  unani- 
mously carried. 

COMMITTEE  ON  NECROLOGY 

Dr.  Charles  MacLachlan,  Chairman  of  the 
Council,  presented  the  following  report: 

Mr.  President,  Members  of  the  House  of  Dele- 
gates: 

Your  Council,  acting  as  the  Committee  on  Ne- 
crology, regret  to  record  the  passing  of  the  follow- 
ing physicians: 

Dr.  Martin  P.  Rindlaub,  Jr.,  of  Fargo,  died  in  a 
hospital  in  Minneapolis  on  December  2,  .1928,  aged 
54.  He  graduated  from  the  Johns  Hopkins  School 
of  Medicine  in  1905.  He  was  a Fellow  of  the  Amer- 
ican Medical  Association,  a member  of  our  State 
Association  and  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology. 

Dr.  Walter  Peter  Nelson,  of  Powers  Lake,  died 
January  21,  1929,  aged  46.  He  was  a graduate  of 
the  medical  department  of  Hamline  University,  Min- 
neapolis, 1908.  Dr.  Nelson  died  of  exposure  after 
losing  his  way  in  a blizzard  wrhile  making  a pro- 
fessional visit.  He  had  practiced  at  Knox,  North 
Dakota,  before  locating  at  Powers  Lake. 

Dr.  Walter  Campbell  McMurtry,  formerly  of  Wol- 
ford, North  Dakota,  more  recently  of  Virginia,  Min- 
nesota, died  in  San  Francisco,  on  December  28, 
1928.  aged  46,  of  myocarditis.  He  wras  a graduate 
of  McGill  University,  Montreal,  class  of  1905.  He 
■was  a Fellow  of  the  American  Medical  Association 
and  of  other  medical  societies. 

Dr.  Burton  moved  that  the  report  be  accepted 
as  read.  Motion  seconded  and  unanimously 
carried. 


371 


THE  JOURNAL-LANCET 


COMMITTEE  ON  PUBLIC  HEALTH 

Dr.  T.  D.  Jungman,  in  the  absence  of  Dr.  A. 
A.  Whittemore,  presented  the  following  report : 

COMMITTEE  ON  PUBLIC  HEALTH 

Dr.  J.  D.  Jungman,  in  the  absence  of  Dr.  A.  A. 
Whittemore,  presented  the  following  report: 

Mr.  President,  Members  of  the  House  of  Dele- 
gates: 

Yonr  Committee  on  Public  Health  respectfully 
submits  the  following  annual  report  for  your  con- 
sideration : 

The  general  health  of  the  state  at  this  time  can- 
not be  excelled.  No  epidemics  have  occurred  caus- 
ing serious  apprehension. 

Our  provisional  reports  show  14,185  births  and 
5,264  deaths  for  1928.  Of  these,  391  were  due  to  acci- 
dents, 103  being  automobile  fatalities,  which  are  in- 
creasing steadily  every  year.  Our  share  of  the  influ- 
enza flurry  during  last  fall  and  winter  will  raise  our 
general  death  rate  materially,  most  of  them  occurring 
among  the  children  and  elder  people.  Scarlet  fever, 
diphtheria,  and  whooping  cough  reap  a larger  har- 
vest each  year  than  our  present  knowledge  of  pre- 
vention can  justify.  The  number  of  deaths  with 
“premature  birth”  given  as  the  cause  is  so  large  that 
serious  consideration  should  be  given  it  by  the  med- 
ical profession.  The  deaths  from  appendicitis  seem 
to  your  committee  to  be  a prolific  field  for  earnest 
consideration.  The  number  of  cerebrospinal  men- 
ingitis, poliomyelitis,  encephalitis  deaths  during  the 
last  year  have  increased  in  sufficient  numbers  to 
cause  uneasiness. 

The  reporting  of  births,  deaths,  and  reportable  dis- 
eases is  slowly  improving.  It  seems  difficult  for  phy- 
sicians to  get  the  statistical  point  of  view  in  giving 
causes  of  deaths,  and  25  to  30  per  cent  still  have 
to  be  queried  for  errors  and  missing  information. 
Carelessness  or  a non-observance  of  the  rules  of  the 
game  in  filling  in  birth  certificates  still  causes  a 
large  amount  of  unnecessary  correspondence  and 
inconvenience. 

The  steady  growth  of  your  Health  Department 
is  gratifying  to  all  interested  in  the  prevention  of 
diseases,  premature  or  needless  deaths,  and  pre- 
ventable physical  handicaps,,  notwithstanding  the 
fact  that  we  have  had  to  move  our  offices  five  times 
in  six  years.  This  growth,  it  is  felt,  is  of  an  evo- 
lutionary and  permanent  character  rather  than  revo- 
lutionary and  temporary  nature.  Our  foundation 
has  been  well  laid  and  it  is  hoped  that  constructive 
work  in  the  field  may  now  be  safely  attempted. 

We  have  during  the  past  year  weathered  with  fair 
success  a rather  strenuous  legislative  session  at 
which  the  state  took  over  the  work  previously  done 
through  the  federal  subsidy  known  as  the  Sheppard- 
Towner  Act.  During  the  last  year,  there  has  been 
added  to  the  Department  a Bureau  of  Preventable 
Diseases,  directed  by  Dr.  J.  D.  Jungman,  and  a 
Bureau  of  Sanitary  Engineering,  directed  by  Mr.  A. 
L.  Bavone,  both  of  which  receive  financial  aid  from 
the  Rockefeller  Foundation,  sufficient  to  make  these 
important  bureaus  possible.  Miss  Myrtle  Lee,  di- 
rector of  the  Bureau  of  Vital  Statistics,  has  jiftt 
returned  from  a nine  months’  leave  of  absence,  dur- 
ing which  time  she  has  completed  a course  in:  vital 


statistics  at  Johns  Hopkins  University,  financed  by 
the  Rockefeller  Foundation.  She  will  be  a valuable 
asset  to  the  Department  and  to  the  physicians  of 
the  state. 

Some  valuable  legislation  was  attempted  at  the 
last  legislature,  but  with  only  minor  success  out- 
side of  our  appropriations.  The  important  bills 
sponsored  by  the  Department  were: 

1.  A bill  making  full-time  district  health  depart- 

ments permissive. 

2.  A bill  regulating  cemeteries. 

3.  A bill  regulating  tourist  camps. 

4.  A bill  controlling  plumbing. 

These  bills  or  similar  ones  will  be  introduced 
again  next  year.  The  Naturopath  bill  introduced  by 
a new  cult  was  defeated  with  difficulty  through  the 
persistent  efforts  of  Drs.  Porter,  LaRose,  and 
Jungman. 

Tn  conclusion  we  make  the  following  recommend- 
ations : 

1.  That  a real  effort  be  made  to  elect  at  least 
two  medical  men  to  membership  of  both  houses  of 
the  state  legislature,  in  order  that  our  legislature 
may  have  available  expert  information  on  medical 
and  health  matters  available  among  their  own  mem- 
bers. 

2.  That  a bill  making  a full-time  district  health 
department  be  made  a major  project. 

3.  Correct  and  prompt  reporting  of  births,  deaths, 
and  communicable  diseases  be  stressed  and  that  the 
district  component  societies  invite  the  Health  De- 
partment to  present  their  case  before  them  at  least 
once  during  the  coming  year. 

4.  That  the  medical  men  and  health  officers  spon- 
cer  diphtheria  immunization  campaigns  in  their  in- 
dividual territory  as  an  aid  to  the  general  National 
movement. 

5.  The  Health  Department  wishes  to  take  advan- 
tage of  this  opportunity  to  express  their  sincere  ap- 
preciation for  the  fine  spirit  of  co-operation  with  all 
of  their  efforts  made  under  severe  handicaps. 

A.  A.  Whittemore,  M.D. 

B.  K.  Kilbourne,  M.D. 

G.  F.  Drew,  M.D. 

C.  J.  McGurren,  M.D. 

H.  E.  French,  M.D. 

Committee. 

This  report  carried  the  endorsement  of  Dr. 
H.  E.  French,  Director  of  the  State  Public 
Health  Laboratories,  and  of  Dr.  B.  K.  Kil- 
bourne,  City  Health  Officer  of  Fargo. 

Dr.  Drew  moved  the  adoption  of  the  report. 
Motion  seconded  and  unanimously  carried. 

COMMITTEE  ON  MEDICAL  HISTORY 

Dr.  George  M.  Williamson,  chairman  of  the 
Committee,  presented  the  following  report,  and 
read  several  commendatory  letters  from  those 
to  whom  copies  of  the  History  had  been  sent : 

Mr.  President,  Members  of  the  Hoyse  of  Dele- 
gates: 

The  last  financial  statement  of  your  Committee  on 
Medical  History  of  the  State  was  submitted  May  31, 
1927.  At  that  time  there  was — 
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Cash  in  Northern  State  Bank $ 5.66 

Since  that  time  nine  books  have  been  sold 
amounting  to 32.02 

Total  $37.68 

Remitted  to  Dr.  W.  W.  Wood,  Treasurer  $35.00 

Postage _ 2.00 

$37.00 

Balance  in  Bank  68 


Total  $37.68 

We  have  130  books  on  hand.  Those  that  have 
been  sold  since  our  last  report  have  been  placed 
principally  in  libraries.  The  Committee  would  be 
pleased  if  the  various  component  societies  would 
interest  themselves  in  the  sale  of  the  remainder  of 
these  histories. 

The  profession  of  North  Dakota  is  much  indebted 
to  the  author,  Dr.  James  Grassick,  for  compiling 
this  work.  We  are  one  of  the  few  states  that  have 
a medical  history  published  at  the  present  time  and 
should  be  proud  of  that  fact. 

G.  M.  Williamson,  M.D. 

James  Grassick,  M.D. 

J.  P.  Aylen,  M.D. 

Dr.  Grassick  supplemented  this  report  with 
the  following  statement : 

Mr.  President: 

Tn  supplementing  Dr.  Williamson’s  report,  I wish 
to  say  that  North  Dakota  Medicine  is  growing.  A 
good  deal  of  interesting  material  has  been  received 
and  put  in  shape  for  publication,  should  the  Associa- 
tion at  any  time  decide  to  so  use  it. 

At  our  last  annual  meeting  the  councilors  were 
made  history  gatherers  for  their  respective  districts. 
Sheyenne  turned  in  a splendid  report.  Others  will 
no  doubt  come  later.  The  Councilors  from  the 
Sixth  District  suggested  a plan  that  has  much  in 
its  favor.  It  was  that  each  District  Medical  Society 
in  the  state  should  have  as  part  of  its  record  a 
card  index  of  its  members  on  which  should  be  noted 
the  leading  historical  data  of  the  individual. 

A case  in  point:  In  a morning  paper  was  a 

half  column  write-up  on  the  life  of  a prominent 
citizen  who  had  just  passed  away,  which  was  fine 
and  fitting.  In  the  same  issue  was  a single  para- 
graph merely  telling  the  world  that  a physician  of 
our  state  had  lived  and  that  lie  had  died. 

These  instances  are  common.  The  card  index 
would  instantly  make  available  the  necessary  data 
for  proper  public  testimonials  to  our  departed  fel- 
lows. This  much  we  surely  owe  to  them.  The  cost 
of  this  would  be  trivial;  about  $25.00  would  cover  it 
all. 

I respectfully  submit  this  for  your  consideration. 

James  Grassick,  M.D. 

President  Sillier  recommended  this  to  the 
councilors  of  each  district. 

Dr.  Bowen  moved  that  the  reports  be  adopted 
as  read.  Motion  seconded  and  carried. 


COMMITTEE  ON  MILITARY  AFFAIRS 

Dr.  Lee  B.  Greene,  in  the  absence  of  Dr. 
Quain,  presented  the  following  report : 

Mr.  President,  Fellow  Members  of  the  House  of 
Delegates: 

There  are  no  special  military  requirements  which 
need  to  be  brought  to  the  attention  of  the  Associa- 
tion. 

However,  all  members  of  our  Association  who  are 
eligible  to  hold  commissions  in  the  Medical  Officers’ 
Reserve  Corps  who  arc  not  already  holding  such 
commissions  are  especially  urged  to  apply  for  them. 

All  members  are  urged  to  extend  every  aid  to 
the  Citizen’s  Training  Camp  movement,  that  the 
youth  of  our  State  may  secure  the  benefits  of  such 
training  to  the  greatest  possible  degree. 

Respectfully  submitted: 

E.  P.  Quain,  M.D. 

Lee  B.  Greene,  M.D. 

Neil  McLean,  M.D. 

Committee. 

Dr.  Taintor  moved  the  adoption  of  this  re- 
port. Motion  seconded  and  unanimously,  car- 
ried. 

The  President : The  Chairman  of  the  Comit- 
tee  on  Hospitals  has  not  yet  arrived,  and  Dr. 
Roan  informs  me  that  he  has  no  report  to  make 
at  this  time.  I think  this  covers  the  business 
before  the  House  of  Delegates  for  this  evening, 
and  I will  entertain  a motion  to  adjourn,  to  meet 
at  luncheon  time  to-morrow  at  the  Elks’  Club. 

Dr.  MacLachlan  moved  to  adjourn. 

Motion  seconded  and  the  House  of  Delegates 
adjourned  at  11:45  p.  M.,  to  reconvene  at  12 
noon,  Thursday,  June  6. 

Second  Day — Thursday,  June  6,  1929 

The  second  meeting  of  the  House  of  Dele- 
gates was  called  to  order  at  the  Elks’  Club  at 
12:45  p M.,  by  the  President,  Dr.  W.  F.  Sihler, 
Devils  Lake. 

The  Secretary  called  the  roll  and  the  follow- 
ing Delegates,  Councilors  and  Officers  re- 
sponded : 

W.  F.  Baillie,  M.D.,  Fargo. 

Rolfe  Taintor,  M.D.,  Fargo. 

H.  B.  Huntley,  M.D.,  Leonard. 

R.  H.  Reek,  M.D.,  Lakota. 

J.  H.  Moore,  M.D.,  Grand  Forks. 

C.  J.  Glaspel,  M.D.,  Grafton. 

Andrew  Carr,  Sr.,  M.D.,  Minot. 

A.  R.  Sorenson,  M.D.,  Minot. 

C.  E.  Stackhouse,  M.D.,  Bismarck. 

H.  A.  Brandes,  M.D.,  Bismarck. 

F.  W.  Fergusson,  M.D.,  Kulm. 

T.  L.  DePuv,  M.D.,  Jamestown. 

Paul  H.  Burton,  M.D.,  Fargo. 

G.  F.  Drew,  M.D.,  Devils  Lake. 
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G.  M.  Williamson,  M.D.,  Grand  Forks. 

E.  M.  Ransom,  M.D.,  Minot. 

F.  L.  Wicks,  M.D.,  Valley  City. 

N.  Oliver  Ramstad,  M.D.,  Bismarck. 

P.  G.  Arzt,  M.D.,  Jamestown. 

Lee  B.  Greene,  M.D.,  Edgeley. 

Charles  MacLachlan,  M.D.,  New  Rockford. 

J.  W.  Bowen,  M.D.,  Dickinson. 

John  Crawford,  M.D.,  New  Rockford. 

Henry  M.  Waldren,  M.D.,  Drayton. 

William  W.  Wood,  M.D.,  Jamestown. 

William  F.  Sillier,  M.D.,  Devils  Lake. 

John  G.  Lamont,  M.D.,  San  Haven. 

The  President  declared  a quorum  present  and 
the  House  of  Delegates  duly  constituted  for  the 
transaction  of  business. 

On  motion  regularly  seconded  and  carried 
the  reading  of  the  minutes  of  the  previous  meet- 
ing was  dispensed  with,  and  the  Secretary  gave 
a brief  resume  of  the  action  of  the  House  of 
Delegates  on  that  occasion. 

NEW  BUSINESS 

APPOINTMENT  OF  NOMINATING  COMMITTEE 

The  President  appointed  the  following  to 
serve  as  a Nominating  Committee,  to  report  on 
Friday : 

Dr.  Murdock  MacGregor,  Fargo. 

Dr.  J.  W.  Bowen,  Dickinson. 

Dr.  J.  H.  Moore,  Grand  Forks. 

SELECTION  OF  MEETING  PLACE 

Dr.  H.  A.  Brandes  extended  an  invitation 
from  the  medical  profession,  the  Mayor,  and  the 
Association  of  Commerce  of  Bismarck  for  the 
Association  to  meet  in  Bismarck  in  1930. 

Dr.  J.  H.  Moore:  I move  you,  Mr.  President, 
that  we  accept  the  invitation  to  hold  our  next 
meeting  at  the  capital  city  of  Bismarck. 

Motion  seconded  by  Dr.  Carr  and  unanimous- 
ly carried. 

On  motion,  regularly  seconded  and  carried, 
the  House  of  Delegates  adjourned  at  1 :40  p.  m., 
to  reconvene  at  the  luncheon  hour  on  Friday, 

June  7. 

Third  Meeting — Friday,  June  7,  1929 

The  third  meeting  of  the  House  of  Delegates 
was  called  to  order  at  1 : 1 5 p.  m.,  bv  the  Presi- 
dent, Dr.  William  F.  Sihler,  Devils  Lake. 

The  Secretary  called  the  roll  and  the  follow- 
ing Delegates,  Councilors,  and  Officers  re- 
sponded : 
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W.  F.  Baillie,  M.D.,  Fargo. 

Rolfe  Taintor,  M.D.,  Fargo. 

H.  B.  Huntley,  M.D.,  Leonard. 

R.  H.  Beek,  M.D.,  Lakota. 

J.  H.  Moore,  M.D.,  Grand  Forks. 

I.  S.  Abplanalp,  M.  D.,  Williston. 

Andrew  Carr,  Sr.,  M.D.,  Minot. 

A.  R.  Sorenson,  M.D.,  Minot. 

E.  A.  Pray,  M.D.,  Valley  City. 

A.  E.  Spear,  M.D.,  Dickinson. 

R.  B.  Radi,  M.D.,  Dickinson. 

C.  E.  Stackhouse,  M.D.,  Bismarck. 

H.  A.  Brandes,  M.D.,  Bismarck. 

A.  E.  Donker,  M.D.,  Carrington. 

Paul  H.  Burton,  M.D.,  Fargo. 

George  M.  Williamson,  M.D.,  Grand  Forks. 

F.  L.  Wicks,  M.D.,  Valley  City. 

N.  Oliver  Ramstad,  M.D.,  Bismarck. 

J.  W.  Bowen,  M.D.,  Dickinson. 

William  W.  Wood.  M.D.,  Jamestown. 

Wm.  F.  Sihler,  M.D.,  Devils  Lake. 

John  G.  Lamont,  M.D.,  San  Haven. 

The  President  declared  a quorum  present,  and 
the  House  duly  constituted  for  the  transaction 
of  business. 

Dr.  Williamson  moved  that  Dr.  W.  H.  Porter 
he  permitted  to  serve  at  this  meeting  in  place 
of  Dr.  C.  J.  Glaspel,  who  had  been  called  home. 
Motion  seconded  and  unanimously  carried. 
On  motion  regularly  seconded  and  carried  the 
reading  of  minutes  of  the  previous  meeting  was 
dispensed  with. 

MISCELLANEOUS  BUSINESS 

REPORT  OF  NOMINATING  COMMITTEE 

Dr.  MacGregor,  Chairman,  presented  the  fol- 
lowing report : 

President,  John  Crawford,  M.D.,  New  Rockford 
President-Elect,  Andrew  Carr,  Sr.,  M.D.,  Minot 
First  Vice-Pres.,  H.  M.  Waldren,  M.D.,  Drayton 
Sec.  Vice-Pres.,  Paul  H.  Burton,  M.D.,  Fargo 
Secretary,  John  G.  Lamont,  M.D.,  San  Haven 
Treasurer,  William  W.  Wood,  M.D.,  Jamestown 

COUNCILORS 

1st  District,  Murdock  McGregor,  M.D.,  Fargo 
3rd  Dist.,  G.  M.  Williamson,  M.D.,  Grand  Forks 
6th  Dist.  N.  Oliver  Ramstad,  M.D.,  Bismarck 
Delegate  to  A.  M.  A.,  Charles  MacLachlan, 
M.D.,  San  Haven. 

Alternate  to  A.  M.  A.,  W.  FI.  Porter,  M.D., 
Calvin 

Recommend  to  the  Governor  for  appoint- 
ment to  the  State  Board  of  Examiners : 
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Geo.  M.  Williamson,  M.D.,  Grand  Forks 
William  F.  Sillier,  M.D.,  Devils  Lake 
P.  G.  Arzt,  M.D.,  Jamestown 

Respectfully  submitted, 

Murdock  MacGregor,  M.D. 
J.  W.  Bowen,  M.D. 

J.  H.  Moore,  M.D. 

Dr.  Baillie  moved  the  adoption  of  this  report 
and  that  the  retiring  President  cast  a unanimous 
ballot  for  these  nominees. 

Motion  seconded  by  Dr.  Wicks  and  carried. 

REPORT  OF  AUDITING  COMMITTEE  FROM  COUNCIL 

Dr.  Paul  H.  Burton,  Chairman,  presented  the 
following  report  ■ 

Mr.  President,  Fellow  Delegates: 

The  Auditing  Committee  has  examined  the 
accounts  and  vouchers  of  the  Treasurer  and  mid 
same  to  be  correct  in  every  detail. 

Dr.  Latnont  moved  the  acceptance  of  this  re- 
port. Motion  seconded  by  Dr.  Greene  and 
unanimously  carried. 

APPOINTMENT  OF  COMMITTEE  ON  BASIC 
SCIENCE  LAW 

President  Sihler  announced  the  appointment 
of  the  following  to  serve  as  a committee  to 
formulate  a Basic  Science  Law,  in  accordance 
with  the  motion  of  Dr.  LaRose  at  the  first  meet- 
ing of  the  House  of  Delegates : 

George  M.  Williamson,  M.D.,  Grand  Forks 
Henry  M.  Waldren,  M.D.,  Drayton 
W.  H.  Porter,  M.D.,  Calvin 
A.  D.  McCannel,  M.D.,  Minot 

V.  J.  LaRose,  M.D.,  Bismarck 
J.  W.  Bowen,  M.D.,  Dickinson 

W.  H.  Long,  M.D.,  Fargo 

Dr.  Williamson,  for  the  benefit  of  those  who 
were  not  present  at  the  first  meeting  of  the 
House  of  Delegates,  briefly  explained  the  pur- 
pose of  this  committee,  and  suggested  that  the 
Secretary  furnish  to  each  member  of  the  com- 
mittee a membership  list  of  the  Association,  so 
that  information  might  be  forwarded  to  them 
from  time  to  time  to  enable  them  to  approach 
the  subject  at  the  next  meeting  with  all  avail- 
able data  at  hand. 

Secretary  Lamont  inquired  as  to  the  possible 
limit  of  the  expense  for  this  committee,  and  ex- 
pressed the  opinion  that  it  would  be  well  to  have 
some  understanding  as  to  the  amount  the  com- 
mittee was  authorized  to  expend. 

The  President:  If  it  is  within  the  province 
of  the  House  of  Delegates  to  appropriate  to  this 


committee  a certain  sum  for  expenses  I think 
it  will  be  well  to  have  this  done. 

Dr.  Burton  moved  that  the  House  of  Dele- 
gates recommend  to  the  Council  the  appropria- 
tion of  a drawing  account  for  this  committee, 
not  to  exceed  $300.00. 

Motion  seconded  by  Dr.  Ramstad  and  unani- 
mously carried. 

Dr.  Williamson.  Before  we  adjourn,  Mr. 
President,  I want  to  move  a rising  vote  of  thanks 
to  the  Cass  County  Medical  Society,  and  to  the 
members  of  the  Association  in  Fargo  and  their 
ladies,  who  have  entertained  the  Association  in 
such  a hospitable  manner. 

Motion  seconded  by  several  and  unanimously 
carried. 

The  President:  I have  been  requested  to 
announce  that  there  will  be  a meeting  of  the 
Council  immediately  following  our  adjournment. 

So  far  as  I am  aware  this  completes  the  busi- 
ness of  the  House  of  Delegates  for  this  session 
of  our  Association,  and  I hereby  declare  the 
meeting  adjourned,  sine  die. 

Adjournment  at  1 :30  p.  M. 

John  G.  Lamont,  M.D. 

Secretary 

PROCEEDINGS  OF  THE  COUNCIL  OF 
THE  NORTH  DAKOTA  STATE 
MEDICAL  ASSOCIA- 
TION-1929 

First  Meeting — Thursday,  June  6 

The  first  meeting  of  the  Council  was  called 
to  order  at  1 :50  p.  m.,  by  the  Chairman,  Dr. 
Charles  MacLachlan,  New  Rockford. 

appointment  of  auditing  committee 

The  Chairman  appointed  the  following  to 
serve  as  an  auditing  committee : 

Paul  H.  Burton,  M.D.,  Fargo 

George  F.  Drew,  M.D.,  Devils  Lake 

J.  W.  Bowen,  M.D.,  Dickinson 

ACTION  ON  SOUTHERN  DISTRICT  MEDICAL  SOCIETY 

Dr.  L.  B.  Greene  introduced  the  question  of 
disbanding  the  Southern  District  Medical  So- 
ciety, in  accordance  with  his  remarks  at  the 
meeting  of  the  House  of  Delegates. 

Dr.  MacLachlan  suggested  that  the  members 
of  this  Society  formulate  a plan  whereby  they 
could  become  affiliated  with  other  societies,  so 
that  their  membership  would  not  be  lost,  and 
that  a report  be  brought  in  at  the  next  annual 
session. 
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Dr.  Greene  accepted  this  suggestion  and  said 
I he  would  endeavor  to  have  such  a plan  carried 

out. 

The  Chairman  stated  that  the  records  of  the 
American  Medical  Association  show  that  384  of 
the  497  practitioners  in  the  State  of  North  Da- 
kota are  subscribers  to  the  Journal  of  the  A.  M. 
A.,  a percentage  of  77,  which  is  equalled  by  only 
one  other  state  in  the  Union. 

As  there  was  nothing  further  to  come  before 
the  Council  at  this  time,  on  motion,  regularly 
seconded  and  carried,  the  meeting  adjourned  at 
2:00  p.  m.,  to  reconvene  at  the  call  of  the  Chair- 
man or  the  Secretary. 

Friday,  June  7 

In  the  absence  of  the  Chairman,  the  second 
meeting  of  the  Council  was  called  to  order  at 
1 :35  p.  m.,  by  the  Secretary,  Dr.  George  M. 
Williamson,  Grand  Forks. 

Dr.  Burton  moved  that  the  action  of  the  House 
of  Delegates  in  accepting  the  report  of  the  Audit- 
ing Committee  be  concurred  in. 

Motion  seconded  by  Dr.  Wicks,  and  unani- 
mously carried. 

On  motion-,  regularly  seconded  and  carried,  the 
Treasurer  was  authorized  to  pay  the  actual 
j traveling  expenses  of  the  Delegate  to  the  Ameri- 
can Medical  Association  for  the  meeting  in  Port- 
land, July  8-12,  1929,  in  accordance  with  the 
I action  taken  at  the  1928  meeting. 

Dr.  Ramstad  moved  that  the  recommendation 
of  the  House  of  Delegates  in  regard  to  the  ap- 
propriation of  a fund  for  the  necessary  expenses 
i of  the  Committee  on  Basic  Science  law  be 
i adopted. 

Motion  seconded  and  unanimously  carried. 

ELECTION  OF  OFFICERS 

Dr.  Burton  moved  that  Dr.  J.  W.  Bowen  be 
elected  Chairman  of  the  Council  for  the  ensuing 
year. 

Motion  seconded  and  unanimously  carried. 

Dr.  Ramstad  moved  that  Dr.  Williamson  be 
elected  Secretary  of  the  Council  for  the  ensuing 

year. 

Motion  seconded  and  unanimously  carried. 

As  this  completed  the  business  before  the 
I Council,  the  meeting  was  declared  adjourned 
at  1 :45  p.  M.,  sine  die. 

George  M.  Williamson,  M.D. 

Secretary. 


PROCEEDINGS  OF  THE  GENERAL 
MEETINGS  OF  THE  NORTH  DA- 
KOTA STATE  MEDICAL 
ASSOCIATION— 1929 

First  Day — Thursday,  June  6,  1929 

The  first  general  meeting  was  called  to  order  at 
the  Elks’  Club,  Fargo,  N.  D.,  at  9:30  a.  m., 
Thursday,  June  6,  by  the  President,  Dr.  William 
F.  Sihler,  Devils  Lake. 

The  President:  Gentlemen,  we  are  about  to 
open  the  Forty-second  Annual  Session  of  the 
North  Dakota  State  Medical  Association.  As 
no  preliminaries  to  the  scientific  program  have 
been  arranged  we  will  now  have  the  first  paper 
on  our  program. 

Dr.  J.  S.  Coulter,  Chicago,  Illinois,  addressed 
the  Association  on  “General  Consideration  of 
Physiotherapy  in  General  Practice,”  illustrat- 
ing his  remarks  with  motion  pictures. 

Discussed  by  Drs.  R.  H.  Beek,  Lakota ; E.  E. 
Hamilton,  New  Leipzig;  Frederick  Foley,  St. 
Paul,  Minn. ; and,  in  closing,  by  Dr.  Coulter. 

Dr.  Carl  Davis,  Milwaukee,  Wisconsin,  was 
unable  to  be  present  and  his  motion  pictures  of 
“Obstetrical  Deliveries”  were  presented  by  Dr. 
J.  F.  Hanna,  Fargo,  with  a few  words  of  ex- 
planation. 

Dr.  J.  W.  Bowen,  Dickinson,  read  a paper  on 
“Diagnosis  and  Treatment  of  Pelvic  Infections.” 
Discussion  by  Dr.  W.  H.  Witherstine,  Grand 
Forks,  and  in  closing  by  Dr.  Bowen. 

The  President  announced  that  the  Entertain- 
ment Committee  had  arranged  for  luncheon  and 
entertainment  of  the  ladies  at  the  Country  Club 
during  the  afternoon,  and  that  cars  would  be 
provided  to  take  them  out. 

He  also  called  attention  to  the  meeting  of  the 
House  of  Delegates  at  luncheon,  and  declared 
the  general  meeting  adjourned  at  12:40  p.  m.,  to 
reconvene  at  2 :00  p.  M. 

First  Day — Afternoon  Meeting 

The  afternoon  meeting  was  called  to  order  at 
2 :00  o’clock  bv  the  First  Vice-President,  Dr. 
Andrew  Carr,  Minot. 

Dr.  William  F.  Sihler,  Devils  Lake,  delivered 
his  presidential  address. 

Dr.  Burton  announced  that  the  physicians  in 
charge  of  the  U.  S.  Veterans’  Hospital  would 
be  glad  to  welcome  any  of  the  visiting  physicians 
at  any  time,  and  called  attention  to  the  golf 
tournament  to  be  held  at  the  Country  Club  on 
Friday  afternoon. 

President  Sihler  then  took  the  Chair. 

Dr.  Frederick  Foley,  St.  Paul,  Minnesota, 
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read  a paper  on  “Management  and  Surgical 
Treatment  of  Prostatic  Carcinoma.”  Discussed 
by  Dr.  Kent  Darrow,  Fargo,  and,  in  closing,  by 
Dr.  Foley. 

Dr.  H.  A.  Brandes,  Bismarck,  read  a paper 
on  “Diagnosis  and  Medical  Management  of 
Peptic  Ulcer.” 

Dr.  N.  Oliver  Ramstad,  Bismarck,  read  a 
paper  on  “Surgical  Management  of  Peptic  Ul- 
cer.” 

These  two  papers  were  discussed  together  by 
Drs.  W.  E.  G.  Lancaster,  Fargo;  Ralph  E. 
Weible,  Fargo ; Martin  D.  Westley,  Coopers- 
town ; and,  in  closing,  by  Brandes. 

Dr.  George  B.  Fusterman,  Rochester,  Minne- 
sota, gave  a clinic  on  “Gastro-intestinal  Dis- 
eases,” the  cases  being  presented  by  Dr.  W.  H. 
Long,  Fargo. 

The  President  announced  that  there  would  be 
a meeting  of  the  Secretaries  of  District  Societies 
immediately  after  the  adjournment  of  the  after- 
noon meeting,  and  declared  the  meeting  ad- 
journed at  5:00  p.  m.,  to  reconvene  at  the  an- 
nual banquet  at  7 :00  o’clock. 

First  Day — Evening  Meeting 

The  annual  banquet  was  held  at  the  Elks’ 
Club  at  7 :30  p.m. 

Following  the  dinner  and  musical  entertain- 
ment Dr.  George  B.  Eusterman  delivered  an  ad- 
dress entitled  “The  Diagnostic  and  Therapeutic 
Significance  of  Gastric  Anacidity  in  General 
Medicine.” 

Dr.  W.  A.  Jones,  Minneapolis,  delivered  an 
address  on  “Science  and  Art  in  the  Practice  of 
Medicine.” 

The  President  declared  the  meeting  adjourned 
at  9:30  p.  m.,  to  reconvene  at  9 :00  a.  m.,  Friday. 

Second  Day — Morning  Meeting 
Friday,  June  7,  1929 

The  Association  reconvened  and  was  called  to 
order  at  9 :20  by  the  President,  Dr.  William  F. 
Sillier,  Devils  Lake. 

Dr.  Kenneth  A.  Phelps,  Minneapolis,  Minne- 
sota, read  a paper  on  “Sinus  Infections:  Gen- 
eral Symptoms  and  Diagnosis.”  Discussed  by 
Drs.  Martin  D.  Westley,  Cooperstown ; William 
F.  Longstreth,  Kensal ; and,  in  closing,  by  Dr. 
Phelps. 

Dr.  Richard  Bower,  Fargo,  read  a paper  on 
“Massive  Atelectasis  of  the  Lung,  with  Three 
Case  Reports.”  Discussed  bv  Drs.  Kent  E.  Dar- 
row, Fargo;  Kenneth  A.  Phelps,  Minneapolis, 
Minn.;  Ralph  E.  Leigh,  Grand  Forks;  J.  J. 


Seible,  Harvey ; and,  in  closing,  by  Dr.  Bower. 

Dr.  George  E.  Brown,  Rochester,  Minnesota, 
addressed  the  Association  on  “Recent  Studies 
in  Hypertension,”  and  discussed  several  cases 
presented  by  Dr.  W.  H.  Long,  Fargo.  Dis- 
cussed by  Dr.  G.  M.  Constans,  Bismarck;  and, 
in  closing,  by  Dr.  Brown. 

At  this  point  the  President  introduced  Mr. 
Krause,  who  presented  David  Martin,  one  of 
the  Boy  Scouts  who  had  been  selected  to  spend 
six  months  in  Africa  with  the  Martin  Johnson 
Expedition,  and  David  spoke  briefly  of  his  in- 
teresting experiences  while  on  safari,  dwelling 
particularly  on  the  sanitary  precautions  that 
were  necessary. 

Dr.  Arthur  C.  Strachauer,  Minneapolis,  Min- 
nesota, gave  a “Surgical  Clinic,”  the  patients 
being  presented  by  Dr.  W.  E.  G.  Lancaster  and 
Dr.  W.  H.  Long,  Fargo. 

Dr.  William  A.  Jones,  Minneapolis,  Minne- 
sota, gave  a “Neurological  Clinic,”  the  cases  be- 
ing presented  by  Dr.  William  H.  Long,  Fargo. 

Dr.  R.  H.  Beek,  Lakota : Mr.  President,  we 
have  listened  to  two  splendid  expositions  this 
morning  by  Dr.  Strachauer  and  Dr.  Jones,  both 
of  whom  have  been  connected  with  the  Lhfiver- 
sity  of  Minnesota,  and  both  are  internationally 
known.  Dr.  Jones  is  beloved  by  every  doctor  in 
the  Northwest.  He  is  a former  teacher  of  mine, 
and  whenever  I see  his  kindly  face  I remember 
it  for  a long  time.  These  two  men,  with  Dr. 
Brown  of  the  Mayo  Clinic,  have  made  this 
morning  one  of  more  than  passing  interest,  and 
I move  you  a special  vote  of  thanks  to  these  three 
men  for  for  their  splendid  entertainment  this 
morning. 

Motion  seconded  by  several,  and  a rising  vote 
of  thanks  was  extended. 

The  President  declared  the  meeting  adjourned 
at  12:20,  to  reconvene  at  1 :30  p.  M. 

Second  Day — Afternoon 

The  Association  met  and  was  called  to  order 
at  1 :55  p.  m.  by  the  President,  Dr.  William  F. 
Sihler,  Devils  Lake. 

The  Secretary  gave  a brief  report  of  the  pro- 
ceedings of  the  House  of  Delegates,  announcing 
the  newly  elected  officers  andi  the  location  of 
next  meeting  place. 

President  Sihler  appointed  Dr.  Campbell  and 
Dr.  McGregor  to  escort  the  President-Elect,  Dr. 
John  Crawford,  to  the  Chair. 

Dr.  Sihler:  It  is  indeed  a great  pleasure,  Dr. 
Crawford,  to  welcome  you  as  our  President.  I 
can  recommend  to  the  members  Dr.  Crawford 
as  a fit  candidate  for  the  presidency  of  our  As- 
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sociation. 

Before  leaving  the  Chair  I wish  to  thank  our 
members  for  the  honor  they  showed  me.  I have 
done  what  I could.  I also  wish  to  extend  my 
personal  thanks  to  the  Fargo  members  for  all 
they  have  done,  and  it  gives  me  much  pleasure 
to  state  that  this  is  the  largest  meeting  we  have 
ever  had.  So  far  as  our  records  show,  176  have 
registered. 

I wish  to  thank  the  Scientific  Committee  most 
heartily  for  the  splendid  program  they  arranged, 
and  which,  I am  sure,  has  been  enjoyed  by  all. 
If  we  could  have  had  more  discussion  I think 
we  could  have  gained  even  more  benefit,  but 
the  doctors  have  been  very  modest  this  year. 
There  are  several  other  good  papers  on  this  af- 
ternoon’s program. 

Dr.  Crawford  : Fellow  practitioners,  it  is 
needless  for  me  to  say  that  I feel  highly  hon- 
ored in  being  chosen  as  your  President.  I have 
to  follow  a man  whose  shoes  are  very  hard  to 
fill.  His  address  yesterday  I consider  a master- 
piece. If  we  study  it  carefully  we  will  see  that 
he  brings  out  some  very  potent  things  for  our 
consideration,  particularly  as  to  whether  we  are 
going  to  remain  general  practitioners  or  whether 
we  are  going  to  split  up  into  the  specialties.  Let 
us  hope  that  there  will  be  enough  of  Osier  in 
some  of  us  to  permit  medicine  to  be  brought  to- 
gether and  correlated  so  that  we  may  have  real 
medicine  again  in  our  country. 

We  will  now  proceed  with  the  program. 

Dr.  Arthur  C.  Strachauer,  Minneapolis,  Min- 
nesota, addressed  the  Association  on  “Cancer 
of  the  Rectum  and  Large  Bowel.”  Discussed  by 
Dr.  Ralph  E.  Weible,  Fargo,  and  Dr.  John  Craw- 
ford, New  Rockford. 

Dr.  Harry  Fortin,  Rochester,  Minnesota,  read 
a paper  on  “Care  of  the  Feet  in  Chronic  Arthri- 
tis.” Discussed  by  Dr.  Paul  H.  Burton,  Fargo. 

Dr.  Edward  Dyer  Anderson,  Minneapolis, 
Minnesota,  read  a paper  on  “Infant  Feeding 
During  the  First  Three  Months  of  Life.”  Dis- 
cussed by  Drs.  Martin  D.  Westley,  Coopers- 
town ; Roger  H.  Mattson,  New  Rockford ; A.  C. 
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Morris,  Fargo;  Joseph  G.  Dillon,  Fargo;  and, 
in  closing,  by  Dr.  Anderson. 

As  this  concluded  the  program,  the  Forty- 
second  Annual  Session  was  declared  adjourned 
at  4:00  r.  m.,  sine  die. 

John  G.  Lamont,  M.D. 

Secretary 
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SECRETARY 

Drew,  G.  F.  Devils  Lake 

Arneson,  A.  O.  McVille 

Beek,  R.  H. Lakota 

Blair,  A.  K.  ..Minnewaukan 

Call,  A.  M.  Rugby 

Campbell,  R.  W Bisbee 

Carter,  1.  A.  Warwick 

Carter,  R.  P Warwick 

Drew,  G.  F.  Devils  Lake 

Emert,  H.  F.  Sarles 


Engesather,  J.  A.  D. Brockett 

Fawcett,  W.  C.  Starkweather 

Floew,  A.  T.  ..Harvey 

Graham,  J.  D Devils  Lake 

Harris,  F.  C Cando 

Hayhurst,  J.  O.  Rolette 

Horsman,  A.  T Devils  Lake 

Lamont,  J.  G.  San  Haven 

Lees,  H.  D.  Minneapolis 

Kirkham,  T.  H ...Langdon 

Lund,  A.  B.  Leeds 

McGurren,  C.  J.  Devils  Lake 

McDonald,  J.  A. Cando 


McIntosh,  G.  J.  Devils  Lake 

McLean,  Neil Devils  Lake 

Nicholson,  E.  G.  Lawton 

Phillips,  J.  M.  Bisbee 

Roberts,  F.  J.  Cando 

Rogers,  R.  V Belcourt 

Sihler,  W.  F. Devils  Lake 

Smith,  Clinton Devils  Lake 

Sedlacek,  B.  B. Oberon 

Stickelberger,  J. Oberon 

Verret,  B.  D.  Rolla 

Vigeland,  J.  G.  Brinsmade 

Widmeyer,  J.  P.  Rolla 


GRAND  FORKS  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Benwell,  H.  D.  Grand  Forks 

SECRETARY 

Liebeler,  W.  A Dickinson 

Arneberg,  J.  G.  Grand  Forks 

Beeson,  H.  B Grand  Forks 

Bennett,  C.  E.  Aneta 

Bentzen,  Olaf  Grand  Forks 

Benwell,  H.  D.  Grand  Forks 

Campbell,  Robt.  D.  Grand  Forks 

Countryman,  J.  E.  Grafton 

Deason,  F.  W Grafton 

Eggers,  Aug.  Grand  Forks 

Engstad,  J.  E.  Grand  Forks 

Field,  A.  B.  Forest  River 

P'rench,  H.  E.  Grand  Forks 

Gertson,  G.  D.  Grand  Forks 

Gislason,  G.  J. Grand  Forks 

Glaspel,  C.  J.  Grafton 

Glaspel,  G.  W.  Grafton 

Grassick,  Jas.  Grand  Forks 


Haagenson,  E.  C.  Grand  Forks 

Halldorson,  M.  D ..Winnipeg 

Hamilton,  J.  S.  Bathgate 

Hardy,  N.  A Minto 

Healy,  H.  H Grand  Forks 

Hethcrington,  J.  E.  Grand  Forks 

Irvine,  V.  S.  -Park  River 

Landry,  L.  H.  Walhalla 

Law,  H.  W.  F.  Grand  Forks 

Leigh,  R.  E Grand  Forks 

Liebeler,  W.  A.  Grand  Forks 

Lommen,  C.  E.  Fordville 

Mahon,  Ruth  M Grand  Forks 

McLean,  R.  M ...Gilby 

McQueen,  W.  W Langdon 

Miller,  J.  P.  Grand  Forks 

Moore,  J.  H.  Grand  Forks 

Mulder,  J.  L. Cavalier 

Mulligan,  T.  Grand  Forks 

O’Keefe,  Henry Grand  Forks 

Panek,  A.  F.  Milton 

Peake,  F.  Margaret  Grand  F’ks 


Porter,  W.  H. Calvin 

Ruud,  M.  B Grand  Forks 

Rystad,  O.  H.  Grand  Forks 

Smith,  I.  C Thompson 

Stromberg,  G.  E.  Langdon 

Suter,  J.  C.  Grafton 

Taylor,  J.  D.  Grand  Forks 

Thompson,  A.  Y.  Larimore 

Thorlakson,  H.  F Crystal 

Thorgimsen,  G.  G.,  Grand  Fks. 

Tompkins,  C.  R _ Grafton 

Wagar,  W.  D.  Michigan 

Waldren,  G.  R. Drayton 

Waldren,  H.  M.  Drayton 

Waldren,  H.  M.,  Jr. Drayton 

Weed,  F.  E. Park  River 

Welch,  W.  H.  Larimore 

Wheeler,  H.  M. Grand  Forks 

Williamson,  G.  M.  Grand  Forks 
Witherstine,  W.  H.  Grand  Forks 

Woutat,  H.  G.  Grand  Forks 

Wylie,  A.  R.  T. Grafton 
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PRESIDENT 

Nickerson,  B.  S. Mandan 

SECRETARY 

Diven,  W.  L.  Bismarck 

Arnson,  J.  O. Bismarck 

Aylen,  W.  C.  Mandan 

Baer,  D.  . Braddock 

Benson,  O.  T.  Glen  Ullin 

Rodenstab.  W.  H.  Bismarck 

Brandes,  H.  A.  Bismarck 

Brandt,  A.  M.  Bismarck 

Buckingham,  F.  W Bismarck 

Bunting,  F.  E.  Mandan 

Constans,  G.  M.  Bismarck 

Diven,  W.  L. _Bismarck 

Eastman,  I..  G. ...Hazen 

Fisher,  A.  M Bismarck 

Fredericks,  L.  H.  . Bismarck 

Freise,  P.  W Bismarck 


Gaebe,  O.  C.  Carpio 

Gordon,  VV.  L.  Washburn 

Graber,  R.  E Bismarck 

Griebenow,  F.  F.  Bismarck 

Hamilton,  E.  E .New  Leipzig 

Henderson,  R.  W.  Bismarck 

Heinzroth,  G.  E Turtle  Lake 

Hoskins,  J.  H Bismarck 

Houge,  R.  R ... _Linton 

LaRose,  V.  J.  Bismarck 

Larson,  E.  T.  Underwood 

Larson.  L.  W _ Bismarck 

Laughlin,  Zach  Indianapolis 

Leavitt,  R.  H.  .Carson 

Lipp,  G.  R Bismarck 

Lodge,  F.  B Steele 

Monteith,  George  ...Hazelton 

Nickerson,  B.  S ..Mandan 

Pierce,  W.  B __Bismarck 

Quain,  Fannie  D.  Bismarck 


Quain,  E.  P Bismarck 

Ramstad,  N.  O Bismarck 

Rasmussen,  F.  P. Beulah 

Rice,  P.  F _ _Solen 

Roan,  M.  W Bismarck 

Schoregge,  C.  W.  Bismarck 

Smith,  C.  C.  _.Mandan 

Smith,  L.  G. Mandan 

Spielman,  G.  H.  Mandan 

Stackhouse,  C.  E.  Bismarck 

Strauss,  F.  B.  Bismarck 

Timm,  J.  F. Makoti 

Thelen,  W.  P.  Wilton 

Thompson,  R.  C.  .Wilton 

Vonnegut,  F.  F Hague 

Waldschmidt,  R.  H.  .....Bismarck 

Weyrens,  P.  J Hebron 

Whittemore,  A.  A ..Bismarck 

Wolverton,  W.  C.  Linton 


SOUTHWESTERN  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Cornelius,  F.  J Bowman 

SECRETARY 

Dach,  J.  L.  Reeder 

Cornelius,  F.  J.  Bowman 


Dach,  J.  L.  Reeder 

Hill,  S.  W.  ..Regent 

Lemieux,  D Bowman 

Maercklein,  O.  C Mott 

Mordoff,  G.  E.  Hettinger 


Murray,  K.  M.  Scranton 

Schneider,  J.  E Bowman 

Schumacher,  N.  W Hettinger 

Voss.  Carl  Hettinger 

Wendell,  W.  G. Marmarth 


STARK  COUNTY  MEDICAL  SOCIETY 


PRESIDENT 

Chernausek,  Sam  Dickinson 

SECRETARY 

Spear,  A.  E Dickinson 

Rowen,  J.  W.  Dickinson 

Bradley,  W.  C _ Beach 

Chernausek,  Sam  Dickinson 


Crossette,  G.  D.  Richardton 

Gumper,  J.  B Belfield 

Law,  I.  M _Halliday 

Lyons,  W.  M ...Sentinel  Butte 

Moslce  Selie  New  England 

Moreland.  J.  W Dunn  City 

Morris,  V.  G _ Beach 


Nachtwey,  A.  P.  Dickinson 

Neville.  J.  V Dickinson 

Perkins,  George  A Dickinson 

Radi,  R.  B Dickinson 

Rogers,  R.  W Dickinson 

Smith,  O Killdeer 

Spear,  A.  E Dickinson 


STUTSMAN  COUNTY  MEDICAL  SOCIETY 


PRESIDENT 

Gerrish,  W.  A ...Jamestown 

SECRETARY 

DePuy,  T.  L._ Jamestown 

Arzt,  P.  G Jamestown 

Railey.  A.  T Jamestown 

Berg,  H.  M Bismarck 

Ruzzell.  C.  P Cleveland 

Carpenter,  G.  S.  Pitigree 


Culbert,  M.  H Courtenay 

De  Puy,  T.  L Jamestown 

Gerrish,  W.  A.  Jamestown 

Guest,  A.  W Jamestown 

Holt,  G.  H Tamestown 

Lang,  A.  A.  T Jamestown 

Lang,  F.  F Montpelier 

T.ongstreth.  W.  E Kensal 


Melzer,  S.  W Woodworth 


Nolte,  W.  C Nampa,  Idaho 

Peake,  F Jamestown 

Sorkness,  Jos Jamestown 

Todd,  G T) — Medina 

Turgeson,  J.  T Jamestown 

Wink,  Helen  K.  ..Jamestown 

Wood,  W.  W Jamestown 

Woodward,  F.  O.  — Jamestown 


PRESIDENT 

Westervelt,  A.  E Bowden 

SECRETARY 

Hammargren,  A.  F Harvey 


Boyum,  P.  A.  Harvey 

Crawford,  John  New  Rockford 


TRI-COUNTY  MEDICAL  SOCIETY 


Critchfield,  R.  J.  Fessenden 

Donker,  A.  E.  Carrington 

Goss,  E.  L.  ...Carrington 

Hammargren,  A.  F Harvey 

MacKenzie,  J.  Roy  New  Rockf’d 
Mac  Lachlan,  Chas  New  R’kford 
McKeague,  D.  H.  Maddock 


Matthaei,  D.  W.  Fessenden 

Mattson,  R.  H.  ..New  Rockford 

Meadows,  R.  W.  Shevene 

Rasmussen,  R.  C.  ..... Drake 

Seibel,  J.  J.  Harvey 

Van  de  Erve,  H.  .—  Carrington 
Westervelt,  A.  E.  Bowdon 
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PRESIDENT 

Johnson,  P.  O.  C.... Watford  City 

SECRETARY 

McCartney,  O.  D Williston 

Abplanalp,  I.  S. Williston 
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Craven,  J.  P.  Williston 

Dochterman,  L.  B.  Williston 

Hofto,  J.  M Ray 

Jones,  C.  S.  — Williston 

Johnson,  P.  O.  C.  _Watford  City 
McCartney,  O.  D Williston 


Rogers,  Jos. Alexander 

Skovholt,  H.  T.  Williston 

Sommerfelt,  A Epping 

Wicklund.  C.  A. Wildrose 

Wright,  W.  A.  _... Grenora 


NORTHWESTERN  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Cameron,  A.  L. Minot 

SECRETARY 

Pence,  J.  R Minot 

Allen,  R.  B.  Minot 

Blatherwick,  W.  E.  _Van  Hook 

Budd,  G.  J -Ambrose 

Cameron,  A.  L.  Minot 

Carr,  Andrew  Minot 

Carr,  Andy  M.  Minot 

Christie,  F.  J.  Deering 

Craise,  O.  S Towner 

Devine,  T.  L.  Minot 

Dowler,  V.  B Minot 

Durnin,  G.  A.  Bottineau 

Durnin,  Charles  Westhope 

Erenfeld,  H.  M Minot 

Fardy,  M.  J Minot 

Flath,  Milford  G.  Stanley 


Frogner,  G.  S Parshall 

Gates,  Russell  Minot 

Grangaard,  H.  O.  Ryder 

Greene,  E.  E.  Westhope 

Grieve,  H.  E Minot 

Halliday,  D.  J Kenmare 

Halverson,  H.  L.  Des  Lacs 

Hanson,  G.  C.  Minot 

Haraldson,  O.  O.  Minot 

Hillis,  S.  J Berthold 


Hood,  C.  E.  Lansford 


Hurd,’  F.  1).' 

..._ Tolley 

Jensen,  A.  F 

Rugby 

I nh ns,  S M 

Velvn 

Tohnson,  T.  A 

..Bottineau 

Kermott,  L.  H 

-.Minot 

Knapp,  H.  G 

Minot 

Kolb,  F.  K 

. Granville 

Landes,  H.  E 

...Kenmare 

Leedahl,  O.  S.  

Stanley 

McGuire,  F.  A.  .. 

Velva 

MacKay  A.  R 

....  Bottineau 

McCannel,  Archie 
Moffatt,  George  _ 

D.  Minot 

. ...  Crosby 

Newlove,  T.  T 

Minot 

Owenson,  H.  A 

Parker,  R.  M.  

Minot 

Portal 

Pence  I.  R 

Minnt 

Pence,  R,  W. 

Minn! 

Ransom,  E.  M 

Minnt 

Rav,  R.  11 

Garrison 

Rollefson.  C.  T 

Souris 

Rowe,  P.  H Minot 

Sinamark.  A Hibbintr.  Minn 

Smith,  J.  A 

Noonan 

Sorenson,  A.  R.  ... 

...._ Minot 

Stucke,  Agnes,  

Watson.  C.  J 

Welker,  A.  j 

Garrison 

Minot 

Max 

Wheelon,  F.  E.  _ 
Yeomans,  T.  N _... 

Minot 

_...Minot 

RICHLAND  COUNTY  MEDICAL  SOCIETY 


PRESIDENT 

Greenman,  N.  H.  ... Fairmont 

SECRETARY 

Olson,  C.  T Wyndmere 


Beithon,  E.  L Hankinson 

Greenman,  N.  H Fairmont 

Ivers,  M.  U.  Christine 

Jacobs,  G.  C Wahpeton 

King,  W.  W Milnor 

O’Brien,  T.  Wahpeton 


Olson,  C.  T. Wyndmere 

Ryan,  D.  E Hankinson 

Sasse,  E.  G.  Lidgerwood 

Thane,  Benj Wahpeton 

Thompson,  A.  M.,  Abercrombie 

Wray,  W.  E Campbell,  Minn 


SHEYENNE  VALLEY  MEDICAL  SOCIETY 


PRESIDENT 

Spicer,  C.  E Valley  City 

SECRETARY 

Moore,  W.  H.  Valley  City 

Almklow,  L Cooperstown 

Brown,  Fred  Valley  City 

Campbell,  Wm Valley  City 


Crosby,  E.  B Valley  City 

Kellogg,  P.  M.  Rogers 

LeBien,  E.  A.  McHenry 

MacDonald,  A.  C.  -Valley  City 
MacDonald.  A.  W.  -Valley  City 

Meredith,  C.  J -..Valley  City 

Moore,  W.  H.  Valley  City 

Platou,  C.  A.  Litchville 


Pray,  E.  A. Valley  City 

Spicer,  C.  E.  Valley  City 

Truscott,  J.  R.  Binford 

VanHouten,  J.  Valley  City 

Wanner,  W.  B.  Wimbledon 

Westley,  M.  D. Cooperstown 

Wicks,  F.  L.  Valley  City 

Zimmerman,  S.  A.  -Valley  City 


SOUTHERN  DISTRICT  MEDICAL  SOCIETY 


PRESIDENT 

Gundermann,  H.  R Monango 

SECRETARY 

Ferguson,  F.  W. Kulm 


Campbell,  C.  C. Ashley 

Ferguson,  F.  W. Kulm 

Grant,  Geo.  Wishek 

Greene,  L.  B.  Edgeley 

Gunderman,  H.  R Monango 


Hubbard,  F.  G.  Cogswell 

Lyle,  W.  D.  Havana 

Lynde,  Roy  Ellendale 

Meunier,  H.  T.  Oakes 

Ribble,  Geo.  B. LaMoure 


TR AIL-STEELE  MEDICAL  SOCIETY 


PRESIDENT 

Odegaard,  B -Northwood 

SECRETARY 

Vinje,  Syver Hillsboro 

Cuthbert,  W.  H.  Hillsboro 


Gibbons,  J.  M. Finley 

Glasscock,  T.  J. Finley 

Hjelle,  C.  A. Portland 

Kjelland,  A.  A. Hatton 

Knutson,  O.  A. Buxton 


Little,  R.  C. Mayville 

Litman,  M.  H.  Hope 

Odegaard,  B. Northwood 

Savre,  M.  T. Northwood 

Vinje,  Syver Hillsborc 
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ALPHABETICAL  ROSTER 


Abplanalp,  Ira  S. Williston 

I Allen,  R.  B.  Minot 

Allen,  R.  W. Forman 

Almklov,  L. Cooperstown 

Arneberg,  J.  G.  Grand  Forks 

Arnson,  j.  O. Bismarck 

Arneson,  A.  O. McVille 

Arzt,  P.  G.  Jamestown 

Aylen,  T.  P.  Fargo 

Aylen,  W.  C.  _Mandan 

Baer,  Dewitt  _ Braddock 

Bailey,  A.  T.  Jamestown 

Raillie,  W.  F.  Fargo 

Bakke,  Hans  - Lisbon 

Beek,  R.  H.  Lakota 

Beeson,  H.  B.  Grand  Forks 

Beithon,  E.  T Hankinson 

Bennett,  C.  F..  Aneta 

Benwell,  H.  D _Grand  Forks 

Benson,  O.  T.  Glen  Ullin 

Bentzen,  O.  Grand  Forks 

Berg,  H.  M Bismarck 

Blair,  A.  K ...Minnewaukan 

Blatherwick,  W _Van  Hook 

Bodenstab,  W.  H _Bismarclc 

Bohnsack,  Eleanor  Fargo 

Bowen,  T.  W.  -Dickinson 

Bower,  Richard  Fargo 

Roynm,  P.  A.  _Harvev 

Rradley,  W.  C Beach 

Rrandes,  H.  A -Bismarck 

Brandt.  A.  M.  -Bismarck 

Bray,  R.  B.  Fargo 

Brown,  Fred  Valley  City 

Brown,  W.  G Fargo 

Buckingham,  F.  W Bismarck 

Budd.  G.  T —Ambrose 

Bunting,  F.  E Mandan 

Burton,  P.  H.  Fargo 

Buzzed,  C.  P Cleveland 

Call.  A.  M Rugby 

Callander,  C.  N Fargo 

Cameron.  A.  I Minot 

Campbell,  C.  C.  Ashlev 

Campbell,  Robt.  D Grand  Forks 

Campbell,  R.  W Bishee 

j Campbell,  Wm Valley  City 

Carpenter,  Geo  A Fargo 

Carpenter.  G.  S.  Pingree 

Carr,  Andrew  Minot 

Carr.  Andv.  M.  Minot 

Carter,  T.  A Warwick 

Carter.  R.  P Warwick 

Chernausek,  Sam  Dickinson 

Christie,  F.  J _ Deering 

Clay,  A.  J Fargo 

Constans,  G.  M.  Bismarck 

Cornelius,  F.  T Bowman 

Countryman  J.  E Grafton 

Craise,  O.  S.  Towner 

Craven.  T.  P.  Williston 

Crawford  John  New  Rockford 

j Critcbfield,  R.  J.  Fessenden 

C rosbv.  E.  B Valley  Citv 

I Crossette.  G.  __Starbuck  Minn. 

C nlhprt.  M.  H .Courtenay 

Cuthbert,  W.  H. Hillsboro 

Dach,  T.  T -Reeder 

Harrow,  F.  I.  Fargo 

Harrow,  Kent  E. Fargo 

Deason,  F.  W. Grafton 


De  Puy,  T.  L —Jamestown 

Devine,  J.  L.  Minot 

Dillon,  T.  G.  -Fargo 

Diven,  W.  L Bismarck 

Dochterman,  L.  B Williston 

Honker,  A.  E.  Carrington 

Dowler,  V.  B Minot 

Drew,  G.  F.  Devils  Lake 

Durnin,  Charles  -Westhope 

Durnin,  G.  A.  Bottineau 

Eastman,  L.  G.  Hazen 

Eggers,  Aug Grand  Forks 

Emert,  H.  F.  Sarles 

Engesather,  J.  A.  D Brockett 

Engstad,  J.  E —Grand  Forks 

Erenfeld,  H.  M.  Minot 

Evans,  L.  J — New  York 

Fardy,  M.  J Minot 

Fawcett,  W.  C -Starkweather 

Ferguson,  F.  W Kulm 

Field,  A.  B Forest  River 

Fisher,  A.  M — Bismarck 

Fjelde,  ,T.  H - Fargo 

Flath,  Milford  G Stanley 

Floew.  A.  T Harvey 

Fredericks,  L.  H Bismarck 

Freise,  P.  W —Bismarck 

French,  H.  E. Grand  Forks 

Frogner,  G.  S.  Parshall 

Gaebe,  O.  C New  Salem 

Gates,  Russell  Minot 

Gerrish,  W.  A Jamestown 

Gertson,  G.  D —Grand  Forks 

Gibbons,  J.  M Finley 

Gislason,  G.  J Grand  Forks 

Glaspel,  C.  T Grafton 

Glaspel,  G.  W Grafton 

Glasscock,  T.  J Finley 

Gordon,  W.  L Washburn 

Goss,  E.  L Carrington 

Gowenlock,  H.  J Gardner 

Graber,  R.  E ...Bismarck 

Graham,  J.  D Devils  Lake 

Grangaard,  H.  O.  Ryder 

Grant,  Geo Wishek 

Grassick,  Tas.  Grand  Forks 

Greene,  E.  E Westhope 

Greene,  L.  B Edgelev 

Greenman,  N.  H Fairmont 

Griebenow,  F.  F Bismarck 

Grieve.  H.  G Fargo 

Gronvold,  F O.  Fargo 

Guest,  A.  W.  Jamestown 

Gumper,  J.  B Belfield 

Gunderman,  H.  R -Monango 

Haaeenson,  F..  C.  Grand  Forks 
Halldorson.  M.  B.  Win’neg,  Ca. 

Halliday,  D.  J Kenmare 

Halverson,  H.  L _Des  Lacs 

Hammargren,  A.  F.  Harvey 

Hamilton,  E.  F..  New  Leipzig 

Hamilton,  T.  S.  Bathgate 

Hanna,  J.  F.  Fargo 

Hanson,  G.  C Minot 

Haraldson,  O.  O.  Minot 

Hardv,  N.  A Minto 

Harris,  F.  C - Cando 

Haugen,  Hans  Fargo 

Hayhurst  J.  O Rolette 

Haynes,  Geo.  H.  -Lisbon 

Healy,  H.  H.  Grand  Forks 


Heimark,  A.  J -Fargo 

Heinzroth,  G.  E -Turtle  Lake 

Henderson,  R.  W.  Bismarck 

Hendrickson,  Gilbert  -Enderlin 
Hetherington,  J.  E.  Grand  Forks 

Hill,  S.  W.  Regent 

Hillis,  S.  J — Berthold 

Hjelle,  C.  A.  Portland 

Hofto,  J.  M Ray 

Holt,  G.  H -Jamestown 

Hood,  C.  E Lansford 

Horsman,  A.  T Devils  Lake 

Hoskins,  J.  H Bismarck 

Hotchkiss,  W.  M Fargo 

Houge,  R.  R Linton 

Hubbard,  F.  G Cogswell 

Huntlev,  H.  B Leonard 

Hurd,  F.  D —Tolley 

Irvine,  V.  S Park  River 

Ivers,  M.  U Christine 

Jacobs,  G.  C. -Wahpeton 

James,  J.  B.  ... Page 

.Telstrup,  Christian  Kindred 

Jensen,  A.  F Rugby 

Johns,  S.  M Velva 
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NORTH  DAKOTA  BIDS  GOODBYE  TO 
DOCTOR  JOHN  G.  LAMONT 

When  notice  reached  the  editor  of  The  Journal- 
Lancet  that  Dr.  J.  G.  Lamont  had  resigned  the 
superintendency  of  the  North  Dakota  State  Tubercu- 
losis Sanatorium  we  turned  at  once  to  the  right  man 
in  North  Dakota  to  say  the  right  word,  which  fol- 
lows from  the  pen  of  Dr.  James  Grassick,  of  North 
Dakota;  and  the  editor  wishes  to  congratulate  the 
State  of  North  Dakota  that  it  at  once  filled  Dr. 
Lamont’s  position  at  San  Haven  with  a man  so 
fully  equipped  to  take  up  Dr.  Lamont’s  work  as 
Dr.  Charles  MacLachlan,  of  New  Rockford,  who 
takes  up  the  work  at  onec. — The  Editor. 

In  1909  the  North  Dakota  Legislature  made 
an  appropriation  for  the  purchase  and  improve- 
ment of  a site  for  a State  Tuberculosis  Sana- 
torium, and  appointed  a board  consisting  of 
Governor  John  Burke,  Bismarck;  Dr.  Fannie 
Dunn  Quain,  Bismarck ; Hon.  C.  J.  Lord, 
Cando ; Dr.  G.  F.  Ruediger,  University ; and  Dr. 
James  Grassick,  Grand  Forks,  to  select  the  same. 

As  provided,  the  board  met,  organized  and  in 
due  time  made  a selection  on  the  south  side  of 
the  Turtle  Mountains,  near  Dunseith.  The  Gov- 
ernor in  a message  to  the  Legislature  made  this 
statement : 

“To  the  members  of  the  board  it  seems  like 
an  ideal  spot — high  altitude,  pure  air  and  water, 
shade  and  sunshine,  and  protection  from  the 
bleak  winds  of  the  north  and  west.” 


On  this  site  buildings  were  erected  and  with 
Dr.  J.  P.  Widmeyer  as  superintendent,  the  insti- 
tution was  opened  in  the  fall  of  1912.  In  the 
following  year  Dr.  Widmeyer  resigned  and  Dr. 
John  G.  Lamont  was  appointed  in  his  stead. 

Dr.  Lamont,  a graduate  of  Trinity,  Toronto, 
came  to  the  state  in  1903.  Engaging  in  gen- 
eral practice  he  had  a tine  opportunity  for  be- 
coming familiar  with  the  many  problems,  social, 
economic,  and  medical  that  confront  a new 
State.  This  inside  knowledge  has  stood  him  in 
good  stead  on  many  an  occasion  in  his  institu- 
tional work. 

The  State  Sanatorium,  at  the  time  he  accepted 
its  superintendency,  consisted  of  a single  build- 
ing that  housed  administration  headquarters,  in- 
firmary, heating  plant,  laundry,  kitchen,  dining 
room,  sleeping  quarters  for  help,  etc.,  and  a 
small  cottage  for  ambulatory  cases.  To-day  it 
is  a complete  Unit  with  accommodation  for  up- 
wards of  tw'o  hundred  patients,  and  with  every 
nicety  of  detail  in  therapeutic  equipment  that 
the  years  have  evolved  in  the  care  and  treatment 
of  the  tuberculous.  All  of  this  development  has 
been,  to  a large  extent,  the  creature  of  his  brain. 

LTp  in  the  hills,  apart  from  the  busy  marts  of 
life,  he  visualized  a haven  for  the  unfortunate 
of  his  state  that  would  be  the  equal,  if  not  the 
superior,  of  any  similar  institution  in  the  land. 
Being  a man  of  affairs,  and  having  the  faculty 
of  interpreting  his  dreams  in  terms  of  action, 
he  had  the  satisfaction  of  seeing  many  of  them 
spring  up  over  night,  as  it  were,  and  assume  spe- 
cific, concrete  shape.  He  was  always  on  the 
alert  for  the  latest  in  sanatorium  construction 
and  management,  and  developed  a happy  knack 
of  sifting  the  practical  from  the  visionary. 

Dr.  Lamont  was  a good  team-man,  and  could 
co-operate  with  laitv,  welfare  workers,  inde- 
pendent health  organizations  and  the  regular 
profession  without  seeming  to  be  narrow  on  the 
one  hand  or  unethical  on  the  other.  When  deal- 
ing with  the  public  the  good  of  the  institution 
over  which  he  presided  and  the  welfare  of  those 
committed  to  his  care  were  paramount  consider- 
ations with  him. 

He  was  for  many  years  a valued  member  of 
the  Executive  Committee  of  the  North  Dakota 
Tuberculosis  Association,  an  organization  that 
for  twenty  years  has  had  much  to  do  with  pub- 
lic health  matters,  and  was  much  interested  in 
its  activities.  When  field  work,  social  service, 
public  health  nursing,  institutional  care,  or  such 
like,  was  under  consideration,  he  was  always  co- 
operative and  together  they  thought,  counseled, 
planned  and  labored  for  what  wras  believed  to 
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be  the  best  solution  of  the  problem  in  hand.  He 
was  honored  by  the  profession  by  being  elected 
Secretary  of  the  North  Dakota  State  Medical 
Association,  which  position  he  now  surrenders 
as  he  is  to  leave  the  state. 

Dr.  Lamont  has  resigned  as  superintendent  of 
the  State  Tuberculosis  Sanatorium.  To  those 
of  us  who  knew  that  the  Doctor’s  family  had 
outgrown  the  educational  facilities  at  San 
Haven,  it  was  no  surprise,  but  to  the  general 
public  it  wras  a veritable  jolt.  In  his  sixteen,  or 
more,  years  of  service  to  the  State  it  "has  been 
his  privilege  to  establish  a sympathetic  relation- 
ship with  people  in  all  grades  of  society  and  in 
all  parts  of  our  commonwealth,  for  tuberculosis 
is  respecter  of  neither  person  nor  place.  To 
these,  and  others,  the  Sanatorium  will  always  be 
associated  with  the  name  of  Dr.  Lamont. 

The  parade  passes  on,  achievement  alone  re- 
mains! While  Dr.  Lamont  goes  to  work  in 
other  fields  and  thus  gives  to  his  family  their 
birthright  of  opportunity,  he  leaves  much  that 
he  cannot  take  with  him  if  he  so  willed;  and  this 
applies  with  equal  force  to  wife  and  home.  The 
influence  of  clean  lives,  worthily  ordered,  with 
their  full  measure  of  work  well  done  remains 
as  a stepping  stone  for  those  that  follow,  and  by 
these  the  Lamonts  will  be  long  and  favorably  re- 
membered. — James  Grassick 

THE  COMING  PUBLIC  HEALTH  MEET- 
INGS IN  MINNEAPOLIS 

Minneapolis  has  had  no  visit  by  any  national 
public  health  organization  in  thirty  years.  4 he 
American  Public  Health  Association  we  enter- 
tained then  was  relatively  small.  The  demand 
for  public  health  education  and  service  had  not 
developed.  Public  health  interest  was  at  low 
ebb.  Little  had  been  done  in  the  line  of  preven- 
tive medicine.  Child  welfare  was  compassed  in 
terms  of  the  possible  avoidance  of  contagious 
and  infectious  disease.  Child  study  had  not  gone 
far.  Parent  education  was  an  untried  project. 
Infant  hvgiene  was  practiced  by  a small  and 
chosen  few.  The  specialist  in  pediatries  was 
hardly  heard  of.  There  had  been  no  real  awak- 
ening of  the  consciousness  of  the  people  to  the 
values  of  human  health. 

To-day  the  picture  is  a new,  a colorful,  an 
ever-changing  one.  Departments  and  profes- 
sorships of  public  health  have  been  created  in 
the  universities  and  colleges.  Researches  in 
child  development  and  adult  betterment  are  going 
on  in  the  laboratories.  Health  is  taught,  how- 
soever imperfectly,  in  public  and  private  schools. 


Health  agencies,  official  and  unofficial,  have  mul- 
tiplied everywhere.  Public  health  nurses,  in  still 
inadequate  numbers,  but  of  growing  prepared- 
ness for  service,  are  found  in  many  fields  of  ac- 
tivity— employed  by  our  public  health  divisions, 
by  boards  of  education,  by  State  and  County 
governments,  by  educational  and  welfare  insti- 
tutions, by  hospitals,  sanatoria,  and  rest  homes, 
by  dispensaries  and  clinics,  by  infant  welfare 
and  visiting  nurse  associations,  in  doctors’  offices, 
and  in  summer  camps.  They  are  carrying 
health  information  from  the  schools  to  the  homes 
of  the  people. 

With  it  all  great  health  organizations  have 
grown  up.  They  may  be  counted  by  the  score. 
Within  a few  weeks,  September  30th  to  Octo- 
ber 5th,  the  American  Public  Health  Association, 
the  American  Child  Health  Association,  the  In- 
ternational Society  of  Medical  Health  Officers, 
the  American  Association  of  School  Physicians, 
the  American  Social  Hygiene  Association,  the 
Conference  of  State  Sanitary  Engineers,  the 
Conference  of  Laboratory  Directors,  the  State 
Sanitary  Conference,  the  Minnesota  Public 
Health  Association,  the  State  Organization  for 
Public  Health  Nursing,  and  the  Association  of 
Women  in  Public  Health  will  gather  in  the  Min- 
neapolis Municipal  Auditorium.  At  the  same 
time,  the  Third  Northwest  Conference  for  Child 
Health  and  Parent  Education  will  be  held. 

With  it  all,  again,  an  Educational  Health  Ex- 
hibit, one  of  the  first  of  its  kind,  will  be  pre- 
sented for  the  benefit  of  the  people  at  large.  It 
will  be  an  object  lesson  in  health. 

The  remarkable  thing  about  it  is  that  health, 
like  education,  is  being  offered  freely  to  every- 
bodv.  True,  the  members  of  these  health  asso- 
ciations pav  their  annual  dues.  The  Conference 
visitors  will  register  under  a minimal  fee  as  a 
means  of  controlling  attendance.  And  under 
this  simple  system  of  registration,  leaders,  teach- 
ers and  executive  officers  will  offer  free  instruc- 
tion ; the  doors  to  all  health  programs  will  be 
thrown  wide,  the  exhibits  will  be  open,  under 
free  ticket  regulation,  to  the  interested  public. 

It  is  a wonderful  health  opportunity  that  lies 
before  the  people  of  the  City  and  the  State.  It 
should  be  eagerly  sought  after.  Its  influence 
should  extend  to  communities,  far  and  near — an 
impetus  to  healthful  living,  to  the  cultivation  of 
the  thing  we  call  “positive  health.” 

THE  NEW  LITERATURE 

A small  book  has  been  published  bv  Saunders 
entitled  “Neurological  Examination”  by  Dr 
Charles  A.  McKendree,  associate  in  the  Depart- 
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ment  of  Neurology,  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York,  and 
it  has,  what  we  consider  equally  important,  a 
preface  by  Dr.  Henry  Alsop  Riley,  also  of  the 
Department  of  Neurology  at  Columbia  Univer- 
sity and  also  Secretary  of  the  American  Neuro- 
logical Association. 

We  have  decided  that  we  can  do  no  better  in 
the  way  of  an  editorial  than  to  pick  out  what 
we  consider  of  value  to  the  general  practitioner 
from  this  book. 

Dr.  Riley  says : “The  prime  essential  for  the 
successful  practitioner  is  the  possession  of  a 
proper  attitude  and  approach  towards  the  exam- 
ination of  those  who  suffer  from  diseases  of  the 
nervous  system.  Without  the  proper  method 
and  tools  of  investigation  one  can  not  hope  to 
attain  correct  and  satisfactory  results.  Each 
system  must  be,  so  far  as  it  makes  itself  ac- 
cessible to  analysis,  approached  as  independent 
of  other  mechanisms  going  on  coincidentally  in 
the  normal  function  of  our  psychic  and  somatic 
organization.  This,  patently,  in  the  ultimate  anal- 
ysis is  impossible,  for  so  intimate  has  become  the 
integration  of  the  various  nervous  functions  that 
any  injury  to  one  system  affects  the  performance 
of  the  entire  machine.  Distinegration  and  its 
results  do  not  remain  confined  to  the  single  com- 
plex of  neuroses,  but  profoundly  influence  the 
normal  functioning  of  all  other  units.  There- 
fore, to  one  who  assays  to  delve  into  the  intri- 
cacies of  nervous  symptomatology,  the  posses- 
sion of  a definite  method  of  examination  and  in- 
vestigation offers  the  greatest  hope  of  a correct 
solution  of  pathological  problems.  It  is  not 
what  we  do,  but  what  we  do  not  do,  that  so 
often  leads  to  mistakes  in  diagnosis  and  dis- 
asters in  therapy.  The  elimination  of  seemingly 
unnecessary  details  in  the  complete  investigation 
of  every  patient  may  nullify  the  results  of  hours 
of  painstaking  study.” 

This  taking  of  the  instructive  and  introduc- 
tory paragraph  of  a new  book  shows  that  the 
book  is  quite  right  and  that  the  fundamental 
principles  laid  down  by  Dr.  Riley  are  surely 
worth  a careful  consideration. 

Then,  in  a new  booklet  from  the  late  Dr. 
Thomas  W.  Salmon,  Professor  of  Psychiatry  in 
Columbia  University,  the  author  takes  up  the 
discussion  of  “Mind  and  Medicine,”  which  fol- 
lows very  closely  along  the  lines  of  the  book 
mentioned  before  and  emphasizes  more  clearly 
than  Dr.  McKendree  the  necessity  of  men  who 
are  trained  either  in  the  work  of  general  medi- 
cine or  mental  medicine  to  investigate  each  with 
the  same  degree  of  care  and  caution. 
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SOME  OTHER  VIEWS 

Dr.  Salmon  tells  us  in  his  work  that  no  man 
who  is  trained  in  general  medicine  is  always 
capable  of  practicing  mental  medicine,  that  in 
many  instances  his  success,  if  he  has  success — 
and  most  general  practitioners  have — is  due  to 
his  approach.  This  simply  means  again  that  it 
is  the  man  who  knows  how  and  who  has  the  nec- 
essary qualifications  to  approach  and  examine 
and  complete  the  work  in  diagnosis  in  mental 
medicine  that  is  successful. 

The  practice  of  medicine  is  at  loose  ends ; it 
has  not  gone  very  far.  The  general  practitioner 
who  comes  out  of  medical  schools  accepts  the 
responsibility  of  becoming  a general  practitioner, 
whether  qualified  in  medicine  or  mental  medi- 
cine or  not.  He  merges  the  two  as  being  defi- 
nite and  distinct,  but  forgets  sometimes  in  the 
merging  that  they  become  mixed  very  decidedly. 

Some  time  ago  in  Dr.  George  E.  Vincent's 
“Rockefeller  Foundation : a Review  for  192 2,” 
he  traces  in  a very  clear  and  forceful  paragraph 
the  growth  of  medicine  through  its  theological 
and  metaphysical  stages  into  its  scientific  stage.  In 
the  words  of  Dr.  Salmon,  “He  reminded  us  that 
to-dav  the  practitioner,  although  thoroughly  im- 
bued with  the  scientific  spirit  and  familiar, through 
first-hand  knowledge,  with  the  scientific  methods 
bv  which  the  information  that  he  uses  in  his 
dailv  work  has  been  acquired,  nevertheless,  still 
practices  an  art.  He  must  add  his  own  personal 
experiences  and  his  own  independent  observa- 
tions to  the  accumulated  knowledge  of  anatomy, 
physiology,  pharmacology,  biochemistry,  pathol- 
ogv,  and  bacteriology  to  which  he  has  fallen 
heir.  In  the  end  not  only  the  amount  of  prac- 
tical service  that  scientific  medicine  can  render 
but  the  extent  of  the  public  support  that  medical 
institutions  will  receive,  depend  upon  the  wis- 
dom, skill,  and  breadth  of  view  with  which  the 
individual  practitioner  practices  his  art."  Dr. 
Vincent  in  his  brief  summary  goes  on  to  say, 
“It  has  been  asserted  with  some  reason  that,  in 
its  preoccupation  with  the  diseases  of  the  body, 
scientific  medicine  has  too  much  neglected  the 
psychic  and  social  factors.  The  rapid  spread  of 
cults  which  invoke  various  forms  of  mental  sug- 
gestion, is  probably  due  in  some  measure  to  the 
failure  of  modern  medicine  to  induce  in  its 
scope  the  relations  of  mental  and  physical  states, 
to  study  these  in  a scientific  spirit,  and  to  utilize 
the  healing  powers  of  rationally  controlled  sug- 
gestion. Recent  progress  in  psychiatry,  the 
war-time  experiences  with  disorders  of  the  mind, 
the  rise  of  mental  hygiene,  the  increased  atten- 
tion being  given  these  subjects  in  medical  schools 


386 


THE  JOURNAL-LANCET 


and  at  professional  meetings  are  evidences  that 
the  mental  aspect  of  disease  is  being  recognized 
more  fully.”  Dr.  Vincent  voices  the  opinion  by 
many  evidences  that  scientific  medicine  has  too 
much  neglected  the  psychic  factors  in  disease. 
This  is  a sentence  that  ought  to  be  grasped  very 
thoroughly. 

Some  years  ago  the  writer  remembers  being 
called  to  see  a woman  who,  within  six  weeks 
time,  had  lost  both  her  husband  and  son,  and 
she  was  very  much  grieved  naturally,  and  this 
led  to  her  becoming  tremendously  depressed  and 
showed  all  the  symptoms  of  an  active  melan- 
cholia. On  seeing  the  patient  the  visitor  recog- 
nized in  the  anxiety  of  her  face  the  fear  that 
she  was  approaching  some  mental  disease.  He 
bruskly  asked  her  if  she  had  that  thought  in 
mind  and  she  weakly  said,  “I  don’t  know.” 
When  he  assured  her  with  equal  bruskness  that 
he  never  had  known  a red-headed  woman  to  go 
insane  she  promptly  straightened  up,  gathered 
her  supreme  forces  together  and  wanted  to  know 
if  that  was  the  truth,  and  he  very  gallantly  told 
her  it  was.  She  got  out  of  bed  that  afternoon 
and  steadily  recovered  from  her  depression. 
This  simply  means  that  the  observer  had  the 
faculty  of  recognizing  the  expression  of  face  as 
well  as  the  attitude  of  the  patient.  All  that  was 
needed  was  that  she  be  pulled  together  and  as- 
sured, whether  true  or  not,  that  a red-headed 
woman  would  not  go  crazy.  She  grasped  the 
incident  firmly,  later  married  another  man  and 
had  another  family. 

But  now  to  get  to  the  question  of  differentiat- 
ing and  associating  mind  and  medicine  together. 
The  writer  says  without  hesitation  that  the  two 
are  separate  and  distinct  conditions,  but  the  man 
who  recognizes  the  mental  attitude  doesn’t  care 
much  about  the  physical  state  because  as  a rule 
he  is  not  much  concerned.  The  mental  attitude 
would  be  the  same  under  all  reasonable  circum- 
stances while  the  physical  condition  is  quite  like- 
ly to  take  care  of  itself. 

Dr.  Salmon  expresses  the  hope  that  the  time 
may  come  when  all  medical  schools  will  in- 
struct their  students  in  the  art  and  care  of  ner- 
vous and  medical  cases  and  inform  them  as  to 
how  they  should  be  approached  or  how  they 
should  be  treated  because  all  the  medicine  you 
may  give  one  patient  with  a physical  disability 
will  have  no  effect  upon  ber  mind  when,  as  in 
some  instances,  a mental  condition  may  be  en- 
tirely cured  by  a few  careful  suggestions.  Dr. 
Salmon  has  determined  that  the  New  York  State 
Medical  Society  was  responsible  for  the  first 
state  hospital  for  the  insane,  the  first  colony  for 


chronic  mental  patients  and  the  first  institution 
for  the  feebleminded  in  the  state.  In  Connecti- 
cut the  first  institution  for  the  insane  was  ac- 
tually started  with  a substantial  contribution 
from  the  State  Medical  Society,  for  which  mem- 
bers taxed  themselves  out  of  their  hard-earned 
and  meagre  incomes.  The  parting  of  the  ways 
was  coincident  with  the  birth  of  modern  scien- 
tific medicine. 

“When  new  methods  of  examining  diseased 
organs  first  engrossed  the  attention  of  practition- 
ers and  investigators,  these  methods  were  ap- 
plied just  as  eagerly  to  mental  disorders  as  they 
were  in  an  effort  to  learn  the  real  nature  of  ne- 
phritis, arterial  diseases  or  the  acute  infections. 
The  nature  of  general  paresis,  one  of  the  most 
prevalent  and  formidable  of  mental  diseases,  for 
instance,  was  clearly  seen. 

“The  division  of  man  into  his  organs  for  the 
new  kind  of  study  made  possible  by  histopathol- 
ogv  rendered  it  more  difficult,  rather  than  easier, 
to  understand  reactions  that  involved  his  total 
personality.  Without  such  a concept  the  part 
played  by  mind  must  remain  in  the  realm  of  meta- 
physics. The  development  of  hospitals  was  nat- 
urally in  the  direction  of  general  medical  in- 
terests and  so,  to  the  bitter  disappointment  of 
those  working  in  the  field  of  mental  diseases,  the 
renaissance  of  medicine,  glorious  at  is  was  and 
much  as  it  meant  to  suffering  humanity,  ushered 
in  a period  of  isolation  and  neglect  for  the  in- 
sane and  their  problems  that  is  ending  only  in 
our  own  time.”  This  from  “Mind  and  Medi- 
cine” by  Dr.  Salmon. 

Dr.  Salmon  further  states  that  another  reason 
for  the  present  attitude  of  medicine  toward  mind 
is  the  rapid  decline  of  scientific  interest  in  func- 
tion not  related  to  structure  in  ways  capable  of 
being  clearly  understood  and  definitely  stated. 
“If  medicine  had  continued  to  regard  function 
with  its  former  interest  and  respect  or  with  a 
tiny  part  of  the  interest  and  respect  with  which 
it  came  to  regard  organs,  no  such  parallelism  as 
that  which  has  been  described  would  exist  to- 
day. It  is  here  that  the  gulf  between  mental 
medicine  and  general  medicine  is  widest,  and  it 
is  in  the  practical  management  of  functional  dis- 
orders, as  well  as  in  their  scientific  interpreta- 
tion, that  the  psychiatrist  finds  himself  most 
widely  separated  from  his  colleagues.  A patient 
comes  to  us  with  a morbid  fear.  That  fear,  for 
all  practical  purposes,  is  the  most  important 
thing  in  his  life.  It  profoundly  affects  all  his 
relations — physiological,  family  and  social.” 
Those  of  us  who  have  seen  some  of  these  cases 
can  appreciate  the  importance  of  that  fear. 
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Those  of  us  who  have  read  the  book  “Tear”  by 
Dr.  Oliver  and  published  at  Johns  Hopkins  Uni- 
versity can  more  fully  appreciate  the  situation. 
The  later  book,  “Victim  and  Victor,”  written  by 
the  same  author,  shows  how  absorbing  is  the  part 
fear  and  its  adhering  incidentals  plays  in  the 
supposed  physical  but  really  mental  life  of  the 
patient.  It  shows  further  that  fear  itself  or  the 
dangers  that  accompany  it  can  be  effectively  and 
permanently  removed. 

The  whole  unproductive  controversy  over 
what  is  “mental”  and  what  is  “physical”  in 
normal  and  abnormal  functions  is  ending.  In  its 
place  is  coming  a gradual  clearer  insight  into 
the  human  body  and  its  mental  attitude  as  well 
as  the  physical  deformities  which  are  the  less 
important.  For  instance,  in  the  late  war  in  one 
army  where  “war  neuroses”  were  dealt  with  until 
it  was  too  late  to  change,  in  accordance  with  an 
erroneous  physiological  theory  that  ignored  psy- 
chological factors,  the  practical  results  seriously 
threatened  man-power  and  morale.  In  another 
army,  where  methods  of  treatment  and  preven- 
tion were  based  upon  psychological  facts,  strik- 
ing success  was  achieved. 


NEWS  ITEMS 


Ten  physicians  were  given  licenses  to  practice 
in  North  Dakota  last  month. 

A new  hospital  building,  to  cost  $10,000,  has 
been  begun  at  Noonan,  N.  D. 

Dr.  A.  E.  Smith,  of  Minneapolis,  has  gone  to 
Europe  for  a couple  of  months  to  visit  the  clinics. 

It  is  said  that  Jamestown,  N.  D.,  is  to  have 
a new  detention  hospital,  which  will  cost  $10,000. 

Dr.  H.  N.  Klein,  of  St.  Paul,  has  returned 
from  Vienna,  where  he  went  to  visit  the  Clinics. 

Dr.  A.  B.  Stewart,  of  Owatonna,  Minn.,  was 
elected  county  physician  of  Steele  County,  last 
month. 

Dr.  Angus  Morrison  and  family,  of  Minne- 
apolis, are  home  from  a four)  months  trip  to 
Europe. 

Dr.  H.  E.  Wunder,  of  Shakopee,  and  Miss 
Cordelia  Pond,  of  the  same  place,  were  married 
last  week. 

Dr.  J.  L.  Waldner,  of  Parkston,  S.  D.,  who  is 
doing  postgraduate  work  in  Vienna,  is  expected 
back  the  first  of  September. 


Dr.  C.  O.  Robinson,  formerly  of  the  Quain 
and  Ramstad  Clinic  of  Bismarck,  N.  D.,  died 
last  month  in  Minneapolis.  Dr.  Robinson  died 
at  the  age  of  43. 

Dr.  Hugh  J.  Patton,  who  at  one  time  prac- 
ticed in  Winner,  S.  D.,  died  in  Missouri  last 
month  at  the  age  of  63.  He  w'as  a graduate  of 
Bellevue,  class  of  ’92. 

Dr.  Geo.  T.  Schimelfenig,  a recent  graduate 
of  the  Medical  School  of  the  University  of  Min- 
nesota, has  become  associated  with  Dr.  M.  B. 
Hebeisen,  of  Chaska,  Minn. 

Dr.  Adolph  Meyer,  Professor  of  Prychiatry  in 
Johns  Hopkins,  passed  through  Minneapolis  last 
week  and  was  entertained  at  luncheon  by  a num- 
ber of  physicians  of  the  city. 

Dr.  M.  G.  Brown,  a graduate  of  the  Medical 
School  of  the  L niversity  of  Minnesota  and  spe- 
cialist in  obstetrics  and  diseases  of  children,  has 
joined  the  Brainerd  (Minn.)  Clinic. 

Dr.  E.  E.  Engel,  of  Winona,  a recent  gradu- 
ate of  the  Medical  School  of  the  University  of 
Minnesota,  is  planning  to  practice  with  his  broth- 
er, Dr.  C.  P.  Engel,  at  Colton,  Calif. 

Dr.  Donald  W.  deCarle,  a recent  graduate  of 
the  L niversity  of  Minnesota  Medical  School  and 
a student  in  the  Mayo  Clinic,  was  married  last 
month  to  Miss  Florence  E.  Watkins,  of  Winona. 

Dr.  George  Schatz,  who  graduated  from  the 
pre-medical  school  of  the  University  of  North 
Dakota  and  completed  his  medical  course  at  the 
Medical  School  of  the  University  of  Illinois,  has 
located  for  practice  in  Linton,  N.  D. 

Dr.  B.  A.  Dyar,  of  De  Smet,  S.  D.,  was  elected 
Superintendent  of  the  Kingsburg  County  (S.  D.) 
Board  of  Commissioners  last  month  to  succeed 
Dr.  A.  E.  Bostrom,  who  became  a member  of 
the  State  Board  of  Health  in  control  of  con- 
tagious diseases. 

The  new  community  hospital  at  Moose  Lake, 
Minn.,  will  be  ready  for  occupancy  soon  after 
September  1.  The  principal  physicians  inter- 
ested in  the  hospital  are  Dr.  Thomas  Moe, 
Moose  Lake ; Dr.  W.  E.  Ehmke,  Willow  River ; 
and  Dr.  C.  M.  Blakely,  Barnum. 

The  tentative  program  of  the  international 
meeting  of  the  Interstate  Postgraduate  Medical 
Association  of  North  America,  to  be  held  in  De- 
troit, Mich.,  on  October  21-24,  is  ready  for  dis- 
tribution, and  may  be  had  upon  application  to 
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the  Secretary,  Dr.  W.  B.  Peck,  Freeport,  111. 

Dr.  John  G.  Lamont  has  resigned  as  superin- 
tendent of  the  North  Dakota  State  Tuberculosis 
Sanatorium  to  become  Associate  Medical  Direc- 
tor of  the  St.  Louis  County  Sanatorium,  which 
is  near  Duluth.  He  is  succeeded  at  San  Haven 
(N.  D.)  by  Dr.  Charles  MacLachlan,  of  New 
Rockford,  who  also  succeeds  him  as  secretary  of 
North  Dakota  State  Medical  Association.  We 
comment  on  these  changes  in  our  editorial  pages. 

Drs.  O.  A.  Olson  and  Arthur  W.  Hoaglund. 
of  Minneapolis,  and  Dr.  Joseph  J.  Stratte,  of 
Hallock,  Minn.,  who  were  the  only  Northwestern 
medical  men  on  the  European  tour  of  the  Inter- 
state Postgraduate  Medical  Association,  have  re- 
turned. Dr.  A.  H.  Beard,  of  Minneapolis,  was 
with  the  party  through  Germany.  The  entire 
party  was  enthusiastic  in  their  praise  of  the 
whole  trip.  The  work  presented  in  Upsala  and 
Lund  and  in  some  Clinics  in  Germany  received 
very  high  praise. 

The  State  Health  Department  of  North  Da- 
kota has  moved  its  sixth  time  in  six  years,  each 
move  being  made  into  large  quarters.  The  pres- 
ent move  gives  the  Department  quarters  of  ample 
size  and  of  a character  befitting  its  work.  Dr. 
A.  A.  Whittemore,  the  Commissioner  of  Health ; 
Dr.  J.  D.  Jungman,  head  of  the  Bureau  of  Pre- 
ventable Diseases ; and  Dr.  A.  L.  Bavone,  the 
Sanitary  Engineer,  have  pleasant  and  spacious 
rooms.  Dr.  Maysil  Williams  has  been  granted  a 
scholarship  by  the  Rockefeller  Foundation  and 
will  spend  several  months  in  Harvard  in  the  study 
of  child  hygiene  research  work  and  in  visiting 
health  departments. 

The  Medical  Department  of  the  U.  S.  Army 
contemplates  offering  a course  of  instruction  in 
Rochester  for  medical  reserve  officers  in  con- 
nection with  The  Mayo  Foundation.  The  course 
will  begin  about  the  middle  of  October  and  last 
for  six  weeks.  It  is  designed  specially  for  re- 
serve officers  in  the  Mayo  Foundation.  The 
schedule  will  be  arranged  to  interfere  as  little 
as  possible  with  routine  clinical  duties.  Full 
credit  for  this  course  for  promotion  will  be  given 
by  the  Medical  Department.  In  order  that  the 
course  may  be  properly  planned,  it  is  necessary 
to  know  at  once  how  many  reserve  officers  may 
wish  to  take  the  course.  All  those  desiring  to 
do  so  will  please  communicate  at  once  with  the 
office  of  The  Mayo  Foundation. 

Eligible  physicians  who  are  not  members  of 
the  Reserve  Corps  may  also  send  in  their  names 


if  they  wish  to  apply  for  commissions  in  the 
Reserve  Corps. 


MEETING  OF  THE  NORTHERN  MINNESOTA 
MEDICAL  ASSOCIATION 
Birchmont,  Minn. 

Program 

September  2-3,  1929 

Monday,  September  2,  9:30  a.  m. -11:30  A.  M. 

Dr.  Alary  Ghostley,  International  Falls.  Eclampsia 
and  its  Mortality. 

Dr.  Ralph  E.  Weible,  Fargo,  N.  D.  Peptic  Ulcer. 
Dr.  F.  Whitmore,  St.  Paul.  Psychoanalytic  Prob- 
lems. 

Dr.  A.  AI.  Snell,  Rochester.  Some  Recent  Advance 
in  Endocrinology. 

Dr.  M.  G.  Gillespie,  Duluth.  A Study  of  Postoper- 
ative Hypothyroidism. 

Luncheon,  12:00  a.  m.-1  :30  p.  m. 

Dr.  N.  O.  Pearce,  Alinneapolis. 

Dr.  J.  T.  Christison.  St.  Paul. 

Pathological  Symposium.  Drs.  W.  A.  O’Brien,  Geo. 
E.  Fahr,  O.  H.  Wangensteen. 

Recess,  3:00  p.  m.-3:15  p.  m. 

Dr.  L.  L.  Browni  Crookston.  Immunity. 

Dr.  Hendrie  Grant,  St.  Paul.  Eye  Injuries. 

Dr.  W.  F.  Braasch.  General  Symptoms  Secondary 
to  Urinary  Retention. 

Dr.  S.  H.  Boyer.  Jaundice  Problems. 

Banquet  6:30  p.  m. 

Rev.  W.  C.  Sainsbury,  St.  Paul. 

Dr.  AI.  O.  Oppegaard,  Crookston. 

Tuesday,  September  3,  8:30  a.  m. -12:00  A.  m. 

Dr.  A.  L.  AlacDonald,  Duluth.  Diagnosis  and  Treat- 
ment of  Uterine  Bleeding. 

Dr.  Alax  Alberts,  St.  Paul.  Hyperthyroidism  in 
Children. 

Dr.  Greth  Gardiner,  St.  Paul.  Bronchial  and  Eso- 
phageal Foreign  Bodies. 

10:00  a.  m..  Business  Meeting 
Gastro-intestinal  Clinic — Dr.  C.  B.  Wright,  Alinne- 
apolis; Dr.  Leo  Rigler,  Alinneapolis. 

Diagnostic  Dialogue. 


For  Sale 

Fischer  diathermy — “LO”  Senior,  and  Finsen  heat 
lamp  for  sale  cheap.  Phone  Cherry  0303,  Alinne- 
apolis. 

Work  Wanted 

A young  surgical  assistant  wishes  to  assist  an 
active  surgeon  part  time  or  full  time.  Address  643, 
care  of  this  office. 

A Fine  Suite  of  Offices  for  Rent  in  Minneapolis 

On  Cedar  Avenue  at  Riverside — Fine  location  for  a 
physician  and  rent  low.  Inquire  of  the  Fourth 
Northwestern  National  Bank  at  above  address. 

Assistantship  Wanted 

Young  surgeon  wishes  to  join  an  active  practi- 
tioner or  a busy  internist,  or  to  associate  with  a 
busy  surgeon  or  clinic.  Address  644,  care  of  this 
office. 
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For  Sale — Creap 

A-l  complete  diathermy  outfit;  high  tension  ma- 
chine; also  auto-condensation  table;  therapeutic 
lamp.  Mrs.  L.  G.  Green,  915  3rd  Ave.  S.,  Minne- 
apolis, Tele.  Ge.  3060. 

Physician  Wanted  Immediately 

Protestant  physician  as  assistant  to  doctor  in 
modern  Wisconsin  village  near  Twin  Cities.  Good 
salary.  Address  841,  care  of  this  office,  giving  age, 
religion,  married  or  single,  school,  etc. 

Secretarial  Position  Wanted 

A thoroughly  competent  medical  secretary  desires 
a position.  Has  had  several  years’  experience  in 
a large  clinic  and  with  a well-known  physician.  Best 
of  references.  Address  635,  care  of  this  office. 

Position  Wanted  by  Young  Woman 

Who  has  had  a year’s  training  as  a nurse  in  St. 
Barnabas  Hospital.  Can  do  typewriting  and  book- 
keeping and  general  office  work.  Will  go  out  of 
city.  High-grade  references,  etc.  Address  636,  care 
of  this  office. 

Dietitian’s  Services  Offered 

Dietitian,  graduate  of  University  of  Minnesota, 
extensive  general  hospital  experience,  will  render 
individual  diet  calculation  service  to  diabetics  upon 
request  of  physicians.  Address  633,  care  of  this 
office  or  call  Tower  0194. 

McCaskey  Desk  for  Sale 

Two  hundred  open  accounts  above  covered  with 
roll  top.  One  thousand  accounts  in  drawers.  Ac- 
cessory filing  cabinet  four  drawers.  Complete  with 
fillers  and  index.  Light  golden  oak.  New.  Must 
sell.  One-half  price.  Address  637,  care  of  this  office. 

X-ray  Work  Wanted 

X-ray  technician  with  some  laboratory  experience 
and  several  years  of  typing  and  general  office  work 
would  like  position  to  start  September  1.  Past  ex- 
perience with  physicians  who  have  handled  indus- 
trial and  insurance  work.  Address  634,  care  of  this 
office. 


Physician  Wanted 

Wanted:  Physician,  graduate  of  Class  A School, 
to  assist  two  physicians  in  their  general  and  sur- 
gical practice,  also  X-ray  work.  We  have  two  hos- 
pitals, doing  work  in  both.  One  that  speaks  Ger- 
man and  Lutheran  preferred.  Address  632,  care 
of  this  paper. 

Hospital  for  Sale 

In  South  Dakota,  10-bed  private  hospital,  well 
equipped  operating  room  and  physiotherapy  depart- 
ment. Office  and  living  rooms  in  connection;  good 
farming  community.  Well  established  surgical  and 
general  practice.  Ill  health  only  reason  for  selling. 
Further  information  on  request.  Address  638,  care 
of  this  office. 

Wanted — Physician 

Successor  to  eye,  ear,  throat  and  nose  practice 
established  for  past  thirty-eight  years  in  a growing 
Minneosta  city  of  15,000. 

Possessor  about  to  retire  offers  an  attractive  op- 
portunity to  ambitious  qualified  practitioner.  Cor- 
respondence solicited.  Address  P.  O.  Box  55,  Man- 
kato, Minn. 

Hospital  in  Minnesota  for  Sale 

Modern  private  hospital  for  sale  in  thriving  town, 
large  territory,  prosperous  community,  do  a great 
deal  of  major  surgery.  Contains  a block  of  land  in 
heart  of  town.  Large  garage,  coal  shed,  granary  and 
fine  chicken  house,  fine  orchards  and  vineyards, 
woven  wire  fenced,  plenty  of  hedges.  Might  con- 
sider some  Minneapolis  city  income  property  as  part 
trade.  Address  631,  care  of  this  paper. 

Position  Wanted 

By  X-ray  technologist;  young  man,  with  medical 
school  background.  Has  handled  all  laboratory 
work  for  modern  general  hospital  including  routine, 
emergency,  plate  reading,  and  therapy.  Can  give 
first-rate  references  from  all  staff  and  trustees.  De- 
sires connection  of  responsibility  with  roentgenolo- 
gist, Minneapolis  preferred.  Address  645,  care  of 
this  office. 
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Name 

Abramson,  Milton Univ. 

Anderson,  Herman  Reynold Univ. 

Bergquist,  Ehrling  Lloyd Univ. 

Billings,  Ralph  Everett Univ. 

Brady,  John  Philip Univ. 

Brown,  Milton  G U.  of 

Bunker,  Paul  Gordon Univ. 

Burke,  Charles  Francis Univ. 

Burns,  Leo  Sylvester Univ. 

Corr,  William  Philip Rush, 

Decker,  John  G Univ. 

Drill,  Herman  Ernst Univ. 

Droegemueller,  Edmund  H -Rush, 

Dukelow,  Donald  Arms Univ. 

Duncan,  William  Univ. 


School  and  Date  of  Graduation 


Address 


of  Minn.,  M.B.,  1928,  M.D.,  1929  General  Hospital,  Minneapolis 

of  Minn.,  M.B.,  1929 — 1515  Charles  St.,  St.  Paul,  Minn. 

of  Minn.,  M.B.,  1929 .3236  Pillsbury  Ave.,  Minneapolis 

of  Minn.,  M.B.,  1928 University  Hospital,  Minneapolis 

of  Mich.,  M.D.,  1925 U.  S.  N.  Recr.  Sta.,  Fed.  Bldg.,  Mpls. 

Minn.,  M.B.,  1926;  M.D.,  1927 Brainerd  Clinic,  Brainerd,  Minn 

of  Minn.,  M.B.,  1928,  M.D.,  1929  Miller  Hospital,  St  Paul,  Minn. 

of  Wis.,  M.D.,  1927 Mayo  Clinic,  Rochester,  Minn. 

Graceville,  Minn. 

Mayo  Clinic,  Rochester,  Minn. 

...Hackensack  Hosp.,  Hackensack,  N.  J. 
...1400  Portland  Ave.  S.,  Minneapolis 
...603  1st  St.  S.  W.,  Rochester,  Minn. 

Chas.  T.  Miller  Hosp.,  St  Paul,  Minn. 

General  Hospital,  Minneapolis 


of  Minn.,  M.B.,  1929 

M.D.,  1924 

of  Minn.,  M.B.,  1929 

of  Minn.,  M.B.,  1928 

M.D.,  1928 

of  Minn.,  M.B.,  1929 

of  Minn.,  M.B.,  1928 
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Name  School  and  Date  of  Graduation  Address 

Dunnavan,  Floyd  Leighton Univ.  of  Minn.,  M.B.,  1928,  M.D.,  1929  4908  Sunnyside  Ave.,  Minneapolis 

Dysterheft,  Adolf  F Univ.  of  Minn.,  M.B.,  1929 Glencoe,  Minn. 

Erickson,  Eskil  Univ.  of  Minn.,  M.B.,  1929 603  Delaware  St.  S.  E.,  Minneapolis 

Fritsche,  Carl  J Northwestern,  M.B.,  1929 New  Ulm,  Minn. 

Gemmell,  John  Henry _..Univ.  of  Minn.,  M.B.,  and  M.D.,  1928_.Brainerd,  Minn. 

Gibbs,  Edward  Claude Univ.  of  Minn.,  M.B.,  1929 Miller  Hospital,  St.  Paul,  Minn. 

Giere,  Ellis  Karl _.Univ.  of  Minn.,  M.B.,  1929 329  LTnion  St.  S.  E.,  Minneapolis 

Goldenberg,  Julius  L Univ.  of  Minn.,  M.B.,  1929 913  Ashland  Ave.,  St.  Paul,  Minn. 

Goldman,  Theodore  Isaac Univ.  of  Minn.,  M.B.,  1928,  M.D.,  1929  1619  Plymouth  Ave.  N.,  Minneapolis 

Greene,  H.  Harvey _LTniv.  of  Minn.,  M.B.,  1929 137  Robertson  St.,  St.  Paul,  Minn. 

Hanson,  Ernest  Oliver _Univ.  of  Minn.,  M.B.,  1929 Franklin,  Minn. 

Hauge,  Malvin  I Univ.  of  Minn.,  M.B.,  1929 2504  11th  Ave.  S.,  Minneapolis 

Hilleboe,  Herman  E _Univ.  of  Minn.,  M.B.,  1929 Swanville,  Minn. 

Horwitz,  Solomon1  Edward Univ.  of  Minn.,  M.B.,  1928 1201  Humboldt  N.,  Minneapolis 

Johnson,  Richard  Melvin LTniv.  of  Minn.,  M.B.,  1928,  M.D.,  1929  2909  Franklin  Terrace,  Minneapolis 

Johnson,  William  E Univ.  of  Minn.,  M.B.,  1928,  M.D.,  1929  3718  Bryant  Ave.  S.,  Minneapolis 

Jorgenson,  Harvey  Leslie LTniv.  of  Minn.,  M.B.,  1929 901  E.  River  Road,  Minneapolis 

Keith,  Haddow  M _LTniv.  of  Toronto,  M.B.,  1924 _607  14th  Ave.  S.  W.,  Rochester,  Minn. 

Larson,  Lester  Eugene _Univ.  of  Minn.,  M.B.,  1929 901  E.  River  Road,  Minneapolis 

Lufkin,  Charles  Dexter Univ.  of  Minn.,  M.B.,  1928,  M.D.,  1929  617  Goodrich  Ave.,  St.  Paul,  Minn. 

McCarthy,  Joseph  Justin St.  Louis  U.  Sch.  of  Med.,  M.D.,  1928...2059  Randolph  St.,  St.  Paul,  Minn. 

Mattson,  C.  Henning _Univ.  of  Minn.,  M.B.,  1929 __.884  Charles  St.,  St.  Paul,  Minn. 

Meade,  John  R Univ.  of  Minn.,  M.B.,  1929 1049  Goodrich  Ave.,  St.  Paul,  Minn. 

Meyer,  Alvin  John _Univ.  of  Minn.,  M.B.,  1929 901  E.  River  Road,  Minneapolis 

Michel,  Henry  H LTniv.  of  Minn.,  M.B.,  1929 2303  30th  Ave.  S.,  Minneapolis 

Miller,  Samuel  _ Univ.  of  Minn.,  M.B.,  1928,  M.D.,  1929  Medina,  N.  D. 

Mueller,  Selma  Christine _Univ.  of  Mich.,  M.D.,  1927 Mayo  Clinic,  Rochester,  Minn. 

Nehring,  Jesse  Potter _.Univ.  of  Minn.,  M.B.,  1929 954  27th  Ave.  N.  E.,  Minneapolis 

Nordman,  Willard  Fred Univ.  of  Minn.,  M.B.,  1929 901  E.  River  Road,  Minneapolis 

Paradis,  William  G __ U.  of  Minn.,  M.B.,  1925;  M.D.,  1926 Sunnyrest  San.,  Crookston,  Minn. 

Peck,  Llewellyn  R Univ.  of  Minn.,  M.B.,  1929 .Hastings,  Minn. 

Pennington,  Reuben  LTniv.  of  Minn.,  M.B.,  1929 2831  Park  Ave.,  Minneapolis 

Peterson,  Nordahl  Univ.  of  Minn.,  M.B.,  1928 Swedish  Hospital,  Minn. 

Peterson,  Walter  Lee _ _.Univ.  of  Minn.,  M.B.,  1929 3454  Penn  Ave.  N.,  Minneapolis 

Quilling,  Phillip  A Univ.  of  Minn.,  M.B.,  1929 4505  Grimes  Ave.  S.,  Minneapolis 

Rudie,  Clifford  N Univ.  of  Louisville,  M.D.,  1928 ,._Mazeppa,  Minn. 

Seifert,  Milton  H .... Univ.  of  Minn.,  M.B.,  1929 Northern  Pacific  Hospital,  St.  Paul 

Sherwood,  J.  Vincent „ _Univ.  of  Minn.,  M.B.,  1928,  M.D.,  1929  2117  Laurel  Ave.,  Minneapolis 

Skjold,  Arthur  C Univ.  of  Minn.,  M.B.,  1929 2523  Irving  Ave.  N.,  Minneapolis 

Slocumb,  Charles  Henry Univ.  of  Minn.,  M.  B.,  1928 Plainview,  Minn. 

Smisek,  Frank  M Univ.  of  Minn.,  M.B.,  1928,  M.D.,  1929  1516  6th  St.  S.  E.,  Minneapolis 

Sorenson,  Raymond  Northwestern,  M.D.,  1929 Stillwater,  Minn. 

Spano,  Joseph  Paul Univ.  of  Minn.,  M.B.,  1929 647  Buchanan  St.  N.  E.,  Minneapolis 

Thompson,  Robert  C LTniv.  of  Minn.,  M . B . , 1929 Gorges  Hosp.,  Panama,  Canal  Zone 

Thoreson,  Merle  O LTniv.  of  Minn.,  M.B.,  1929 Ancker  Hospital,  St.  Paul,  Minn. 

Tracy,  Edward  Joseph Univ.  of  Minn.,  M.B.,  1929 Fitzsimons  Gen.  Hosp.,  Denver,  Colo. 

Trombley,  Robert  A Univ.  of  Minn.,  M.B.,  1929 St.  Luke’s  Hospital,  Duluth,  Minn. 

Williams,  Marland  Reinhold Univ.  of  Minn.,  M.B.,  1929 Methesda  Hospital,  St.  Paul,  Minn. 

Wilson,  James  Valentine Marquette,  M.D.,  1929 _.348  N.  Prior  Ave.,  St.  Paul,  Minn. 
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THE  MODERN  CONCEPTION  OF  THE  USE  AND  VALUE  OF  COD  LIVER 
OIL  AND  ULTRAVIOLET  RAY  THERAPY  IN  THE 
CARE  OF  CHILDREN* 

By  N.  O.  Pearce,  M.D. 

Assistant  Professor  of  Pediatrics,  Medical  School  of  the  University  of  Minnesota 
MINNEAPOLIS,  MINNESOTA 


Part  I 

In  choosing  this  subject  for  my  paper,  I did 
so,  not  because  of  a paucity  of  other  papers  on 
the  subject,  as  the  literature  of  the  past  three 
or  four  years  fairly  bristles  with  contributions 
on  ultraviolet  ray  and  cod  liver  oil  therapy. 
The  fact  that  there  must  undoubtedly  be  con- 
fusion in  the  minds  of  a great  many  of  us, 
owing  to  this  veritable  deluge  on  the  subject, 
has  led  me  to  believe  that  it  would  be  worth 
while  to  sift  out  and  discuss  those  pertinent 
facts  which  may  have  practical  clinical  appli- 
cation. On  confining  the  scope  of  this  study 
to  infants  and  children,  many  things  of  inter- 
est and  value  in  the  treatment  of  adults  may 
have  been  omitted. 

There  may  have  arisen  in  your  minds  some 
question  of  the  reason  for  linking  up  the  sub- 
ject of  cod  liver  oil  and  ultraviolet  ray  therapy. 
However,  these  two  very  valuable  agents  have 
much  in  common  and  probably,  in  their  most 
important  therapeutic  functions,  act  very  much 
the  same.  They  are  both  sovereign  remedies 
| and  are  specific  in  the  treatment  of  rickets  and 
allied  diseases,  and  play  an  important  role  in 
the  health  and  general  welfare  of  children.  They 

*Prpspnted  at  the  Forty-eigrht  Annual  Session  of  the 
South  Dakota  State  Medical  Association,  held  at  Mitchell, 
S.  D.,  May  7-9,  1929. 


are,  likewise,  among  the  oldest  remedies  that 
have  survived  in  history. 

The  sun  was  worshiped  by  an  ancient  civiliza- 
tion because  of  its  supposed  power  to  drive 
. away  sickness  and  expel  disease.  Herodotus, 
431  b.  c.,  mentions  the  sun  bath  and  recom- 
mends it  for  restoring  muscular  tone.  During 
the  Roman  Era  a solarium  on  the  roof  was  con- 
sidered a necessity  of  almost  every  Roman  home 
and  ever  since  that  time  the  use  of  sunlight  has 
played  a notable  part  in  therapeutics. 

As  long  as  1800  years  ago  Pliney  mentioned 
the  value  of  fish  oil  in  the  treatment  of  disease, 
and  the  Norwegian  and  Iceland  fishing  folk- 
have,  from  time  immemorial,  considered  cod 
liver  oil  as  a sovereign  remedy  against  many 
diseases  and  cod  livers  a great  delicacy.  As 
early  as  930  mention  is  made  in  Egils  Saga  of 
the  cod  fishing  off  the  coast  of  Norway,  thus 
we  know  that  for  two  thousand  years  codfish 
have  been  coming  during  March  and  April  to 
the  spawning  grounds  of  the  Norwegian  shores. 
A codfish  becomes  sexually  mature  in  its  sixth 
or  seventh  year  and  has  been  known  to  reach 
the  age  of  twenty  years. 

Our  present  conception  of  the  value  of  cod 
liver  oil  and  ulti-aviolet  ray  in  preventing  or 
combating  disease  is  so  intimately  and  almost 
wholly  associated  with  certain  vitamins  essen- 
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tial  to  health  and  growth  and  maturity  that  it 
would  be  wise  to,  at  this  time,  briefly  review 
our  understanding  of  vitamins,  their  sources, 
their  function  and  results  of  a deficiency  in 
them. 

Vitamin  A is  essential  to  growth.  It  is  fat 
soluble  and  prevalent  in  milk,  butter,  egg  yolk, 
and  cod  liver  oil.  To  a lesser  extent  it  is  found 
in  beef  fat  and  leafy  vegetables  but  not  at  all 
in  vegetable  oils.  Animals  may  store  this  vita- 
min in  relatively  large  amounts  and  especially 
in  the  liver,  but  do  not  seem  to  have  the  ability 
to  manufacture.  This  vitamin  is  fairly  resistanr 
to  heat  but  is  destroyed  by  long  cooking.  Vita- 
min A deficiency  results  in  retarded  growth 
and  increased  susceptibility  to  infection,  this 
being  especially  evidenced  by  the  xerophthalmia 
readily  produced  in  experimental  animals  when 
it  is  eliminated  from  the  diet. 

Vitamin  B is  also  related  to  growth  and  acts 
as  a stimulant  to  metabolism.  It  is  found  abun- 
dantly in  egg  yolk,  milk,  leafy  green  vegetables, 
yeast  and  whole  grains,  but  because  it  is  water 
soluble  a large  part  of  it  is  lost  in  boiling  vege- 
tables, and  it  is  also  destroyed  bv  the  prolonged 
cooking  in  canning  them.  A deficiency  of 
vitamin  B produces  polyneuritis  in  fowls  and 
beriberi  in  man. 

Vitamin  C is  said  to  be  essential  to  the  de- 
velopment of  the  teeth.  It  is  found  chiefly  in 
the  juice  of  limes,  lemons,  and  oranges,  in  car- 
rots, lettuce,  spinach,  apples,  and  berries,  and 
in  variable  amounts  in  milk  and  eggs.  It  is  very 
sensitive  to  beat  and,  except  in  the  case  of  to- 
matoes, is  destroyed  by  canning.  Powdered 
milk  prepared  by  the  spraying  process  retains 
an  appreciable  amount  of  the  vitamin.  A de- 
ficiency of  it  results  in  scurvy. 

Vitamin  D,  like  vitamin  A,  is  fat  soluble.  It 
is  very  abundant  in  cod  liver  oil  and  some  other 
fish  oils,  and  is  moderately  found  in  butter-fat 
and  cocoanut  oil,  but  not  in  vegetable  fats.  A 
deficiency  of  it  is  the  cause  of  rickets,  this  vita- 
min having  a very  stimulating  influence  on  bone 
metabolism.  Aside  from  that  which  is  found 
in  butter-fat,  it  does  not  occur  to  any  extent  in 
other  foods  of  civilized  man. 

Vitamin  E also  described  as  the  X factor  is 
concerned  principally  with  fertility  and  repro- 
duction and  is  found  abundantly  in  lettuce,  ce- 
reals, fresh  meats,  milk,  and  egg  yolk. 

Before  undertaking  further  discussion  of  the 
therapeutic  value  of  either  cod  liver  oil  or  ultra- 
violet ray,  I should  like  to  present  certain  in- 
teresting facts  which  serve  to  show  how  closely 
related  are  these  very  different  agents.  Rickets, 


for  example,  is  most  prevalent  in  the  temperate 
zones,  particularly  in  the  lowlands,  while  it  is 
rare  indeed  in  the  arctic  regions  and  in  the 
tropics  and  found  to  a lesser  degree  in  moun- 
tainous territory.  In  all  arctic  countries  fish 
products,  rich  in  vitamin  D,  are  an  essential  and 
inevitable  part  of  the  diet,  while  in  the  warm 
tropics  the  everlasting  sunshine  furnishes  the 
ultraviolet  ray  in  abundance.  Thus  we  have 
the  prevention  of  rickets  by  an  abundance  of 
vitamin  D in  the  food  supply  in  the  arctics ; the 
prevention  of  rickets  by  an  abundance  of  ultra- 
violet ray  in  the  tropics  and  on  the  high  moun- 
tains ; and  a prevalence  of  rickets  in  the  low 
temperate  zone  where  much  of  the  year  we  are 
deprived  of  the  essential  ultraviolet  ray  from 
the  sun,  and  consume  little  of  any  fish  products 
that  are  rich  in  vitamin  D. 

The  analogy  may  be  carried  still  further  in 
that  certain  low  grade  vegetable  and  animal  or- 
ganisms which,  during  certain  times  of  the  year, 
appear  in  great  quantities  at  the  surface  of  the 
ocean  and  are  subjected  to  the  intense  rays  of 
the  sun,  later  are  consumed  by  little  fish  fry, 
which  are  in  turn  consumed  by  larger  fish  which 
in  turn  become  the  food  of  the  cod  family  and 
thus  the  ultraviolet  ray  activated  vitamin  D in 
these  tiny  plants  and  animals  has  an  opportuni- 
ty to  be  stored  up  in  the  liver  of  the  codfish. 

Before  considering  the  specific  action,  the  va- 
rious theories  involved,  and  the  method  of  ad- 
ministration of  either  cod  liver  oil  or  ultraviolet 
ray,  it  would  seem  wise  to  briefly  enumerate 
some  of  the  conditions  in  which  these  remedies 
are  of  known  value.  The  most  important  of 
these  and,  as  stated  before,  the  one  in  which 
both  of  these  remedies  act  with  practically  spe- 
cific effect  is  that  of  rickets  and,  closely  related 
to  rickets,  that  other  calcium  deficiency  disease, 
spasmophilia  or  tetany.  Further,  they  are  both 
of  value  in  the  treatment  of  malnutrition  and 
probably  play  an  important  role  in  stimulating 
our  natural  resistance  to  disease.  They  are  both  i 
valuable  in  combating  certain  other  kinds  of 
childhood’s  deficiency  diseases,  such  as  external 
ocular  diseases  and  affections  of  the  ocular  ap- 
pendages, such  as  blepharitis  and  certain  forms 
of  conjunctivitis,  corneal  ulceration,  phlycte- 
nular keratitis,  and  dacryocystitis  and  of  some 
value  in  the  treatment  of  tuberculous  iritis.  In 
these  latter,  however,  it  is  believed  that  ultra- 
violet radiation  is  of  far  more  value  than  cod 
liver  oil. 

There  is  some  question  as  to  the  efficiency  of 
cod  liver  oil,  and  there  is  a definite  contra-indi- 
cation to  the  use  of  ultraviolet  therapy  in  the  l 
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treatment  of  pulmonary  tuberculosis.  On  the 
other  hand,  ultraviolet  ray  or  direct  sun  irradia- 
tion may  be  said  to  he  almost  specific  in  the 
treatment  of  joint,  bone  and  glandular  tuber- 
culosis. Much  has  been  said  of  the  value  of 
ultraviolet  therapy  in  the  treatment  of  certain 
skin  diseases,  and  it  is  probable  that  more  ex- 
perience and  better  methods  of  application  will 
prove  the  great  value  of  this  agent.  The  pene- 
tration of  the  shorter  ultraviolet  rays  is  said  to 
be  less  than  one  millimeter  of  epidermis.  There- 
fore, although  the  short  ultraviolet  rays  have  a 
definite  bactericidal  powTer,  with  this  very 
slight  penetration  it  must  be  of  some  effect  other 
than  direct  destruction  of  bacteria  in  the  skin 
which  brings  about  the  cure,  for  if  there  was 
one  tubercle  bacillus  superimposed  upon  an- 
other the  ray,  while  destroying  the  upper  one, 
would  not  penetrate  sufficiently  to  affect  the 
under  one.  In  general,  those  conditions  of  the 
skin  in  which  an  erythema  is  of  value  will  be 
benefited,  and  also  those  conditions  in  which  a 
desquamation  of  the  upper  epithelium  is  indi- 
cated, respond  to  ultraviolet  therapy.  It  seems 
to  have  some  beneficial  effect  in  impetigo  con- 
tageosa  and  is  sometimes  of  real  value  in 
furunculosis  and  pyodermia,  alopecia  areata,  and 
in  some  forms  of  chronic  eczema.  It  is  contra- 
indicated in  acute  eczema,  and  in  most  other 
cases  -where  there  is  acute  inflammation  present. 
It  is  contra-indicated  in  general,  in  diseases  of 
the  parenchymatous  organs,  such  as  acute  or 
chronic  nephritis,  or  diabetes.  It  might  well  be 
said  that  the  ultraviolet  therapy  should  not  be 
used  in  the  presence  of  fever,  arteriosclerosis, 
or  in  a decompensated  heart  condition.  Some 
nervous  patients  have  their  symptoms  much  ag- 
gravated by  the  use  of  ultraviolet  ray.  In  the 
writer’s  practice  this  has  occurred  not  infre- 
quently in  cases  of  malnutrition  and  rickets  as- 
sociated with  birth  palsies.  Aside  from  the 
treatment  of  rickets  and  tetany  we  have  ob- 
tained our  most  brilliant  results  with  ultravio- 
let ray  in  those  cases  where  children  are  suf- 
fering from  malnutrition,  poor  appetite,  and  fa- 
tigue associated  with  repeated  and  lasting  upper 
respiratory  infection,  especially  in  the  winter 
months.  Some  excellent  results  have  been  re- 
ported in  the  irradiation  of  patients  who  are  slow 
in  recovering  from  pertussis. 

Such  are  the  conditions  in  which  the  use  of 
either  one  or  both  of  these  remedies,  that  is, 
cod  liver  oil  or  ultraviolet  ray  is  indicated,  and 
it  is  when  we  come  to  the  point  of  choosing  the 
type  of  preparation  of  cod  liver  oil  to  administer 
and  the  dosage  to  be  prescribed  that  we  find 


such  a variety  of  types  and  each  with  its  own 
claim  as  the  best,  that  it  is  indeed  hard  to  choose 
wisely  and  well.  No  less  a problem  confronts  us 
in  the  ultraviolet  therapy  as  again  we  have  so 
many  types  of  exposure  possible  such  as  direct 
sunlight,  specially  prepared  window  glass,  fifty 
or  more  types  of  carbon  lamps,  and  several 
types  of  the  mercury  vapor  quartz  lamps.  As 
in  the  dosage  of  cod  liver  oil  the  dosage  of  ul- 
traviolet ray  exposure  is  difficult  to  determine, 
and  it  is  the  intention  of  this  paper  to  discuss 
briefly  the  theories  involved  and  the  merits  of 
the  agents  available,  and  for  this  purpose  we 
will  now  separate  our  study  into,  first,  that  of 
cod  liver  oil  therapy  and,  secondly,  that  of  ul- 
traviolet ray  therapy. 

Cod  liver  oil  has  been  used  for  many  hun- 
dreds of  years  as  a remedy,  but  its  real  thera- 
peutic properties  have  been  very  little  under- 
stood until  the  past  decade.  Until  comparative- 
ly recent  years  little  attempt  was  made  to  sep- 
arate the  oil  from  the  cod  livers  in  anything  but 
the  crudest  way,  the  favored  method  being  casu- 
ally to  throw  the  uncleaned  cod  livers  into  a 
barrel  and  allow  a process  of  putrefaction  of 
the  liver  cells  to  release  the  oil  which  was  later 
skimmed  from  the  surface  and  shipped  under 
a trade  name  of  “Cod  Oil” — it  was  a crude 
product  indeed.  It  was  dark  in  color,  vile  in 
odor,  and  repulsive  in  taste.  Its  therapeutic 
value  was  ascribed  to  the  fat  content  as  a 
source  of  energy  and  nutrition  and  to  the  phos- 
phorous and  a small  iodine  content.  In  later 
years  the  oil  was  separated  from  the  livers, 
which  were  in  many  cases  contaminated  and 
rotten  from  exposure,  by  placing  them  in  a 
kettle  and  heating  them  over  a slow  fire,  and 
in  some  instances  this  method  is  still  used.  Re- 
cently there  has  been  great  advance  in  the  meth- 
ods of  production  of  cod  liver  oil,  and  to-dav 
the  usual  procedure  is  a thorough  cleansing  of 
cod  livers  which  have  been  carefully  inspected 
and  are  absolutely  fresh,  and  the  oil  separated  in 
specially  designed  steam  kettles  or  separators, 
after  which  it  is  cooled  to  zero  in  brine-cooled 
presses,  at  which  temperature  the  stearine  in  the 
oil  becomes  solidified,  and  the  pale-yellow  oil 
is  squeezed  out  under  pressure.  This  oil  has 
a very  low  free  fatty  acid  content,  .075  per  cent, 
and  comparatively  little  taste  or  odor.  It  is 
interesting  to  note  that  the  phosphorus  and 
iodine  to  which  w’ere  formerly  ascribed  the  cura- 
tive properties  of  cod  liver  oil  are  practically 
all  removed  in  this  process,  and  modern  experi- 
mentation and  scientific  study  have  proven  be- 
yond reasonable  doubt  that  while  the  fats  of 
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cod  liver  oil  are  of  only  the  same  nutritive  value 
as  other  fats,  the  real  therapeutic  value  of  cod 
liver  oil  lies  in  the  vitamin  A and  vitamin  D 
content,  of  which  it  has  an  abundant  amount 
and  in  a larger  degree  of  concentration  than  any 
other  known  natural  product. 

There  is  great  variation  in  the  vitamin  A and 
vitamin  D content  of  various  cod  liver  oils, 
and  there  has  been  much  controversy  as  to  the 
relative  value  of  Norwegian  cod  liver  oil  or 
American  produced  cod  liver  oil.  American 
producers  claim  that  the  only  time  that  codfish 
are  obtainable  off  thej  coast  of  Norway  is  in 
March  and  April  at  which  time  the  fish  come  in 
to  spawn.  21,700,000  eggs  are  the  annual  pro- 
ductivity of  one  21-lb.  codfish,  and  it  is  said 
that  much  of  the  cod  liver  oil  vitamin  naturally 
stored  in  the  liver  has  at  this  time  been  depleted 
in  supplying  these  eggs,  and,  therefore,  the  Nor- 
wegian oil  cannot  be  as  potent  as  that  obtained 
on  American  shores  where  the  fishing  is  carried 
out  the  whole  year  round.  On  the  other  hand  the 
Norwegian  producers  point  out  that  the  handling 
of  the  cod  livers  during  the  cold  months  of 
March  and  April  greatly  lessens  the  danger  of 
destruction  of  the  livers  and  consequently  of 
the  quality  of  the  oil,  as  compared  with  the 
oil. produced  by  the  American  fisheries  during 
the  warm  summer  months.  LTidoubtedly  there 
is  much  oil  of  high  grade  produced  both  by  the 
Norwegian  and  the  American  fishers  and,  like- 
wise, much  in  both  places  that  is  of  decidedly 
inferior  quality.  There  have  been  many  ship- 
ments of  oil  from  Norway  which  have  not  passed 
the  LT.  S.  P.  color  test  or  vitamin  standard 
which  requires  only  50  units  of  vitamin  A to 
1 c.c.  of  oil,  while  most  good  oils  contain  at 
least  500  units  to  1 c.c.  In  both  countries  much 
oil  is  still  produced  by  small  fishermen  with 
crude  separating  plants.  This  oil  is  bought  bv 
oil  brokers,  and  one  shipment  may  contain  oil 
from  50  or  more  different  sources,  much  of 
which  would  necessarily  be  of  inferior  grade. 
It  is  no  longer  sufficient  simply  to  prescribe 
cod  liver  oil,  as  is  often  done,  for  in  the  modern 
drug-store  you  will  find  a great  variety  of  cod 
liver  oils,  ranging  in  cost  from  35c  to  $2.00  a 
pint,  and  much  of  which  has  seriously  deteri- 
orated, if  it  ever  was  of  good  quality.  Its  digesti- 
bility and  palatability  are  very  poor,  and  its  es- 
sential vitamin  content  probably  largely  de- 
stroyed. Great  credit  should  be  given  the  better 
pharmaceutical  houses  which  are  now  produc- 
ing, refining,  standardizing,  and  selling  a quality 
of  oil  that  was  never  before  available.  As  it  has 
been  found  that  cod  liver  oil  when  exposed  to 


light  and  air  oxidizes  rapidly,  much  of  the  oil 
is  now  shipped  in  tin-lined  barrels  with  car- 
bonic acid  or  nitrogen  gas  over  the  oil  to  pre- 
vent oxidation,  and  some  of  the  oils  on  the  re- 
tail market  are  put  up  in  their  original  containers 
under  such  gas.  ‘The  ease  with  which  cod  liver 
oil  becomes  deteriorated  speaks  for  the  neces- 
sity of  prescribing  it  in  the  original  package.  Af- 
ter it  is  once  opened  the  patient  should  be  care- 
fully instructed  as  to  the  importance  of  wiping  j 
from  the  neck  of  the  bottle  and  the  cork  all  oil 
which  might  become  rancid  and  contaminate 
that  in  the  bottle,  and  the  container  should  be 
kept  in  a cold,  dark  place. 

There  are  several  problems  presenting  them- 
selves in  the  administration  of  cod  liver  oil  and 
it  is  the  attempt  to  overcome  these  problems 
which  has  brought  out  the  large  variety  of  prep- 
arations from  which  we  now  have  to  make  a 
choice.  First,  is  that  of  palatability.  If  we 
choose  an  oil  in  the  form  of  an  emulsion  wTe  im- 
mediately reduce  our  vitamin  A and  D content 
to  one  half  or  one  third,  and  this,  of  course, 
holds  true  with  other  mixtures  containing  cod 
liver  oil.  No  great  success  has  yet  been  ob- 
tained in  disguising  the  odor  and  taste  of  cod 
liver  oil  by  flavoring  substances.  Many  of  these 
preparations,  while  very  palatable  when  first 
prepared,  deteriorate  rapidly  in  flavor  and  be- 
come quite  the  reverse  by  the  time  they  are 
ready  for  use. 

In  the  writer’s  experience  there  is  no  better 
disguise  for  the  taste  than  mixing  with  orange 
juice.  We  have,  also,  found  that  it  is  well 
taken  and  tolerated  when  given  in  lactic  acid 
milk  mixtures.  Attempts  have  been  made  at 
hydrogenizing  cod  liver  oil,  but,  because  of  the 
high  temperature  that  was  necessary  to  remove 
the  odor  and  change  the  fat,  it  was  found  the 
vitamins  were  destroyed.  Such  things  as  cod 
liver  oil  tablets,  etc.,  have  little  dependable 
therapeutic  value. 

In  considering  the  dosage  of  cod  liver  oil  we 
should  approach  the  matter  from  purely  the 
vitamin  A and  vitamin  D content,  as  these  are 
the  only  essential  constituents  of  cod  liver  oil 
which  are  not  obtainable  in  some  other  more 
palatable  form  of  fat.  Certain  standards  of 
vitamin  content  have  been  set  up  by  the  LT.  S.  P. 
These,  however,  are  comparatively  low,  the  U. 

S.  P.  vitamin  A content  requirement  being  only 
50  units  per  gram,  while  a good  quality  cod 
liver  oil  will  contain  at  least  500  units  per  gram. 

The  vitamin  D content  is  not  set  up  in  the  U. 

S.  P.,  but  a good  oil  contains  112  units  per 
gram  or  3,000  per  ounce.  The  unit  values  bf 
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these  oils  are  determined  by  certain  methods  of 
feeding  albino  rats.  In  the  case  of  vitamin  A 
the  rats  are  fed  on  a diet  free  from  this  vitamin. 
The  result  of  this  is  the  rat  soon  stops  growing, 
stands  still  in  weight  for  a short  period,  and 
then  begins  to  lose  weight  rapidly  and  develops 
ophthalmia.  After  seven  days  of  stationary  or 
loosing  weight  the  rats  are  fed  certain  quantities 
of  cod  liver  oil,  and  it  is  that  amount  of  cod 
liver  oil  given  daily  which  will  cause  a rat  to 
gain  10  to  20  grams  in  thirty-five  days  that  is 
considered  the  amount  of  one  rtTiit.  In  the  case 
of  vitamin  D,  a vitamin  D-free  diet  is  fed  until 
such  time  as  definite  X-ray  rickets  are  apparent 
in  the  long  bones.  Then  the  cod  liver  oil  to  be 
standardized  is  fed  to  these  rats  to  determine 
the  amount  necessary  to  bring  them  back  to 
normal  in  ten  days.  By  this  the  unit  values  are 
determined. 

It  is  of  interest  to  note  that  one  teaspoonful 
of  good  quality  cod  liver  oil  is  equal  in  vita- 
min A content  to  one  lb.  of  butter,  1 1 pts.  of 
milk,  or  9 eggs,  and  one  teaspoonful  of  cod 
liver  oil  is  equal  in  vitamin  D content  to  7/ 
eggs.  So,  therefore,  in  considering  the  dosage 
of  cod  liver  oil  it  is  important  to  know  its  vita- 
min A and  D contents,  the  A content  being  re- 
sponsible for  growth  and  increased  resistance  to 
disease  while  the  D content  is  almost  wholly  oc- 
cupied in'  promoting  the  rapid  absorption  and 
metabolism  of  calcium  and  phosphorus  in  the 
diet. 

Much  has  been  written  on  the  proper  dosage 
of  cod  liver  oil.  Eminent  authorities  have  stated 
that  as  low  as  4/10  of  1 c.c.  of  good  cod  liver 
oil  (over  a period  of  154  davs,  making  a total 
of  95  c.c.)  was  sufficient  to  prevent  rickets  in 
a new-born  child.  Three  teaspoonfuls  a day 
would  have  made  20  times  this  amount.  We 
have  evidence  that  prematures  need  much  larger 
amounts  of  cod  liver  oil  than  full-term  babies, 
and  in  many  of  these  it  is  impossible  to  give  suf- 
ficient cod  liver  oil  to  prevent  rickets.  There  is 
some  controversy  as  to  whether  the  cod  liver 
oil  dosage  should  be  increased  or  decreased  as 
the  child  grows  older  during  the  first  year. 
There  is  good  authority  for  the  statement  that 
every  child  born  in  the  temperate  zone  is  po- 
tentially a case  of  rickets,  and  this  is  many  more 
times  true  of  children  born  during  the  winter 
months  than  those  born  during  the  summer 
months,  the  incidence  of  X-ray  rickets  in  chil- 
dren born  in  the  former  season  running  as  high 
as  93  per  cent.  The  administration  of  cod  liver 
oil  to  the  mother  during  pregnancy  or  the  nurs- 
ing period  has  not  resulted  in  an  appreciable 
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prevention  of  rickets  in  the  baby,  and  rickets  are 
quite  as  prevalent  in  the  breast-fed  infant  as  in 
those  artificially  fed. 

From  the  writer’s  experience  it  would  be  dif- 
ficult indeed  to  set  either  a minimum  or  maxi- 
mum dosage  of  cod  liver  oil  necessary  to  pre- 
vent rickets  in  the  average  infant.  Certainly 
there  are  many  children  who  will  develop  rickets 
while  taking  liberal  quantities  of  cod  liver  oil, 
as  much  as  three  teaspoonfuls  daily.  There  are 
some  reports  in  the  literature  of  certain  pathol- 
ogy which  has  developed  from  overdoses  of  cod 
liver  oil,  particularly  a hypermineralization  and 
some  degeneration  in  the  heart  muscle.  How- 
ever, the  danger  of  over  dosage  with  the  normal 
cod  liver  oil  preparation  is  comparatively  slight 
because  it  is  rare  indeed  that  a child’s  stomach 
will  tolerate  beyond  a very  reasonable  amount. 
In  any  observation  on  the  effect  of  a certain 
dosage  of  cod  liver  oil  one  would  have  to  con- 
sider, first,  how'  much  of  the  oil  was  actually 
retained  by  the  child ; second,  how  much  was 
actually  absorbed  from  the  intestinal  tract ; and, 
third,  if  given  at  home,  how  much  of 
the  oil  was  actually  given ; and,  last,  but  per- 
haps most  important,  the  hereditary  disposition 
to  rickets  and  the  infant’s  environment.  Be- 
cause of  the  comparatively  large  dosage  of  cod 
liver  oil  necessary  and  the  large  number  of  chil- 
dren to  whom  it  is  very  hard  to  give,  efforts  have 
been  made  to  concentrate  its  value  so  that  a 
smaller  amount  might  be  sufficient.  One  of 
these  attempts  was  to  irradiate  the  oil  with  ultra- 
violet ray.  It  was  found  that  this  procedure 
destroyed  much  of  the  vitamin  A and  did  not 
especially  enhance  the  vitamin  D,  and,  therefore, 
rather  lessened  the  value  of  the  oil  than  increased 
it.  Efforts  at  concentration  have  been  repeated- 
ly made,  but  there  is  nothing  of  practical  value 
so  far  accomplished  in  this  direction.  However, 
considering  that  in  good  cod  liver  oil  there  is  an 
overabundance  of  vitamin  A and  that  there  is 
much  vitamin  A in  milk  and  other*  foods,  the 
only  reason  that  a large  dosage  of  cod  liver  oil 
is  desirable  is  to  obtain  the  sufficient  ingestion 
of  vitamin  D which  is  almost  totally  lacking  in 
mother’s  milk  and  other  foods,  with  the  excep- 
tion of  egg  yolk  and  there  only  in  small  amounts. 
Marked  progress  has  been  made  recently  in  this 
direction. 

It  was  discovered  that  vitamin  D substance 
is  closely  associated  with  cholesterol,  which  oc- 
curs in  considerable  quantity  in  ergot,  mush- 
rooms and  yeast,  is  found  in  abundance  in  hu- 
man fat  and  skin  and  is  also  found  in  most 
fats,  oils,  and  lipoids.  However,  these  sub- 
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stances  in  themselves  have  no  antirachitic  prop- 
erties. For  instance,  cholesterol  when  precipi- 
tated from  cod  liver  oil  does  not  remove  the 
antirachitic  properties  of  the  oil.  Further  studies 
show  that  a substance  known  as  ergosterol  is 
really  the  vitamin  D containing  matter.  Ergo- 
sterol is  closely  associated  with  cholesterol  and 
may  be  obtained  from  various  fungi,  yeast  being 
by  far  the  most  abundant  and  the  commercial 
source.  Ergosterol  in  its  normal  state  contains 
very  concentrated  amounts  of  inert  vitamin  D 
substance  and  after  separation  from  the  yeast  and 
irradiation  with  ultraviolet  ray,  it  becomes  high- 
ly potent  in  vitamin  D content,  and  thus  we 
have  available  a very  concentrated  vitamin  D 
product  for  therapeutic  purposes.  It  is  ordina- 
rily dissolved  in  some  inert  oil  to  a vitimin  D 
potency  of  about  100  times  normal  cod  liver 
oil,  thus  one  drop  of  this  1 per  cent  solution 
would  give  us  the  vitamin  D potency  of  about 
one  and  one-half  teaspoonfuls  of  cod  liver  oil. 
It  is  estimated  that  the  activated  ergosterol  itself 
to  the  amount  of  one  ounce  is  equal  in  potency 
to  the  amount  of  from  two  to  six  tons  of  cod 
liver  oil.  These  ergosterol  products  are  still  some- 


what unstable  and  dosage  not  determined  suf- 
ficiently to  use  them  without  some  reserve.  Lab- 
oratory experiments,  however,  have  shown  that 
it  took  ten  thousand  times  the  curative  dose  for 
rickets  to  kill  a laboratory  animal.  Certain  of 
the  pharmaceutical  houses  have  placed  on  the 
market  these  1 per  cent  solutions  of  activated 
ergosterol  under  various  trade  names,  the  one 
with  which  we  are  most  familiar  being  acterol, 
which  has  recently  been  withdrawn  because  of 
the  question  of^  its  instability  of  potency  and 
proper  dosage.  However,  with  no  other  remedy 
have  such  brilliant  results  ever  been  obtained 
in  the  rapid  laying  down  of  calcium  in  the  bone 
as  represented  in  the  cure  of  craniotabes  and 
rickets.  Other  chemical  houses'  have  fortified 
the  regular  cod  liver  oil  by  adding  a quantity 
of  this  1 per  cent  activated  ergosterol ; for  ex- 
ample, Upjohn’s  preparation,  super  D cod  liver 
oil  contains  per  ounce  15,000  units  vitamin  A, 
10,000  units  vitamin  D,  while  their  normal  cod 
liver  oil  contains  15,000  units  per  ounce  of 
vitamin  A and  only  2,000  units  of  vitamin  D. 

(To  be  continued) 


STONE  OF  THE  URINARY  BLADDER  WITH  REPORT  OF  CASE* 

By  D.  William  Matthaei,  M.D. 

FESSENDEN,  NORTH  DAKOTA 


Definition — A urinary  stone  or  calculus  is  a 
body  resembling  a stone  in  its  general  character- 
istics formed  of  urinary  salts  held  together  by  a 
viscid  organic  substance.  It  shows  a laminated 
structure,  visible  either  to  the  naked  eye  or  under 
the  microscope,  formed  by  the  gradual  accretion 
of  various  substances.  This  lamination  differ- 
entiates stone  from  gravel  which  is  composed  of 
crystals.  Stones  are  amorphous.  Stones  may  he 
deposited  anywhere  in  the  urinary  tract,  in  the 
kidney,  ureter,  bladder,  prostate,  urethra,  or  a 
diverticulum  or  fistula  connected  with  any  of 
these. 

Classification. — For  practical  purposes  stones 
are  usually  classified  as  to  their  predominant  sub- 
stance as  they  are  often  mixed.  They  are  (1) 
uric  acid,  (2)  urates,  (3)  calcium  oxalate,  (4) 
phosphates,  these  constituting  the  common  va- 
rieties. Also  (5)  cystin,  (6)  xanthin,  (7)  cal- 
cium carbonate,  and  (8)  calcium  phosphate. 

•Presented  at  the  Eighteenth  Annual  Meeting-  of  the 
Minneapolis,  St.  Paul,  and  Sault  Ste.  Marie  Railway  Surgical 
Association. 


All  of  these,  except  the  phosphatic  stones,  are 
primary,  and  are  formed  in  the  kidney,  in  acid 
urine,  without  inflammation,  due  to  some  un- 
known. or  at  least  little  understood,  constitutional 
condition.  They  become  bladder  stones  after 
passing  through  the  ureter.  After  remaining 
in  the  bladder  for  some  time  they  become  sec- 
ondary stones  by  the  accretion  of  phosphates  or 
rarely  ammonium  uriate. 

Nucleus. — All  stones  are  formed  about  a nu- 
cleus. This  may  be  anything  capable  of  assum- 
ing a solid  or  semisolid  mass  and  is  usually  in 
the  center  of  the  stone.  As  most  stones  are 
mixed,  classification  according  to  their  nucleus 
is  impracticable.  The  nucleus  may  be  a blood 
clot,  a clump  of  mucus  or  pus,  or  in  the  bladder 
one  of  the  primary  stones  or  a foreign  body. 

Prescription. — The  uric  stone  is  the  most  com- 
mon in  the  human  subject,  and  is  often  mixed 
with  other  salts.  It  is  fairly  hard  and  heavy, 
not  very  large,  if  laminated  of  a dark  reddish 
brown  color,  and  if  cut  and  polished  it  somewhat 


397 


THE  JOURNAL-LANCET 


resembles  an  agate.  The  amorphous  variety  is 
less  common,  lighter  in  color,  softer  and  gritty, 
and  composed  of  urates. 

The  calcium  oxalate  stone  is  usually  single, 
dark  brown  in  color,  and  tuberculated,  giving  it 
the  so-called  mulberry  form.  On  section  it  pre- 
sents wavy  layers  that  vary  greatly  in  color, 
due  to  being  mixed  with  urates  and  phosphates 
and  other  salts. 

The  phosphatic  stone  develops  in  alkaline 
urine  due  to  inflammation,  and  consists  of  am- 
monio-magnesium  or  triple  phosphate,  amor- 
phous calcium  phosphate,  tricalcic  phosphate, 
or  mixed  earthy  phosphates.  It  forms  around 
a nucleus  which  may  either  he  one  of  the  pri- 
mary stones,  a blood  clot,  mucus,  pus,  or  a for- 
eign body,  or  in  cases  of  paralysis  of  the  bladder, 
advanced  prostatic  disease,  stricture,  in  a diver- 
ticulum, or  when  a tumor  is  present.  The 
mixed  or  earthy  phosphate  calculus  is  also 
known  as  fusable  calculus  because  of  the  prop- 
erty of  melting  or  fusing  when  heated. 

Etiology, — The  causes  of  primary  stone-for- 
mation are  very  obscure.  Secondary  stones  are 
due  to  the  resultant  inflammation  and  alkaline 
fermentation  from  the  irritation  caused  bv  the 
primary  stone,  urinary  obstruction,  or  a foreign 
body.  They  are  frequent  in  advanced  life. 

1.  Age. — No  age  is  exempt,  but  they  are  most- 
ly found  in  the  extremes  of  life, — the  first  two 
and  the  fifth  decades. 

2.  Sex. — Twenty  times  as  frequent  in  the  male 
as  in  the  female,  ten  men  dying  to  one  woman. 
This  is  accounted  for  by  the  difference  in  habits 
of  men  and  women  and  by  the  difference  in  the 
structure  of  their  urethrae,  that  in  the  female  be- 
ing shorter  and  of  larger  diameter  and  more  dilat- 
able, thus  facilitating  the  passage  of  primary 
stones,  and  due  to  the  fact  that  obstruction,  en- 
larged prostate,  and  stricture,  is  much  more  fre- 
quent in  the  male. 

3.  Race. — 'The  negro  is  almost  exempt,  and 
stone  is  most  frequent  in  the  East  Indian,  but 
here  also  enters  the  question  of 

4.  Geographic  distribution. — Here  again  India 
heads  the  list  with  Egypt  and  North  America 
low  down  the  list.  Statistics  give  Scotland  one 
death  to  fifty  thousand;  England,  one  to 
100,000;  and  Ireland  one  to  200,000  population 
per  annum.  But  in  certain  parts  of  India  cal- 
culus is  rare,  and  in  others  it  is  diminishing  and 
in  still  others  on  the  increase. 

5.  Economic  state. — Among  the  poor  there  is 
a very  marked  tendency  to  stone-formation  in 
the  young,  due  to  malnutrition.  Charity  hos- 
pitals get  relatively  more  cases  than  are  found 


in  private  practice.  Among  those  more  fortu- 
nate, the  high  livers,  and  those  of  sedentary 
habits,  stone  is  found  more  frequently  after 
forty. 

Among  the  causes  in  the  latter  class  may  be 
listed : 

A.  Greater  intake  than  is  needed  for  repair, 

and  the  surplus  appears  in  the  urine. 

B.  High  nitrogen  intake  with  insufficient 

exercise. 

C.  Alcoholic  and  malt  liquors  and  carbohy- 

drates by  furnishing  an  excess  of  nu- 
trition and  by  deranging  the  digestive 
and  liver  functions  and  also  irritating 
the  kidneys. 

D.  Essential  or  primary  derangement  of  the 

digestive  or  liver  function. 

E.  Organic  or  functional  disease  of  the  kid- 

ney. 

6.  Tissue  waste  causing  rapid  disintegration. 

7.  Water  containing  certain  salts  especially 
calcium—  Stone  does  seem  to  be  more  prevalent 
in  some  regions  where  the  water  is  hard,  but 
not  at  ail  uniformly  so,  and  at  times  is  very 
prevalent  in  sandstone  regions. 

8.  Foods. — Especially  the  nitrogenous,  but  al- 
so the  carbohydrates  by  favoring  over  nutrition. 
An  excess  of  sodium  chloride  is  also  thought  to 
be  a factor. 

9.  Heredity. — There  seems  to  be  no  doubt  as 
to  a familial  tendency  to  stone. 

10.  The  local  causes. — These  have  been  men- 
tioned and  are  obstruction  from  stricture  or  en- 
larged prostate,  diverticulum,  tumor  or  foreign 
body. 

Formation. — A stone  is  formed  by  the  precipi- 
tation of  solids  out  of  urine  of  increased  density 
and  their  agglutination  by  a colloid.  This  col- 
loid or  albuminoid  is  essential  for  the  formation 
of  stone.  Without  the  colloid  the  salts  when 
excessive  crystal ize  and  form  sand  or  gravel 
and  do  not  agglutinate.  The  salts  forming  a 
stone  are  in  the  form  of  amorphous  granules, 
and  but  rarely  is  a crystal  imbedded  in  the  mass. 

Shape,  size  and  number. — In  shape  they  are 
usually  round  or  ovoid  the  calcium  oxalate  stone 
being1  tuberculated,  unless  there  are  more  than 
one,  when  facets  are  formed.  If  formed  over 
a foreign  body  they  assume  the  general  shape 
of  the  body. 

In  number  they  are  usually  single  but  as  many 
as  a hundred  or  more  have  been  reported. 

In  size  they  vary  from  the  size  of  a pin  head 
to  one  weighing  forty  to  fifty  ounces.  Those 
of  great  size  have  generally  been  removed  post 
mortem. 
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In  consistency  the  oxalate  is  the  hardest,  the 
uric  acid  second,  the  urates  next,  and  the  phos- 
phate are  the  softest,  crumbling  and  looking  like 
a chunk  of  plaster. 

Pathology. — The  morbid  anatomy  consists  of 
all  degrees  of  inflammation  of  the  urinary  tract, 
the  bladder,  the  ureters,  and  the  kidneys.  This 
may  be  chronic  and  low  grade  or  acute.  The 
bladder  walls  may  be  hypertrophied  and  thick- 
ened or  distended  and  thin,  or  sacculated.  The 
mucous  membrane  may  be  covered  with  phos- 
phates, mucus,  or  pus.  The  ureters  may  be 
dilated,  also  the  pelves  of.  the  kidneys.  There 
may  be  nephritis,  pyelonephritis,  pyonephrosis, 
perinephritis,  perinephritic  abscess,  or  an  ac- 
companying rena’stone,  enlarged  prostate  or 
stricture. 

Symptoms. — Premonitory  symptoms  are  in- 
definite except  renal  colic.  The  others  are 
gravel,  oxaluria,  and  other  deposits  in  the  urine. 
Backache,  cystitis,  albuminuria,  hematuria,  may 
be  significant.  The  symptoms  depend  a great 
deal  on  the  amount  of  inflammation  and  the 
size  and  shape  of  the  stone.  After  reaching  the 
bladder  or  being  formed  there  a cystitis  is  in- 
duced with  frequent  micturition,  pain,  hematuria, 
and  reflex  disturbances.  Frequency,  especially 
in  the  day  time,  aggravated  by  motion  and  re- 
lieved by  rest.  Ardor  urinse,  tenesmus,  in  which 
the  rectum  often  participates,  especially  in  chil- 
dren in  whom  prolapse  of  the  rectum  is  not  un- 
common. A small,  rough  stone  that  can  be  caught 
in  the  neck  of  the  bladder  causes  this  more  often 
than  a large,  smooth  one.  Some  stones,  if  encysted, 
adherent,  or  of  such  size  or  shape  that  they  do 
not  impinge  upon  the  neck  of  the  bladder  may 
give  rise  to  no  symptoms.  Sudden  stoppage  of 
a full-sized  stream,  especially  if  the  patient  can 
pass  water  after  changing  position,  for  instance, 
lying  down,  is  significant. 

Paul. — The  pain  of  calculus  is  usually  referred 
to  the  under  side  of  the  penis  about  an  inch 
posterior  to  the  glans.  This  is  especially  true 
in  children,  as  the  enlarged  prostate  often  pre- 
vents this  symptom  from  being  present  in  the 
adult.  Pain,  or  pain  and  hematuria  at  the  end 
of  micturition  are  significant. 

Reflex  disturbances. — Priapism  in  children 
may  result  in  masturbation.  Pain  from  stone  in 
the  bladder  may  be  referred  to  the  rectum,  peri- 
neum, hypogastric  region,  back,  and  even  the 
thigh,  leg,  or  foot.  Podalgia  may  be  symptom- 
atic. 

Associate  symptoms  or  findings  may  be  hem- 
orrhoids, and  subconjunctival  hemorrhage  may 
be  brought  on  by  straining. 


Diagnosis. — Diagnosis  is  difficult  as  no  single 
symptom  is  pathognomonic.  Any  or  all  may  be 
due  to  cystitis,  pyelitis,  or  pelvic  inflammation 
involving  the  bladder.  The  only  safe  rule  is  to 
suspect  a stone  and  look  for  it.  The  passage  of 
one  stone  is  presumptive  evidence  of  more. 

Direct  diagnosis  is  relatively  easy  in  most 
cases.  It  is  established  by  the  use  of  the  X-ray, 
cystoscope,  stone  searcher  or  sound,  or  by  bi- 
manual, aginal  or  rectal  examination. 

Any  instrumentation  may  be  dangerous  by- 
provoking  an  acute  inflammation. 

Treatment. — Treatment  of  the  performative 
stage  or  prophylaxis  consists  of  the  relief  of  the 
obstructive  conditions  of  the  urinary  tract,  suf- 
ficient exercise,  turkish  baths,  and  lessening  of 
nervous  strain.  Correction  of  digestive  disturb- 
ances is  important,  and  includes  diet.  In  spite 
of  the  fact  that  uric  acid  is  formed  in  the  liver 
from  nitrogenous  foods,  restriction  of  sugars, 
starches,  fats,  and  alcoholic,  and  malt  liquors 
yields  the  best  results.  The  liver  is  usually  de- 
ranged and  needs  appropriate  attention.  To- 
matoes and  rhubarb,  the  latter  especially,  con- 
tain oxalic  acid  and  should  be  interdicted.  If 
run  down,  tonics,  such  as  arsenic,  iron,  quinine, 
strychnine,  and  especially  the  dilute  nitromuri- 
atic  acid,  are  indicated.  The  latter  seems  of  di- 
rect value  in  preventing  the  formation  of  oxal- 
ate and  phosphate  stone.  If  the  tendency  is  to 
uric  acid  formation  the  alkaline  mineral  waters  are 
often  of  benefit,  probably  because  most  patients 
will  drink  water  out  of  a bottle  more  religiously 
than  out  of  a pail  or  faucet.  Distilled  or  cistern 
water  is  probably  of  most  benefit.  The  bowels 
should  be  kept  open.  Prevention  and  early  cor- 
rection of  the  bladder  are  important.  Dilution 
of  and  keeping  the  urine  bland  helps  more  in 
preventing  and  relieving  inflammation  and  di- 
luting the  mucus  and  pus  than  by  diluting  the 
salts.  Following  renal  colic  one  should  make 
sure  that  the  stone  passes  from  the  bladder. 
Solvent  treatments  have  had  their  vogue  since 
Pliny’s  time  but  are  historical  interest  only.  A 
pure  uric  acid  stone  is  soluble  in  alkaline  urine, 
and  alkalinization  may  be  tried  when  operation 
is  contra-indicated,  but  uric  stones  are  rarely 
pure. 

Operative  treatment. — Removal  of  the  stone 
in  the  female  may  often  be  accomplished  by 
simple  dilatation  of  the  urethra.  The  female 
urethra  permits  of  dilatation  of  sufficient  size 
to  admit  the  little  finger.  Small  stones  may  of- 
ten be  removed  by  means  of  the  operating  cysto- 
scope. Stones  that  cannot  be  removed  by  these 
methods  and  not  larger  than  the  available  litho- 
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trite  will  grasp,  may  be  removed  by  Litholopaxy, 
that  is,  crushing  the  stone  with  a lithotrite  and 
removing  the  fragments  with  an  evacuator. 
None  except  those  with  special  training  should 
attempt  it.  The  mortality  of  this  method  is 
lower  than  of  cutting  operations.  Perineal  sec- 
tion may  be  chosen  if  the  stone  is  not  larger 
than  two  inches  in  diameter,  is  the  method  of 
choice  in  case  of  deep  urethral  stricture,  or  if 
preferred  by  the  operator.  In  the  female  the 
vaginal  route  may  be  the  one  of  choice.  Com- 
plications to  all  of  these  as  well  as  to  any  instru- 
mentation of  the  bladder  may  be  hemorrhage, 
shock,  collapse,  cellulitis,  urinary  fever,  throm- 
bosis of  the  pelvic  veins,  septicemia,  pyemia,  and 
peritonitis.  Remote  sequelae  to  perineal  section 
are  incontinence,  fistula,  impotence,  and  sterility. 

These  operations  have  purposely  been  consid- 
ered but  lightly  because  they  require  special  skill 
and  training,  especially  that  of  litholopaxy,  and 
the  operation  of  choice  of  most  men  and  all 
occasional  operators  to-day  is  suprabubic  systot- 
omy.  This  is  the  easiest  to  perform,  applicable 
to  all  cases,  and  if  the  stone  is  over  two  inches 
in  diameter  is  the  only  one  to  be  considered. 
But  the  mortality  is  higher  than  by  any  other 
method,  due  to  the  fact  that  the  largest  stones 
can  be  removed  by  this  route  and  to  sloughing 
of  the  prevesical  fat,  which  is  unavoidable.  The 
operation  can  be  performed  under  local  or  any 
form  of  general  anesthesia  after  the  usual  gen- 
eral and  wide  local  preparation  including  the  ab- 
domen, peroneum,  and  half  of  the  thighs,  and 
in  the  female  the  vagina.  The  rectum  may  be 
distended  with  “Peterson’s  rectal  colpeurynter” 
using  not  over  eight  ounces  of  fluid  as  the  rec- 
tum has  been  ruptured.  This  procedure  raises 
the  bladder,  but  is  usually  dispensed  with  on  ac- 
count of  the  danger  mentioned.  The  patient  is 
p’aced  flat  on  his  back,  shoulders,  and  hips 
slightly  elevated  so  as  to  relax  the  abdominal 
i muscles,  the  bladder  is  thoroughly  irrigated  with 
boric  acid  or  other  mild  antiseptic  solution,  and 
distended  with  eight  to  twelve  ounces  of  the 
same  liquid.  In  children  four  ounces  are  enough 
as  the  bladder  lies  more  in  the  abdomen.  The 
incision  is  in  the  midline  and  extends  for  about 
three  inches  from  the  pubes  upward.  The  blad- 
der wall  is  exposed  and  grasped  with  tenaculum 
or  Allis  forceps  and  incised  so  as  to  admit  a 
finger.  As  the  fluid  escapes  it  may  be  drawn 
into  the  wound  and  enlarged  if  necessary.  The 
Trendelenberg  position  and  an  electric  light  and 
a special  retractor  are  useful  in  exploring  the 
bladder,  and,  unless  the  patient  is  too  fat,  the 
urethral  opening  may  be  seen.  The  calculus 
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can  be  removed  with  scoop  or  forceps.  If  en- 
cysted the  opening  of  the  diverticulum  may  be 
cut.  The  prostate  and  internal  sphyncter  should 
be  examined,  and  the  internal  sphyncter  dilated 
or  cut  if  needed  so  that  they  can  be  introduced 
to  the  first  joint,  and  the  middle  lobe  or  whole 
prostate  removed  if  necessary.  If  the  stone  is 
very  large  the  sheaths  of  the  recti  may  be  cut 
transversely.  This  procedure  predisposes  to  post- 
operative hernia.  Drainage  is  usually  indicated 
and  is  best  performed  by  inserting  a large  rubber 
tube  into  the  bladder.  It  should  be  of  about  30 
or  40  F in  caliber,  have  two  fenestra,  and  pro- 
ject about  an  inch  into  the  bladder.  This  should 
drain  into  a bottle.  This  is  the  simplest  and 
most  practical  arrangement.  The  bladder  should 
be  irrigated  twice  a day  through  this  tube  or 
through  the  urethra  for  from  several  days  to 
two  weeks,  or  till  the  infection  clears  up,  and  then 
the  tube  is  removed.  Closure  is  done  with  two 
layers  of  suture  taking  care  not  to  perforate  the 
mucosa.  The  prevesical  space  should  be  drained. 
The  external  wound  is  closed  as  one  prefers, 
but  better  not  too  tightly.  Complications  in  ad- 
dition to  those  already  mentioned  are  opening  of 
the  peritonenum,  prevesical  infection,  or  celluli- 
tis, and  hernia.  Should  infection  set  in  the  ex- 
ternal stitches  should  all  be  removed,  and  pus 
evacuated  if  formed. 

Foreign  bodies  found  in  the  bladder,  include 
hairpins,  pencils,  pipe  stems,  thread  from  a pre- 
vious abdominal  operation,  parts  of  catheters, 
shoestrings,  head  of  wheat,  beans,  peas,  pebbles, 
pearls,  and  other  beads,  tooth  brush  handle,  hairs 
and  teeth  from  adermoid  cyst,  twigs,  wax,  glass, 
pins,  chalk  and  other  things.  The  stone  forming 
around  a foreign  body  assumes  the  general  shape 
of  that  body.  Masses  of  wax  when  not  en- 
crusted may  be  dissolved  in  benzine  and  so  re- 
moved. 

CASE  HISTORY 

On  July  10,  1925,  Miss  M.,  aged  24,  came  to  my 
office. 

Chief  complaint  was  pain  in  the  left  lower  quad- 
rant of  the  abdomen. 

Family  history,  negative.  Father  died  four  years 
ago  suddenly.  Mother,  brothers,  and  sisters  all  liv- 
ing and  well. 

Menstrual  history  negative.  Pain  has  no  relation 
to  menses. 

No  previous  diseases  except  measles.  No  opera- 
tions. Four  years  ago  weighed  almost  200  pounds; 
now  110. 

Symptoms:  Sudden  attacks  of  pain  in  the  left 
lower  quadrant  of  the  abdomen  about  once  a month 
or  oftener.  Onset  sudden,  severe,  and  lasting  about 
one  and  one-half  hours.  Never  called  a doctor  for 
these  attacks.  No  increased  amount  of  urine  passed 
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after  these  attacks.  Frequency  present  but  not 
marked,  and  seldom  gets  up  at  night.  Leucorrhea 
for  several  years,  profuse  at  times. 

Examination:  Small  girl,  about  5 feet  2 inches 
tall;  weight  110  pounds.  Barrel  chest,  flesh  firm, 
skin  tight,  not  giving  the  appearance  of  having 
weighed  over  190  pounds  four  years  ago.  Tender 
on  palpation  in  the  left  lower  quadrant  of  the  ab- 
domen. Vaginal  discharge  present.  Hymen  intact. 
Vaginal  examination  impossible.  Rectal  painful,  but 
could  make  out  a mass  low  in  the  pelvis.  Tempera- 
ture, 98°;  pulse,  80.  Urine  alkaline,  pus  and  epi- 
thelial cells  present  but  not  very  abundant.  No 
albumen,  sugar,  nor  blood.  Blood,  reds,  4,010,000; 
whites,  9,200;  Hb.,  75  to  80  per  cent.  As  it  was 
not  possible  to  anesthetise  her  that  day  I asked  her 
to  return  later. 

She  returned  on  July  21.  Examination  revealed 
again  the  greatest  point  of  tenderness  in  the  left 
lower  quadrant  of  the  abdomen.  Vaginal  examina- 
tion showed  a large  mass  apparently  occupying  the 
whole  pelvis,  but  not  palpable  from  above.  Moder- 
ate amount  of  leucorrhea,  the  uterus  pushed  against 
the  sacrum,  so  slightly  movable  that  it  was  hard  to 
determine  whether  or  not  the  two  were  connected. 
The  cervix  was  somewhat  eroded.  The  center  of 
the  mass  felt  like  a hard  fibroid,  the  rest  as  if  in- 
flammatory. I catheterized  her  with  a soft  rubber 
catheter.  Examination  of  specimen  gave  same  re- 
sults as  before  except  that  triple  phosphate  crystals 
were  found.  Vaginal  smear  showed  pus  and  epi- 
thelial cells  and  an  undetermined  gram-positive  or- 
ganism, not  the  gonococcus.  I asked  her  if  rape 
had  ever  been  attempted.  This  she  denied. 

Provisional  diagnosis  of  pelvic  infection  was  made 
and  operation  advised.  She  entered  the  hospital  on 
July  28,  when  I had  a consultant  take  her  history. 
The  next  day  after  she  was  anesthetised  he  also 
examined  her  vaginally  and  came  to  the  same  con- 
clusions as  I,  but  on  entering  the  belly  no  such  mass 
as  we  had  expected  was  found.  There  were  some 
small  tubo-ovarian  cysts  on  both  sides,  some  rather 
firm  adhesions  on  the  left  side  between  bowel  tube 
and  ovary.  These  were  freed  and  removed,  as  was 
also  the  appendix.  We  closed  the  abdomen  with- 
out opening  the  bladder  because  the  urine  was  in- 
fected and  the  belly  wide  open,  and  because  we 
took  the  pathology  in  the  bladder  to  be  a tumor. 
Why  we  did  not  stumble  onto  the  stone  will  always 
remain  a mystery  to  me.  After  the  operation  she 
never  ran  a temperature  above  normal,  but  her  pulse 
was  always  over  100,  at  times  120. 

Post-operative  vomiting  was  not  severe,  but  she 
was  drowsy  during  the  day  and  required  sedatives 
at  night.  She  developed  anuria  and  died  on  the 
tenth  day. 

Post-mortem  performed  the  same  day  revealed  a 
general  urinary  infection  of  both  kidneys,  ureters, 
and  bladder.  The  bladder  contained  a large  phos- 
phate stone  formed  about  an  old  style  telescoping 
mechanical  pencil.  The  tip  perforated  the  bladder 
wall.  The  whole  wall  was  greatly  thickened. 

Little  comment  is  necessary.  I admit  my  mis- 
take and  know  wherein  I erred.  The  fact  that 
the  physical  findings  or  the  history  properly 
evaluated  were  not  properly  interpreted  is  not 


as  remarkable  as  the  fact  that  it  was  not  acci- 
dentally stumbled  onto.  I have  long  been  very 
partial  to  the  soft  rubber  catheter  wherever  it 
could  be  used  because  a metal  catheter  at  times 
traumatizes  the  male  urethra  so  readily  and  be- 
cause the  usual  glass  douche  points  and  catheters 
are  so  easily  broken.  I have  picked  glass  from 
the  vagina  as  a result  of  this.  But  if  I had  used 
a metal  catheter,  if  I had  done  a bimanual  exam- 
ination on  the  table  with  the  belly  open,  if  I 
had  taken  a radiogram  on!  suspicion,  or  done 
a cystocopy  it  would  have  been  found.  The 
other  point  of  interest  totally  overlooked  is  the 
fact  that  she  was  a masturbater,  which  again 
brings  home  the  lesson  that  it  is  more  important 
to  know  the  patient  than  to  know  the  disease, 
and  more  important  to  treat  the  patient  than  to 
treat  the  disease. 

DISCUSSION 

Dr.  F.  Gregory  Connell  (Oshkosh,  Wis.) : This 
is  a very  complete  review  of  the  subject  of  stone  in 
the  bladder  and  emphasizes  the  great  value  of 
cystoscopic  and  X-ray  study  in  the  diagnosis  of 
urinary  tract  diseases.  It  seems  that  in  the  last 
few  years  the  diagnosis  of  genito-urinary  conditions 
has  advanced  perhaps  more  markedly  than  any  other 
subdivision  of  the  practice  of  medicine. 

While  listening  to  the  paper  I was  reminded  of 
a few  cases  of  stone  in  the  bladder  that  might  be 
interesting.  In  one  case  a nephrectomy,  for  tuber- 
culosis, had  been  performed  about  five  years  before. 

I saw  the  case  with  bladder  symptoms,  found  a 
stone  in  the  bladder,  and  removed  the  stone,  and 
on  sawing  it  in  two  a silk  suture  was  found  to  be 
the  nucleus  for  stone  in  the  bladder  following  a 
previous  nephrectomy.  Ever  since  that  experience 
I have  been  careful  to  use  absorbable  suture  ma- 
terial in  operating  on  the  kidneys. 

In  another  case  I removed  from  the  bladder  a 
stone  the  size  of  a'  hickory  nut.  The  prostate  was 
not  enlarged  in  this  case.  A year  later  he  came 
back  with  the  same  symptoms.  The  X-ray  showed 
another  stone  of  about  the  same  size,  and  I re- 
moved it  thinking  that  perhaps  I had  missed  the 
second  stone  at  the  first  operation.  There  certainly 
was  no  stone  overlooked  at  this  operation,  but  a year 
later  the  man  came  back  with  a third  stone  of 
about  the  same  size.  This  stone  was  removed,  and 
at  that  time  I did  what  the  Doctor  suggests,  dilated 
the  internal  orfice  of  the  urethra,  not  doing  a pros- 
tatic operation,  and  since  then  he  has  not  had  any 
return  of  stones,  a period  of  many  years. 

A third  case  of  stone  in  the  bladder  which  I think 
is  worth  mentioning  in  this  connection.  The  pa- 
tient had  a vesicorectal  fistula,  the  stone  was  re- 
moved, and  a piece  of  the  bladder  was  also  re- 
moved, and  it  w-as  found  that  this  man  had  a car- 
cinoma of  his  bladder  base  which  extended  through 
to  the  rectum. 

As  the  essayist  has  said,  the  lesson  to  be  drawn 
from  these  cases  is  the  necessity  of  making  a com- 
plete study  in  which  the  X-ray  and  the  cystoscope 
will  help  us  materially. 
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Dr.  Joseph  F.  Quin  (Milwaukee,  Wis.):  I would 
suggest  that  there  is  such  a thing  as  an  incarcerated 
stone  between  the  mucous  membrane  (or  endo- 
thelium) and  the  musculature  of  the  bladder.  It 
is  not  common,  and  despite  the  X-ray  such  a case 
is  liable  to  develop  into  a very  serious  condition. 
Some  of  the  members  present  know  more  about  op- 
erative measures  in  such  cases  than  I do,  and  I 
would  appreciate  some  information  from  them  as 
to  how  to  handle  the  condition  mentioned. 

Dr.  Frank  M.  Archibald  (Mahnomen,  Minn.):  I 
have  been  struck  with  the  extreme  rarity  of  stone 
of  the  bladder  in  the  Northwest.  In  Chicago  when 
I attended  medical  school  thirty-five  years  ago  there 
were  several  such  cases  in  the  hospital  at  the  same 
time.  We  used  to  see  very  many  cases  of  stone  in 
the  bladder,  in  fact  they  were  so  frequent  that  one 
of  our  professors  said  that  none  of  us  ought  to  go 
out  and  practice  until  he  had  a stone  searcher.  At 
clinics  on  these  cases  we  were  shown  how  the  oper- 
ations fop  removal  of  the  stone  should  be  done  and 
sometimes  how  they  should  not  be  done.  While 
I am  not  a surgeon  I have  been  practicing  in  Min- 
nesota for  thirty-four  years  during  which  time  I 
have  seen  but  one  case  of  stone  in  the  bladder.  I 
saw'  Dr.  James  H.  Dunn  operate  on  a case  in  Min- 
neapolis. This  is  the  only  case  of  stone  in  the 
bladder  that  I have  seen  since  coming  to  the  North- 
west. I have  made  inquiry  of  my  professional 
friends  whether  they  have  ever  seen  a case  of  stone 
in  the  bladder  in  their  communities,  and  have  made 
up  my  mind  that  this  condition  is  extremely  rare  in 
the  Northwest. 

Dr.  Arthur  A.  Law'  (Minneapolis,  Minn.):  I am 
impressed  w'ith  the  Doctor’s  statement  that  he  found 
a stone  in  the  bladder.  Some  of  you  may  have  had 
the  experience  of  my  old  preceptor  at  least  thirty- 
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five  years  ago.  In  those  days  the  pendulum  in  re- 
gard to  prostatic  hypertrophy  swung  too  far  and 
in  the  wrong  direction,  and  they  used  to  do  castra- 
tion for  prostatic  hypertrophy.  I remember  that 
a prominent  man  from  St.  Louis  came  up  here  for 
the  summer.  He  had  bladder  trouble  which  seemed 
to  indicate  prostatic  hypertrophy.  Rectal  examina- 
tion indicated  a hard  mass  at  the  base  of  the  bladder, 
an  explorer  in  the  bladder  did  not  reveal  a stone. 
He  wras  a man  well  along  in  years,  probably  nearly 
70.  As  you  perhaps  know,  the  European  soldiers 
when  called  to  the  colors  frequently  liave-a  testicle 
removed  so  they  can  escape  military  service,  and 
later,  purely  for  cosmetic  purposes,  they  have  a 
celluloid  testicle  put  in  its  place.  This  old  gentle- 
man had  both  testicles  removed,  but  his  symptoms 
persisted,  and  later  when  the  bladder  was  explored 
upon  inserting  the  finger  one  could  feel  the  tumor, 
but  still  could  not  detect  any  stone.  It  was  only 
after  further  exploration  was  attempted  (and  it 
was  one  of  the  early-day  operations  for  prostatic 
hypertrophy)  that  they  found  a tremendous  stone 
the  size  of  a prostate  completely  covered  over  by 
mucous  membrane  like  a stone  in  the  field  covered 
with  moss  or  dirt,  they  had  to  dig  the  stone  out. 
Other  men  have  missed  stones  in  such  cases.  Of 
course,  the  use  of  the  X-ray  and  the  modern  meth- 
ods of  cystoscopic  examination,  wdiich  are  not 
available  in  some  of  the  smaller  communities,  would 
seem  to  preclude  such  a possibility  occurring,  but 
it  has  occurred  in  the  hands  of  good  men. 

For  some  reason  we  see  very  few  bladder  stones 
in  the  University  Clinic  or  in  private  work.  Kidney 
stones  are  much  more  frequently  found,  but  bladder 
stones,  like  tubercular  glands  of  the  neck,  are  be- 
coming so  rare  that  their  presence  excites  interest 
and  comment. 


UNDULANT  (MALTA)  FEVER:  A Case  Report 

By  C.  Wm.  Forsberg,  M.D.,  sioux  falls,  south  Dakota 

and 

A.  P.  Stewart,  M.D.,  inwood,  iowa 


Case  No.  31766. — A college  student  living  in 
Iowa ; male,  aged  27.  Had  been  troubled  with 
headache,  gas  on  the  stomach,  and  severe  con- 
stipation for  three  months  following  an  attack 
of  “flu.” 

During  this  time  he  had  an  irregular  temper- 
ature, subnormal  in  the  morning  and  up  to  101.5° 
in  the  afternoon,  with  remissions  every  few  days. 

He  had  lost  twenty  pounds  in  weight,  did  not 
sleep  well,  had  profuse  sweats  at  night,  and  se- 
vere pains  in  the  arms  and  legs. 

Physical  examination : Revealed  a palpable 
spleen,  blood  pressure  128-70,  pulse  120,  tem- 
perature 101.6°  with  other  findings  normal. 

Laboratory  findings:  Urinalysis,  negative; 

hemoglobin  80  per  cent ; erythrocytes,  4,430,000 ; 
leukocytes,  3,700,  with  lymphocytes  40;  neutro- 
philes,  59;  and  basophiles  1.  The  Kahn  test  was 


negative,  and  five  blood  cultures  over  a period  of 
a month,  negative,  with  two  negative  Widal  tests. 

Stereoroentgenograph:  The  chest  was  nega- 
tive. 

Inasmuch  as  the  symptoms  suggested  an  atypi- 
cal typhoid  without  the  usual  toxemia  and  this 
had  practically  been  ruled  out,  undulant  fever 
suggested  itself  as  a differential  possibility. 

The  patient  had  not  used  goat’s  milk  to  his 
knowledge.  He  had  partaken  of  rabbit’s  meat 
some  nine  months  previously,  but  this  seemed 
rather  too  long  an  incubation  period. 

The  blood  serum  as  tested  in  the  Hygienic 
Laboratories  of  the  U.  S.  Public  Health  Service 
gave  entirely  negative  results  for  tularemia,  but 
in  the  test  for  undulant  fever  the  serum  gave 
positive  agglutination  of  Brucella  abortus  in  dilu- 
tion of  1 :1280. 
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MONTHLY  CLINICAL  CONFERENCE  AT  THE  MINNEAPOLIS 

GENERAL  HOSPITAL 

Department  of  Obstetrics  and  Gynecology 

February  26,  1929 

A.  E.  Benjamin,  M.D.  J.  H.  Simons,  M.D. 

R.  M.  Pederson,  M.D.  F.  L.  Adair,  M.D. 

MINNEAPOLIS,  MINNESOTA 


By  A.  E.  Benjamin,  M.D. 

1.  Differential  diagnosis  between  ectopic  preg- 
nancy and  inflammatory  mass. 

The  case  is  that  of  A.  O.,  No.  1716,  age  36,  Grav. 
II.  Para  VI.  Admitted  February  18,  1929. 

P.  C. — Pain  in  lower  left  abdomen  (three  weeks). 
Vaginal  discharge  (three  months). 

P.  I. — Patient  had  normal  period  January  26,  27, 
and  28.  Immediately  following  cessation  of  this 
period  she  had  pains  all  over  her  abdomen;  felt 
like  “sticks”  prodding  her.  On  second  day  follow- 
ing cessation  of  this  normal  period  she  “spotted,” 
bleeding  from  vagina  for  two  days.  Tbe  pain  then 
localized  in  lower  left  quadrant,  sharp  and  severe 
sometimes  dull  and  heavy.  Ice-bags  to  abdomen 
and  hot  douches  gave  some  relief.  Pain  has  no  re- 
lation to  food.  Pain  on  defecation  but  feels  better 
afterwards.  Pains  last  few  minutes,  then  absent 
for  5-10  minutes.  Sometimes  similar  to  labor  pains. 
Sometimes  keep  her  awake  at  night.  Vaginal  dis- 
charge three  months,  foul  smelling,  some  pus,  geni- 
tals itch.  Some  pain  on  urination.  D 3 

N T 

Patient  started  to  menstruate  February  15;  this 
was  five  days  early,  should  have  started  February  19. 

P.H.  C.T.A.  established  at  16,  three-week  inter- 
val, duration  2-2/2  days,  three  napkins  a day,  no 
clots,  little  pain  to  start.  Married  at  eighteen  years, 
had  gonorrhea  at  18,  six  children,  four  induced 
abortions,  one  non-induced  miscarriage. 

Physical  examination:  Well  developed,  lying  com- 
fortably in  bed;  pulse,  80;  temperature,  99.4°;  B.  P. 
120/82. 

Abdomen:  Tenderness  in  lower  left  quadrant, 
some  increased  resistance,  no  rigidity. 

Pelvic:  Bloody  mucopurulent  discharge  from  cer- 
vix (menstruating).  Corpus  of  uterus  slightly  en- 
larged, slightly  softened.  Right  adnexa  negative. 
Left  adnexa — definite  mass,  firm,  irregular,  tender 
on  palpation,  adherent  to  uterus  and  pelvic  wall. 
Mass  is  size  of  corpus. 

Diagnosis:  Tubal  pregnancy.  Salpingo  oorpho- 
ritis. 

Laboratory:  2/18/29,  Blood — Hgb.,  78;  R.  B.  C., 
3,730,000;  W.  B.  C„  13,000;  P.  M.  N.,  80;  Lymph.’ 
20.  2/20/29— Hgb.,  83;  R.  B.  C.,  4,320,000;  W.  B.  C., 
12,000';  P.  M.  N.,  84;  Lymph.,  15;  Baso.,  1.  Sedi- 
mentation time,  46  minutes. 

Urine,  2/19/29:  amber,  acid,  1030  specific  gravity, 
faint  trace  albumin,  negative  sugar,  4-6  pus  cells, 
few  bacteria. 


Smears,  2/18/29 — urethral:  few  pus  cells,  no  G.  C. 
found.  2/20/29,  B.  P.  120/80,  few  sharp  pains  in 
lower  left  quadrant.  A.  M.  temp.  101.°.  2/21/29, 

B.  P.  100/68,  few  sharp  pains  in  lower  left  quadrant. 
A.  M.  temp.  98.°.  2/22/29,  B.  P.  98/60,  few  sharp 

pains  in  lower  left  quadrant.  A.  M.  temp.  99.° 

Procedure:  1.  Absolute  bed  patient.  2.  Ice-bag 
to  abdomen.  3.  Hot  douches  to  vagina,  b.i.d.  4. 
Sedatives. 

A careful  analysis  of  the  history,  symptoms, 
and  pathological  findings,  as  well  as  judging 
from  the  examination,  would  result  in  the  con- 
clusion that,  first : this  woman  is  suffering  with 
an  infection  of  the  left  tube  with  possible  in- 
volvement of  the  ovaries  and  contiguous  peri- 
toneum, or  second : she  might  have  an  ectopic 
pregnancy. 

We  note  that  she  had  her  normal  period  Janu- 
ary 26,  27  and  28,  but  following  this  she  had 
pain  all  over  the  abdomen.  However,  this  pain 
was  not  characteristic  of  an  ectopic  as  it  was 
more  general  and  not  of  the  burning  type  which 
very  often  accompanies  an  ectopic  with  hemor- 
rhage into  the  broad  ligaments  or  abdomen,  but 
she  had  some  of  the  characteristic  spotting  which 
occurs  in  ectopic  pregnancy.  This  was  two  days 
following  the  normal  period  and  continued  for 
two  days.  The  pain  continued  and  was  a sharp 
severe  type,  but  sometimes  it  was  dull  and  heavy. 
The  pain  accompanying  inflammatory  trouble  in 
the  ovaries  and  tubes  is  greatly  modified  accord- 
ing to  the  tissue  involved.  If  the  peritoneum  is 
extremely  involved,  the  pain  and  soreness  will 
be  more  general.  If  the  intestines  are  included 
in  the  inflammatory  mass,  colicky  pain  may  ac- 
company the  other  pains  or  discomfort  accord- 
ing to  the  amount  of  gas  present  in  the  intestinal 
tract  or  the  spasm  of  the  muscles  due  to  involve- 
ment of  the  wall  of  the  intestines,  or  the  attempt 
of  nature  to  block  the  fecal  circulation  in  order 
to  localize  the  infection.  Involvement  of  the 
omentum  with  kinking  of  the  intestines,  con- 
gestion, and  inflammationi  of  contiguous  loops 
must  necessarily  change  the  picture  considerably. 

With  ectopic  pregnancies  we  usually  have 
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pains  that  are  somewhat  characteristic  of  an  in- 
flamed tube,  and  the  pain  may  be  so  severe  in 
the  case  of  rupture  as  to  produce  shock,  and  in 
the  case  of  severe  hemorrhage  fainting  often  oc- 
curs. The  irritation  around  the  genitals  with 
the  foul  smelling  discharge  with  some  pus  for 
the  last  three  months  would  indicate  that  this 
patient  had  had  some  form  of  infection  which 
may  have  extended  up  into  the  tube  and  pro- 
duced the  characteristic  swelling  and  inflamma- 
tory reaction  to  the  infection  in  and  around  the 
fimbriated  end  of  the  tube.  The  fact  that  she 
started  to  menstruate  February  15th,  instead  of 
the  19th,  would  unquestionably  make  us  con- 
sider an  ectopic  pregnancy,  but  an  inflammatory 
mass  with  involvement  of  the  tube  and  ovary  in 
close  relationship  with  the  uterus  might  result 
in  a premature  menstrual  flow.  The  very  fact 
that  when  the  periods  were  first  established  they 
were  of  three  weeks  interval  would  indicate  that 
it  was  more  natural  for  her  to  have  these  periods 
return  at  less  than  the  normal  28-day  type,  but 
after  her  marriage,  with  a history  of  so  many 
children,  abortions,  and  miscarriages,  one  would 
not  be  able  to  trace  out  the  normal  interval  in 
her  case. 

She  gives  a history  of  gonorrhea  at  18.  This 
to  my  mind  is  questionable  because  she  had  the 
six  children,  a number  of  abortions,  and  miscar- 
riages following  this  infection,  which  is  an  un- 
! usual  thing.  Sterility  is  usually  the  case  follow- 
ing gonorrheal  infection,  and  I do  not  recall  a 
i case  where  so  many  children  and  miscarriages 
I have  resulted  after  a definite  gonorrheal  infec- 
tion. We  may  be  obliged  to  rule  out  the  history 
of  a gonorrheal  attack  at  18  without  more  defi- 
nite conclusive  evidence  of  positive  infection. 
The  very  fact  that  she  had  a retained  placenta 
in  1923  with  severe  pain  and  chills  would  indicate 
that  she  had  an  infection  at  that  time  in  the 
nature  of  a reinfection,  or  that  the  old  infec- 
tion lying  dormant  and  lighting  up  might  have 
been  the  reason  for  her  present  illness  resulting 
in  the  inflammatory  mass  in  the  left  pelvis. 

In  ectopic  pregnancies  the  hemoglobin  usually 
falls  in  the  case  of  hemorrhage,  but  in  this  case 
between  the  18th  and  20th  it  rose  five  points. 
The  red  count  would  also  be  low  and  in  this 
case  it  rose.  Therefore,  if  it  were  an  ectopic 
pregnancy  there  was  little  or  no  hemorrhage  ac- 
cording to  the  blood  findings.  In  pronounced  in- 
fection we  would  get  a leucocyte  count  much 
higher  than  the  one  here  reported.  Therefore, 
we  cannot  judge  from  the  white  blood  count  in 
this  case.  The  P.  M.  Ns.  would  not  indicate 
a very  severe  type  of  infection.  In  non-infec- 
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tious  diseases,  such  as  ectopic  pregnancy,  the 
percentage  would  be  comparatively  low  (12, GOO- 
14, 000)  unless  secondary  infection  occurred. 

The  examination  in  an  ectopic,  especially  after 
rupture  and  escape  of  blood  into  the  pelvis  or 
cul-de-sac,  usually  gives  the  feeling  of  a soft, 
boggy  mass,  but  in  this  case  the  mass  was  com- 
paratively firm. 

All  together,  the  evidence  in  this  case  points 
more  definitely  to  an  infectious  inflammatory 
mass  in  the  region  of  the  left  tube  and  ovary. 
If,  however,  there  had  been  an  ectopic,  an  in- 
fection resulted,  as  is  sometimes  the  case.  It 
was  important  to  decide  whether  an  operation 
should  be  performed  or  not.  If  it  were  an 
ectopic,  unquestionably  she  should  have  been  op- 
erated. If  it  were  inflammatory  or  an  infection, 
delay  should  be  advocated  until  the  patient  was 
in  a more  favorable  condition,  generally  with  the 
least  possible  chance  of  spreading  the  infection 
when  an  operation  was  performed.  Having 
concluded  that  it  is  more  likely  an  infectious  dis- 
ease, delay  was  advocated.  The  policy  of  watch- 
ful waiting  will  be  followed  in  this  case  and  an 
operation  performed  at  the  most  suitable  and 
least  dangerous  time. 

By  R.  M.  Pederson,  M.D. 

2.  Case  of  criminal  abortion  complicated 
with  a septic  arthritis  of  left  elbow. 

The  case  is  that  of  E.  L.,  a white  female,  aged  20, 
single.  Grav.  I.  Para  0.  Admitted  February  10, 
1929. 

P.  C. — L.  M.  P.  three  months  ago,  exact  date 
unknown.  Patient  states  that  on  February  2,  1929, 
she  had  an  illegal  abortion  induced  by  a doctor  who 
for  three  successive  days  inserted  instruments  into 
womb  to  bring  it  about.  On  February  7 she  had 
severe  abdominal  pain  and  vaginal  bleeding  and 
states  that  she  passed  the  “whole  thing”  and  was 
told  so  by  the  nurse  employed  by  the  doctor.  Pa- 
tient became  progressively  worse  with  increased 
temperature  and  pain  in  the  right  lower  abdomen 
and  vomiting  about  twenty-four  hours  before  admis- 
sion. Patient  developed  a severe  pain  in  the  left 
elbow,  which  has  become  stiff  and  swollen. 

Examination  on  admission:  Temperature,  102.° 

Pulse,  120.  Respiration,  20.  White  count,  29,650. 
P.  M.  N.,  94.  Lymph.,  5.  Sedimentation  time,  33 
minutes.  Head  and  neck,  negative.  Heart  and  lungs, 
negative.  R.  P.,  124/62.  Breasts,  normal;  no  secre- 
tion. Abdominal-scar  right  lower  quadrant  from 
appendectomy.  Moderate  distention  of  abdomen 
with  tympany.  Fullness  over  lower  abdomen,  most 
marked  on  right.  Much  pain  on  palpation,  especially 
of  right  lower  abdomen.  No  upper  abdopiinal  pain. 
No  definite  rigidity  but  definitely  increased  resist- 
ance, especially  of  lower  abdomen,  most  marked  on 
right.  No  masses  palpable  abdominally.  Extremity- 
pain,  redness,  slight  swelling  and  limitation  of  mo- 


THE  JOURNAL-LANCET 


401 

tion  of  left  elbow  joint;  no  fluctuation. 

Speculum  examination:  Os  closed,  small  piece  of 
bloody  material  protruding,  probably  bloody  mucus. 
Cervix  appeared  somewhat  necrotic  on  anterior  lip, 
grayish  soft  area-appears  as  though  it  had  been 
tampered  with.  Foul  odorous  discharge.  No  bi- 
manual done. 

Diagnosis:  1.  Incomplete  septic  abortion.  2.  Sep- 
tic arthritis  of  left  elbow.  3.  Acute  pelvic  peritoni- 
tis. 4.  Probably  bacteremia. 

Treatment:  1.  Forced  fluids.  2.  Continuous  hot 
packs  to  elbow.  3.  Ice  cap  to  abdomen. 

Progress:  Seen  by  surgical  consultant  2/11/29,  ap- 
parently an  infectious  arthritis.  Advise  heat,  salicy- 
lates, and  observation.  Seen  again  2/21/29  and  el- 
bow opened  with  drainage  of  about  2 oz.  greenish 
pus.  X-ray  of  joint  2/20/29.  No  evidence  of  bone 
destruction  seen. 

Laboratory:  Urine  negative  except  for  faint  trace 
of  albumin.  Blood,  2/10/29,  W.  B.  C„  29,650;  P.  M. 
N.,  94;  Lymph.,  5.  2/12/29,  Hgb.,  66;  R.  B.  C., 

3,270,000;  W.  B.  C„  16,300;  P.  M.  N.,  82;  Lymph., 
18.  2/13/29,  W.  B.  C.,  26,400;  P.  M.  N.,  82;  Lymph., 
18.  2/14/29,  Hgb.,  84;  R.  B.  C.,  4,250,000;  W.  R.  C„ 
25,160;  P.  M.  N,  88;  Lymph.,  12.  2/18/29,  W.  B.  C., 
22,500;  P.  M.  N.,  85;  Lymph.,  15.  Wassermann, 
negative.  Blood  culture,  negative.  Sedimentation 
time,  33  minutes.  Temperature  almost  constantly 
between  100-103.°  Pulse,  80-120.  General  condition 
at  present  time  apparently  improved.  No  abdominal 
pain  or  tenderness.  No  vaginal  discharge.  Takes 
food  and  fluid  well. 

This  case  was  reported  because  it  presents 
some  unusual  features.  The  usual  criminal 
abortion  case  comes  in  here  in  very  bad  shape. 
They  are  always  infected  and  in  some  cases  the 
uterus  has  been  perforated  by  unskilled  instru- 
mentation and  they  have  a peritonitis.  The 
usual  route  of  infection  is  from  the  uterine 
mucosa  into  the  parametrium,  from  there  di- 
rectly into  the  peritoneum.  It  very  often  causes 
a septic  phlebitis  of  the  pelvic  and  abdominal 
veins  with  associated  peritonitis  and  bacteremia. 
The  cases  with  a positive  blood  culture  usually 
die. 

In  the  differential  diagnosis  in  this  case  other 
conditions  besides  the  pelvic  infection  must  be 
thought  of  and  ruled  out.  Ordinary  rheumatic 
arthritis  must  be  considered.  Acute  osteomyeli- 
tis and  cellulitis  must  be  thought  of ; also  at  her 
age  an  acute  epiphysitis.  A septic  arthritis  due 
to  the  pelvic  infection  is  the  final  diagnosis,  and 
it  is  being  treated  surgically.  The  pelvic  infec- 
tion is  getting  less. 


By  J.  H.  Simons,  M.D. 

3.  Multiple  pregnancy.  Eclampsia. 

The  case  is  that  of  D.  R.,  No.  1028,  aged  24. 
Grav.  I.  Para  0.  Admitted  January  21,  1929. 

P.  C. — Pregnancy  near  term — in  labor. 

F.  H. — Negative. 


F.  H. — Measles  and  whooping  cough  in  childhood. 
Tonsillectomy  in  childhood.  C.  T.  A.  established 
at  12,  regular  28-day  interval,  no  dysmenorrhea. 

P.  I. — Last  menstrual  period,  May  6,  1928.  Had 
frequent  headaches  during  first  trimester.  Frequent 
urination  and  nocturia  during  second  trimester. 
Moderate  edema  of  ankles  during  third  trimester. 
No  other  disorders.  No  pre-natal  care. 

Physical  examination  on  entrance:  Heart  and  lungs, 
no  abnormal  findings.  Abdomen,  fundus  uteri  one 
finger  below  xiphoid,  breech  and  small  parts  felt  in 
fundus  and  on  left,  back  on  right.  Head  engaged 
in  pelvis.  Second  round  mass  felt  on  right.  Rectal, 
head  presenting,  external  os  2 cm.  dilated,  cervix 
25  per  cent  effaced.  Extremities,  moderate  edema 
of  ankles.  B.  P.,  138/82;  pulse,  88. 

Diagnosis:  Pregnancy  near  term.  Possible  mul- 
tiple pregnancy. 

Laboratory:  Urine,  slight  trace  albumin.  Blood, 
Hgb.,  47;  R.  B.  C.,  7,650.  Wassermann,  negative. 
LTrethral  and  vaginal  smears,  no  G.  C. 

Course  in  hospital:  Patient  was  not  definitely  in 
labor  on  entrance,  pains  very  slight  and  occurring 
at  irregular  intervals.  These  stopped  entirely  after 
about  twelve  hours.  Diagnosis  of  twin  pregnancy 
was  confirmed  by  X-ray  so  patient  was  kept  under 
observation.  On  February  2,  at  4:30  a.  m.,  labor 
pains  set  in  again.  Patient  complained  of  headache, 
B.  P.,  180/102;  pulse,  80.  Only  one  fetal  heart  heard 
after  onset  of  labor.  Pains  occurred  about  every 
five  minutes  and  were  severe,  but  progress  was  slow. 
At  10*:30  a.  m.,  vaginal  discharge  was  discolored  with 
meconium,  external  os  only  2 cm.  dilated.  Fetal 
heart  slow  and  irregular.  At  12:45  p.  m.,  8 Rf  hours 
after  onset,  patient  had  a typical  eclamptic  con- 
vulsion lasting  ten  minutes.  B.  P.  immediately 
after  convusion  200/110.  Morphine  sulphate,  gr., 
1/6,  given. 

Vaginal  examination:  Os  2 cm.  dilated,  cervix, 
90  per  cent  effaced,  head  above  spines,  membranes 
intact.  Patient  was  unconscious  at  this  time.  At 
1 :45  p.  m.,  patient  had  a second  convulsion  lasting 
five  minutes.  B.  P.,  172/90.  A Voorhees  bag  No. 
5 was  then  inserted  into  the  uterus.  The  membranes 
were  ruptured  artificially.  A large  amount  of  me- 
conium was  passed.  Patient  was  quiet  following  this 
operation.  At  3:20  p.  m.,  condition  became  much 
worse,  respirations  were  of  Cheyne  Stokes  type. 
At  3:45,  a third  convulsion  occurred,  more  severe 
than  the  other.  500  c.c.  of  10  per  cent  glucose  were 
given  intravenously.  Condition  seemed  to  improve, 
respirations  became  more  natural  and  pulse  slower. 
Patient  was  prepared  for  delivery.  She  had  a fourth 
convulsion  at  4:35  p.  M.,  as  she  was  going  under 
the  anesthetic.  She  was  delivered  by  version  and 
breech  extraction  of  still-born  female  twins  at  4:55 
p.  m,  and  5:05,  respectively.  The  second  twin  was 
macerated.  Placenta  was  expressed.  Hemorrhage 
was  moderate.  Blood  pressure  one  hour  after  de- 
livery was  100/74. 

Course  post-partum  was  uneventful.  Daily  blood 
pressure  averaged  118/84.  Temperature  was  102° 
the  second  day,  and  for  six  days  following  it  was 
99-100.°  Urine  on  day  of  delivery  showed  four  plus 
albumin,  on  fourth  post-partum  day,  no  albumin. 
Blood  on  sixth  day  post-partum — Hgb.,  63;  R.  B.  C., 
2,880,000;  W.  B.  C.,  14,450.  Patient  was  discharged 
on  sixteenth  day  post-partum  in  good  condition. 
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Examination  at  this  time  showed  normal  involution 
of  uterus.  Hgb.,  62  per  cent. 

In  this  case  there  is  a suggestion  of  chronic 
nephritis  in  that  the  patient  had  frequent  head- 
ache, anemia,  polyuria,  nocturia,  and  edema  of 
ankles.  Without  pre-natal  care  we  do  not  have 
exact  information  of  kidney  insufficiency  or  hy- 
pertension until  her  entrance  to  the  hospital  in 
labor.  Even  at  this  time  there  were  no  subjec- 
tive symptoms  of  a toxemia;  these  appeared 
with  the  onset  of  true  labor,  twelve  days  later. 
I'p  to  this  time  her  condition  did  not  warrant 
interference. 

The  X-ray  confirmed  the  diagnosis  of  twin 
pregnancy,  which  seems  to  be  a predisposing 
factor  in  eclampsia.  Olshausen  reports  that 
“twins  occur  in  8 per  cent  of  his  eclamptic 
cases,  whereas  for  all  labors  the  ratio  is  1.5  per 
cent.” 

The  patient  comp'ained  of  headache,  increased 
blood  pressure,  and  increased  albuminuria  with 
the  onset  of  true  labor,  with  an  early  death  and 
maceration  of  one  fetus  and  death  of  the  other 
probably  during  extraction. 

It  is  our  experience  that  the  prognosis  im- 
proves with  early  evacuation  of  uterus,  but  the 
hazard  to  both  mother  and  fetus  is  increased 
by  accouchment  force.  Insertion  of  a bag  is 
a very  minor  procedure  and  can  easily  be  done, 
without  the  use  of  an  anesthetic.  In  this  case 
the  bag  made  quite  certain  the  continuance  of 
the  labor,  aided  its  progress,  and  hastened  the 
opportunity  for  manual  interference,  if  the  nec- 
essity arose  as  it  did  when  the  second  fetus  gave 
a slow  and  irregular  beat  and  the  mother’s  con- 
dition became  precarious. 

Intrapartum  eclampsia  occurs  less  often  than 
antepartum,  but  more  often  than  postpartum. 
This  appears  to  be  a case  of  primary  renal  in- 
sufficiency upon  which  was  imposed  a toxemia 
developing  from  the  intra-uterine  contents  initi- 
ated by  the  labor  and  relieved  immediately  post- 
partum, as  was  shown  bv  the  absence  of  convul- 
sions, persistent  lowered  blood  pressure,  and  re- 
lief of  kidney  irritation. 


By  F.  L.  Adair,  M.D. 

4.  Case  of  contracted  pelvis  with  Cesarean 

section. 

The  case  is  that  of  C.  S.,  No.  1789,  aged  16,  stu- 
dent. Grav.  I.  Para  O.  Admitted  February  19, 
1929,  at  11:15  a.  m. 

P.  C. — Pregnancy  at  term.  Labor  pains. 

F.  H. — Negative. 

P-  H. — Measles  at  six,  influenza  at  six,  tonsillec- 
tomy at  four  years.  C.  T.  A.  established  at  13 


28-day  interval,  dysmenorrhea  last  menstrual  peri- 
od, May  1,  1928. 

P-  1 • — Date  of  expected  confinement,  February  8, 
1928.  Had  morning  sickness  during  first  trimester. 
Irequency  of  urination  and  slight  edema  of  ankles 
during  last  trimester.  Under  doctor’s  care  last  six 
weeks.  Pains  began  at  9:00  a.  m.  the  morning* of 
admission. 

Physical  examination  on  entrance:  Heart  and 
lungs,  normal  findings.  Abdomen,  fundus  uteri 
1 to  2 fingers  below  xiphoid,  breech  in  right  upper 
quadrant,  back  on  left,  small  parts  right,  head  mov- 
able at  pelvic  inlet,  some  over-riding.  Fetal  heart, 
128,  left  of  umbilicus.  Rectal,  external  os  admits' 
tip  of  finger,  about  25  per  cent  effacement  of  cer- 
vix. Head  floating,  membranes  intact. 

Pelvic  measurements:  Interspinous,  22;  Intercostal, 
26!4;  Intertrochanteric,  29JA;  Baudeloque,  \8]/2;  In- 
tertuberous,  8%.  B.  P„  134/98.  Pulse,  100.  ’’ 

Diagnosis:  Pregnancy  at  term.  Contraction  of 
pelvis. 

Course  in  hospital:  Patient  had  slight  labor 

pains,  occurring  at  long  intervals  from  9:00  a.  m. 
until  4:00  p.  m.  At  that  time  the  pains  became  more 
severe  and  bearing  down  in  type.  Seen  by  staff 
doctors  who  advised  trial  of  labor.  Patient  had 
severe  labor  pains  for  seven  hours  during  which 
time  the  external  os  dilated  to  6-7  cm.,  but  the 
head  did  not  descend  into  the  pelvic  brim.  A 
classical  Cesarean  section  was  performed,  and  a 
normal  male  infant  weighing  3795  gms.  was  deliv- 
ered at  12:01  a.  m. 

Course  post-partum:  The  first  day  post-partum 
patient  complained  of  mucus  in  throat  and  cough. 
Temperature,  101  J;  pulse,  140;  respirations  shallow 
and  rapid,  35  per  minute.  No  rales  or  areas  of 
dullness.  Second  day  temperature,  102.4°;  pulse, 
150;  patient  coughed  considerably. 

Chest  examination:  Bronchovesicular  breathing, 
most  rales  heard  in  chest. 

Diagnosis:  Beginning  bronchopneumonia.  X-ray 
taken. 

Diagnosis:  Pulmonary  congestion.  Third  to  fifth 
day  post-partum,  temperature  ranged  100-103°; 
pulse,  120.  General  condition,  fair.  Wound  dressed 
on  third  day  post-partum.  No  evidence  of  infection. 
Healing  nicely. 

Post-operatively,  this  patient  had  difficulty  in 
breathing,  considerable  cough,  but  it  is  not  known 
whether  this  was  due  to  bronchitis  or  some  trouble 
resulting  from  the  anesthetic.  Patient  had  many 
rales  in  the  lungs  the  following  day,  and  her  breath- 
ing was  of  bronchovesicular  type,  and  it  was  feared 
that  she  might  be  developing  pneumonia.  Respira- 
tions were  rapid.  X-ray  showed  nothing  more  than 
pulmonary  congestion.  At  the  time  of  operation, 
the  patient’s  temperature  was  100°  and  in  the  even- 
ing 101,  the  next  day  102.4  °and  then  dropped  down 
to  99°  and  went  up  again  to  100°  and  down  again 
the  next  morning  to  98.°  On  the  fifth  post-opera- 
tive day,  patient  developed  a temperature  over  103° 
with  slight  remission  in  the  evening,  and  the  next 
morning  it  rose  again  to  103°  and  dropped  to  100° 
this  morning.  The  pulse  is  also  slower,  so  the  con- 
dition is  improved.  The  wound  seems  to  be  free  of 
any  infection;  there  are  no  signs  of  peritonitis. 

A transperitoneal  or  low  cervical  section  could 
have  been  done,  making  an  incision  in  the  lower 
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uterine  segment,  but  the  other  technic  was.  more 
simple,  and  it  was  felt  the  results  would  be  equally 
good.  The  condition  in  the  lungs  has  cleared  up 
now  and  probably  is  not  responsible  for  the  infec- 
tion. 

This  case  is  interesting  because  it  brings  up 
the  point  of  contracted  pelvis,  especially  the  les- 
ser contractions  of  the  pelvis  which  are  rather 
difficult  to  estimate,  in  fact  more  difficult  than 
the  marked  contraction.  In  these  borderline 
cases  it  is  often  very  hard  to  tell,  especially  in 
primiparous  women  with  no  history  of  previous 
labors  to  guide  one.  As  a rule,  a young  girl 
would  be  expected  to  have  a little  smaller  pelvis 
than  if  completely  matured;  they  usually  do  not 
have  large  babies.  The  chief  thing  which  de- 
termined us  to  do  a Cesarean  was  the  dispropor- 
tion between  the  head  and  the  pelvic  inlet,  as 
the  head  was  very  large  and  the  inlet  small. 
A point  in  connection  with  Cesarean  section  is 
whether  or  not  the  woman  should  be  sterilized. 
This  patient  was  not  sterilized  because  she  was 
so  young  and  chances  were  that  she  might  later 
on  get  married  and  want  a family,  even  though 
she  may  have  to  have  another  Cesarean  section 
or  labor  prematurely  induced. 

It  is  important  to  predetermine  the  possible 
obstacles  of  labor.  Internal  examination  was 
not  made  because  as  soon  as  the  external  meas- 
urements were  made,  it  was  thought  that  there 
might  be  an  indication  for  Cesarean  section  and 
it  was  deemed  advisable  not  to  contaminate  the 
vaginal  tract,  but  this  pelvimetry  should  have 
been  done  during  the  pregnancy  as  it  would  have 
helped  in  determining  the  size  of  the  pelvis.  It 
does  help  in  determining  the  amount  of  contrac- 
tion at  the  inlet.  The  type  of  this  contraction 
of  the  pelvis  is  hard  to  determine.  This  patient 
did  not  show  evidence  of  rickets.  She  has,  how- 
ever, a little  scoliosis  of  her  back,  with  promi- 
nence of  her  right  shoulder  and  posterior  thorax. 
Tt  might  be  considered  to  be  a generally  con- 
tracted pelvis. 
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Diseases  of  the  Thyroid  Gland.  By  Arthur  E. 
Hertzlcr,  M.D.,  Surgeon  to  the  Halstead  Hospital, 
with  a chapter  on  hospital  management  of  goiter 
patients  by  Victor  E.  Chesky,  M.D.,  Associate 
Surgeon  to  Halstead  Hospital.  Second  edition, 
entirely  rewritten.  St.  Louis:  The  C.  V.  Mosby 
Company,  1929,  prce  $7.50. 

Hertzler’s  second  edition  of  Diseases  of  the  Thy- 
roid Gland,  published  by  the  C.  V.  Mosby  Company, 
contains  279  pages  of  concentrated  material  on  this 
subject. 


His  detailed  work  on  normal  morphology  and 
pathology  is  very  comprehensive  and  instructive. 

He  has  endeavored  to  draw  conclusions  only  after 
a thorough  correlation  of  the  clinical  picture,  the 
pathology,  and  repeated  examinations  of  the  patient 
in  after  years. 

He  believes  he  can  -always  show  definite  histo- 
pathology  corresponding  to  the  clinical  picture 
which  the  patient  presents. 

His  pathological  study  and  conclusions  are  much 
the  same  as  those  of  Ashoff.  He  docs  not  believe 
that  the  toxic  adenoma  and  exopthalmic  goiter  are 
two  distinct  entities,  as  some  authorities  do,  but  that 
they  are  two  different  phases  of  the  same  condition. 

The  symptomology,  diagnosis,  and  prognosis  are 
very  vividedly  set  forth. 

The  details  of  the  surgical  technic  are  well  shown 
both  in  the  text  and  in  the  illustrations. 

The  chapter  on  hospital  management  is  a con- 
cise and  lucid  one  to  have  on  hand  for  ready  refer- 
ence. 

The  entire  book  is  well  prepared  and  easily  read- 
able. 

For  the  beginner  or  the  one  who  wishes  to  quick- 
ly refresh  his  memory  on  the  details  of  goiter  in 
general  the  reviewer  would  recommend  this  book. 

— J.  M.  Hayes,  M.D. 

Regional  Anesthesia.  Its  Technic  and  Clinical 
Application  (Second  Edition).  • By  Gaston  Labot, 
M.D.  Clinical  Professor  of  Surgery,  University  and 
Bellevue  Hospital  Medical  College,  New  York  City, 
Laureate  of  the  Faculty  of  Sciences,  University 
of  Montpelier;  Laureate  of  Medicine.  University 
of  Paris;  formerly  Special  Lecturer  on  Regional 
Anesthesia;  The  Mayo  Foundation,  University  of 
Minnesota.  With  a foreword  by  William  J.  Mayo, 
M.D.  Second  edition,  revised.  Octavo  of  567 
pages  with  367  original  illustrations.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1928. 
Cloth,  $7.50. 

The  chapter  on  spinal  anesthesia  is  the  result  of 
an  infinite  amount  of  labor.  The  whole  book  dem- 
onstrates the  absolute  necessity  of  knowing  the  an- 
atomy of  the  human  body  well.  The  book  deals 
with  the  subject  of  regional  anesthesia  alone  omit- 
ting entirely  any  consideration  of  surgical  pro- 
cedure. In  this  respect  it  differs  from  other  books 
on  the  same  subject. 

I believe  the  author  is  fair  in  quoting  the  merits 
of  this  type  of  anesthesia  over  general  anesthesia. 
He  does  not  claim  too  much  for  certain  types  of 
regional  anesthesia,  stating  fairly  the  difficulty  in  al- 
ways locating  the  nerve  or  nerves  which  one  wishes 
to  block.  There  has  been  changes  made  in  this  edi- 
tion relative  to  the  technic  in  blocking  nerves  of 
the  head  and  the  cervical  plexus.  The  chapter  on 
spinal  anesthesia  has  been  entirely  re-written  in  the 
light  of  the  present  knowledge  of  the  physiology  of 
the  method. 

The  paper,  printing  and  the  illustrations  are  ex- 
cellent. It  is  an  excellent  book  for  any  man  to  have 
who  is  desirous  of  improving  his  technic  in  this  par- 
ticular field,  but  I wll  say  again  that  the  average 
man’s  knowledge  of  anatomy  must  be  advanced  be- 
fore all  the  benefits  possible  can  result  in  the  use  of 
regional  anesthesia. 


— Richard  R.  Cranmer,  M.D. 
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THE  EXPERT  WITNESS 

At  the  meeting  of  the  American  Medical  As- 
sociation in  Portland,  the  Section  on  Nervous 
and  Mental  Diseases,  Dr.  Walter  Freeman,  of 
Washington,  D.  C.,  secretary  of  the  Section,  pre- 
sented the  following  resolution,  which  was  unani- 
mously adopted : 

“Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  express  its 
continued  interest  in  the  correction  of  the  abuse 
of  medical  expert  opinion  evidence,  and  that  it 
offer  to  the  American  Bar  Association,  the  Amer- 
ican Psychiatric  Association,  the  National  Crime 
Commission,  the  various  state  and  county  medi- 
cal and  bar  associations,  and  such  other  repu- 
table organizations  as  are  actively  pursuing  ef- 
forts directed  toward  such  correction,  the  assist- 
ance and  co-operation  of  the  American  Medical 
Association  in  promoting  the  passage  of  appro- 
priate legislation  and  in  bringing  about  suitable 
changes  in  court  procedure  with  reference  to 
such  evidence ; and  be  it  further 

“Resolved,  That  the  House  of  Delegates  ap- 
proves the  principle  of  securing  in  the  case  of 
all  capital  charges,  and  in  the  case  of  as  many 
other  criminal  charges  as  the  psychiatric  facili- 
ties of  the  State  will  permit,  an  impartial  and 
routine  mental  examination  of  the  defendant  in 
the  advance  of  the  trial  as  a means  of  obviating 


the  continuous  introduction  of  partisan  testi- 
mony, and  that  it  approves  further  the  principle 
of  removing  as  far  as  possible  the  question  of 
sanity  from  the  trial  itself,  reserving  the  em- 
ployment of  psychiatric  data  for  a post-trial  in- 
quiry to  determine  what  treatment  is  appropri- 
ate to  the  convicted  person  ; and  be  it  further 

“Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  the  American  Bar  Association,  the 
American  Psychiatric  Association  and  the  Na- 
tional Crime  Commission.” 

This  is  self-explanatory  and  is  an  attempt  to 
associate  the  American  Psychiatric  Association, 
the  American  Bar  Association  and  the  National 
Crime  Commission.  The  writer  has  sometimes 
wondered  whether  these  things  are  seen  bv  the 
people  who  really  need  to  see  them.  They  talk 
these  things  over  in  meetings  but  not  in  pub'ic, 
where  they  should  be  referred  to  at  least.  And 
if  the  time  ever  comes  when  the  three  associa- 
tions can  get  together  on  a common  basis  and 
present  a respectable  and  resourceful  series  of 
resolutions  or  laws  it  will  be  a great  thing  for 
the  defendant,  as  well  as  for  the  medical  expert. 
But,  unfortunately,  not  all  physicians  are  agreed 
to  this.  Some  of  them  go  on  their  own  ideas, 
forgetting  that  other  men  have  something  very 
definite  in  mind  themselves.  But  anything  that 
will  clear  up  the  medical-expert  testimony  situa- 
tion, or,  as  Doctor  Freeman  calls  it,  the  medical- 
expert  opinion  evidence,  a much  better  term,  it 
will  make  the  court  work  of  the  physician  much 
more  reasonable.  How  many  men  do  you  know 
who  will  go  in  and  testify  for  one  side  or  the 
other?  The  average  man  who  goes  in  for  the 
purpose  of  giving  testimony  is  really  employed  by 
one  side  or  the  other.  He  may  attempt  to  be  per- 
fectly fair,  but  his  sympathies  and  interest  and 
his  testimony  will  be  for  one  side  or  the  other. 
It  is  so  now  that  judges  in  the  district  court  re- 
fuse to  accept,  in  conclusion,  the  ordinary  medi- 
cal-expert testimony. 

Not  having  been  in  court  for  some  time,  the 
writer  thinks  there  may  have  been  improvements 
that  he  is  not  aware  of,  but  he  has  his  doubts, 
judging  from  the  newspaper  accounts  and  the 
garbled  testimony  presented  therein,  one  would 
think  it  would  leave  everything  in  doubt. 

Then,  too,  the  consideration  of  the  patient, 
knowing  full  well  that  he  is  at  times  an  arrogant 
fraud  and  is  putting  up  a case  which  for  some 
reason  or  other  the  other  side  cannot  get  away 
from,  should  be  given  the  most  severe  examina- 
tion before  a certified  jury  of  experts,  legal 
and  medical.  On  the  other  hand  there  are  many 
people  who  suffer  injuries  of  a minor  type,  and 
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we  do  not  give  them  such  careful  analysis  as  we 
should,  consequently  we  are  thus  doing  an  in- 
justice, in  a way,  to  the  patient. 

There  is  also  the  question  of  the  normal  dif- 
ference in  doubt  between  doctors  and  attorneys, 
and  this  should  be  considered,  too.  The  judge 
does  not  give  the  decision ; the  case  is  turned 
over  to  the  jury,  and  the  jury  is  not  a very  care- 
ful scrutinizer  of  injuries,  whether  false,  true 
or  extreme.  The  ultimate  dishonesty  that  must 
creep  into  some  cases  should  in  some  way  be 
eliminated  even  if  it  becomes  necessary  for  the 
judge  to  discharge  all  the  witnesses  interested  in 
the  case.  There  has  been  a persistent  effort 
made  for  years  to  get  the  state  court  to  appoint 
a jury  of  three  medical  men  to  make  examina- 
tions for  the  court  and  present  their  findings  in 
open  court  when  the  time  comes ; then  they 
will  all  he  agreed  in  the  matter,  or  at  least  their 
differences  can  be  easily  ironed  out. 

Perhaps  we  are  expecting  too  much  from  this 
very  necessary  reform.  The  world  will  jog  on 
as  it  has  for  a few  million  years  and  will  do 
about  as  it  has,  and  most  of  the  cases  coming 
up  for  judicial  consideration  will  go  on  as  they 
have  heretofore. 

MEDICOLEGAL 

In  the  July  twenty-seventh  number  of  the 
Journal  of  the  American  Medical  Association 
there  is  a medicolegal  case  cited  which  should  be 
of  interest  to  every  man  who  has  anything  to  do 
with  operations  or  operating.  It  deals  with  lia- 
bility for  injury  by  the  operating  table.  The 
appellant  was  an  inmate  of  a hospital,  and  as  an 
incident  to  an  abdominal  operation  her  hand  and 
fingers  were  crushed.  She  sued  the  operating 
surgeon,  alleging  that  the  injury  occurred  in  the 
manipulation  of  the  operating  table.  From  a 
judgment  in  her  favor,  Richards,  the  surgeon, 
appealed  to  a supreme  court  in  Utah,  which 
affirmed  the  judgment  of  the  trial  court.  Quot- 
ing from  the  Journal  of  the  A.  M.  A.  we  read 
as  follows : 

“The  evidence  showed  that  the  patient’s  hand 
and  fingers  were  normal  when  she  was  placed 
on  the  operating  table  and  that  nothing  occurred 
in  the  course  of  her  removal  from  the  operating 
table  to  her  room  by  which  her  fingers  or  hands 
could  have  been  injured.  The  injury  was  dis- 
covered about  three-fourths  of  an  hour  after 
the  operation,  after  the  patient  had  been  placed 
in  bed.  Then,  while  coming  from  under  the  in- 
fluence of  the  anesthetic,  she  complained  of  pain 
in  her  hand,  and  an  examination  showed  a re- 
cent injury.  The  defendant  and  his  assistants 


and  nurses  testified  that  the  patient’s  hand  and 
fingers  were  not  injured  on  or  by  the  operating 
table  or  through  its  manipulation  or  adjustment. 
They  were  positive  that  the  injury  did  not  oc- 
cur in  the  operating  room,  but  they  could  not 
explain  how  it  did  occur,  except  on  a theory 
advanced  by  the  defendant,  that  it  might  have 
occurred  in  the  manipulation  of  the  adjustable 
bed  in  the  patient’s  room,  in  which  the  patient 
was  placed  after  the  operation.  There  was  no 
direct  evidence  to  show  that  the  patient’s  hand 
or  fingers  were  caught  in  the  operating  table  or 
injured  in  manipulating  it,  and  no  witness  testi- 
fied that  she  was  injured  in  the  manipulation  of 
the  bed.  It  was  conceded  by  both  parties  that 
to  hold  the  defendant  liable  it  was  necessary  to 
show,  among  other  things,  that  the  plaintiff  was 
injured  in  the  operating  room,  in  the  course  of 
the  operation.  The  operating  table  and  the  bed 
were  both  exhibited  to  the  jury,  and  manipulated 
for  the  purpose  of  showing  how  the  injury  might 
have  occurred  by  either  instrumentality. 

“At  the  trial,  the  patient  testified  that  she 
asked  the  defendant  when  he  was  treating  her 
at  the  hospital  how  her  fingers  came  to  be  in- 
jured and  that  he  did  not  give  a direct  answer. 
Her  husband  testified  that  when  he  asked  the 
defendant  concerning  his  bill,  the  defendant 
stated  that  he  did  not  know  just  what  to  say 
as  to  the  amount  of  his  bill  for  his  services ; 
he  was  sorry  about  the  condition  of  the  plain- 
tiff’s hand.  The  operating  table  had  many  com- 
plications and  adjustments,  but  his  assistants 
and  nurses  were  thoroughly  trained  on  it,  but 
for  some  reason  or  other  they  crushed  her  hand. 
He  didn’t  know  what  to  say  about  it,  but  the 
bill  would  be  $150,  which  was  a considerable 
reduction  due  to  the  fact  that  they  crushed  her 
hand.  The  defendant  denied,  however,  having 
made  any  admission  or  statement  that  the  plain- 
tiff’s hand  had  been  injured  on  the  operating 
table  or  in  the  operating  room.  He  contended 
that  the  evidence  failed  to  prove  that  the  injury 
occurred  while  the  patient  was  being  operated 
on,  and  that  to  say  that  her  fingers  were  injured 
on  or  about  the  operating  table  in  the  course  of 
the  operation  was  mere  conjecture  or  specula- 
tion; that  on  the  evidence,  it  was  just  as  prob- 
able that  the  injury  occurred  through  manipula- 
tions or  adjustments  of  the  bed  after  the  patient 
was  removed  from  the  operating  room  as 
through  manipulations  or  adjustments  of  the  op- 
erating table ; and  that  in  such  a situation  of 
equal  probabilities  or  equally  probable  causes, 
for  one  of  which  the  defendant  might  be  re- 
sponsible and  for  the  other  of  which  he  was 
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not  responsible,  the  case  ought  to  have  been 
withheld  from  the  jury.  The  supreme  court 
held,  however,  that  there  was  sufficient  evidence 
to  require  the  submission  of  the  case  to  the  jury. 

“Complaint  was  made  by  the  appellant  as  to 
certain  of  the  instructions  given  to  the  jury,  but 
the  supreme  court  could  find  no  error  in  them. 
The  instructions  given  were  sufficient  to  protect 
the  rights  of  the  appellant,  among  them  the  fol- 
lowing : 

“It  is  undisputed  in  the  evidence  that  the  plain- 
tiff was,  while  in  the  operating  room  at  the  hos- 
pital at  the  time  and  place  in  question,  under 
the  care  of  the  defendant,  and  that  no  adjust- 
ments or  changes  of  position  of  the  operating 
table  were  made  except  upon  the  order  of  the 
defendant.  You  are  instructed  that  it  was  the 
defendant’s  duty  to  excercise  reasonable  and  or- 
dinary care ; that  is,  such  care  as  would  be  ex- 
ercised by  the  average  member  of  his  profession 
in  good  standing  in  this  locality  under  the  same 
or  similar  circumstances  to  see  that  no  injury 
occurred  to  the  plaintiff  while  under  his  care, 
and  it  .was  his  duty  in  causing  adjustments  to 
be  made  upon  the  operating  table,  if  anywhere 
made,  and  in  causing  said  table  to  be  raised  or 
lowered,  if  it  was  raised  or  lowered,  to  exercise 
the  aforesaid  degree  of  care  and  diligence  and 
see  that  the  plaintiff  was  not  injured  thereby; 
and  if  you  believe  from  the  evidence  that  while 
the  plaintiff  was  under  said  anesthetic  and  while 
on  said  operating  table  her  hand  was  injured  by 
reason  of  making  adjustments  on  or  raising  or 
lowering  said  operating  table,  and  that  she  would 
not  have  been  injured  if  the  defendant  had  ex- 
ercised such  care  and  diligence,  then  your  ver- 
dict should  be  in  favor  of  the  plaintiff  and 
against  the  defendant.  . . . 

“You  are  further  instructed  that  if  you  find 
from  the  evidence  that  any  one  of  the  physicians 
or  nurses  who  was  assisting  the  defendant  at 
the  operation  in  the  hospital  and  while  the  plain- 
tiff was  on  the  operating  table  was  guilty  of  neg- 
ligence in  removing  the  arm  or  the  hand  of  the 
plaintiff  from  the  strap  in  which  it  had  been 
placed  on  the  operating  table,  and  in  their  care 
and  conduct  of  such  arm,  either  in  removing 
it  from  the  cuff  or  in  failing  to  properlv  care 
for  it  after  its  removal  therefrom,  was  guilty  of 
any  negligence  in  that  respect,  then  I charge 
you  that  such  negligence  is  imputable  and 
chargeable  to  the  defendant 

“Where  an  independent  surgeon  operates  on 
a patient  in  a general  hospital,  such  as  the  L.S.D. 
Hospital,  where  the  patient  contracts  with  and 
pays  the  hospital  for  the  care  and  after-treatment, 


you  are  instructed  that  such  surgeon  is  not  liable 
and  cannot  be  held  responsible  for  an  accident 
due  to  any  act  or  negligence  of  nurses  regularly 
employed  and  furnished  bv  such  hospital  while 
they  are  performing  some  service  which  the  hos- 
pital has  undertaken  to  render  after  the  opera- 
tion ; nor  can  such  surgeon  be  held  responsible 
for  any  injury  occurring  in  the  patient’s  room 
after  the  operation  which  may  be  caused  by 
equipment  provided  by  the  hospital.” 

We  have  quoted  this  medicolegal  case  in  full, 
feeling  that  it  is  interesting  enough  to  attract  at- 
tention anywhere ; and  knowing  nothing  about 
the  parties  one  can  draw  one’s  own  conclusion. 
It  has  been  a wonder  to  the  writer  for  a long 
time  that  more  patients  were  not  injured  on  op- 
erating tables,  but  the  fact  is  that  one  seldom 
hears  of  such  an  accident,  or  if  such  accidents 
occur  they  are  kept  quietly  in  the  background 
until  the  patient  is  well  enough  to  be  discharged 
and  it  may,  incidentally,  have  cost  the  doctor 
who  operated  or  used  the  table  a good  deal  of 
money.  Here  is  another  instance  where  expert 
testimony  may  be  valuable  or  valueless.  One 
man  will  swear  to  one  side  of  the  case  or  one 
issue,  and  the  other  man  will  positively  oppose 
it.  LTnless  a proper  board  can  be  brought  to- 
gether the  judge  will  probably  have  to  take  the 
whole  matter  into  his  own  hands  and  decide  it 
in  place  of  the  jury. 

MINNEAPOLIS  ENJOYING  THE  BEST 
HEALTH  IN  ITS  HISTORY 
HARRINGTON  SAYS 

This  is  a caption  that  attracted  our  attention 
in  the  August  twenty-first  issue  of  the  Minne- 
apolis Daily  Star,  and  stress  is  laid  on  the  need 
for  vaccination  before  cold  weather : 

“Minneapolis  at  present  is  enjoying  health 
conditions  never  before  equaled  in  the  history  of 
the  city,  according  to  Dr.  F.  E.  Harrington,  city 
health  officer,  who  spoke  to  members  of  the 
Lions’  Club  at  noon  to-dav. 

“ ‘Never  before  in  the  history  of  the  city  has 
the  number  of  contagious  disease  cases  been  as 
low  as  they  are  now.’  said  Dr.  Harrington.  ‘The 
city  is  enjoying  a period  of  unprecedented  good 
health.  Only  two  cases  of  diphtheria  and  16 
cases  of  scarlet  fever  have  been  reported  in  the 
city  the  last  month.  There  is  absolutelv  no 
sign  of  smallpox  or  typhoid,  which  is  remark- 
able for  this  time  of  year.’ 

“Dr.  Harrington  stressed  the  need  for  pre- 
ventive measures  to  keep  the  health  rate  where 
it  is  at  present.  ‘We  should  see  that  we  are  all 
vaccinated  against  smallpox  and  diphtheria  and 
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guard  against  pneumonia  which,  with  the  winter 
months,  usually  is  most  prevalent.’  he  said.” 

This  explains  in  a measure  why  the  medical 
men  of  Minneapolis  have  had  so  little  to  do  this 
year.  There  have  been  no  epidemics  of  any  im- 
portance except  that  we  notice  from  time  to 
time  an  evidence  of  a possible  return  of  influ- 
enza in  a very  mild  form.  This  can  he  vac- 
cinated against,  just  as  we  vaccinate  against 
smallpox,  or  as  diphtheria  can  be  guarded 
against  by  the  use  of  toxin-antitoxin.  Only  two 
cases  of  diphtheria  and  sixteen  cases  of  scarlet 
fever  have  been  reported  in  the  city  during  the 
last  month.  There  is  neither  smallpox  nor  ty- 
phoid. But  Doctor  Harrington  urges  the  people 
of  Minneapolis  (and  this  applies  elsewhere  as 
well)  to  guard  against  these  diseases  by  taking 
the  proper  precautions.  Of  course  there  are  a 
good  many  people  who  do  not  believe  in  this-be- 
cause  they  do  not  know  anything  about  it.  The 
doctors  have  to  meet  this  sort  of  thing  once  in 
a while  and  have  it  presented  to  them  in  such  a 
way  that  they  cannot  avoid  it  and  then  they  have 
to  take  a lot  of  abuse  for  believing  there  is 
such  a thing  as  communicable  disease ! 


tion. 

We  know  of  any  number  of  doctors  who 
would  be  very  glad  to  participate  in  the  division 
of  this  sum  of  money  but  they  could  all  do  as  well 
if  they  would  all  charge  adequately  for  their  serv- 
ices and  not  render  such  ridiculously  small  bills 
as  they  do  to  people.  In  the  end  their  practice 
would  net  them  a tidy  sum,  a reasonable  amount, 
and  when  we  say  reasonable  we  are  thinking  of 
the  patients  rather  than  of  the  money,  but  enough 
to  keep  them  comfortable, — at  least  we  hops  so. 
We  have  just  heard  to-day  of  a man  who  prac- 
ticed medicine  on  the  principle  of  doing  the 
best  he  could  for  his  fellowmen.  He  would  get 
up  at  any  hour,  or  all  hours,  whenever  he  was 
called.  He  would  make  three  or  four  calls  a 
day  on  a patient  and  in  the  end  would  send  in 
a bill  of  ten  dollars.  Of  course,  on  the  face  of 
it  this  looks  absurd,  but  he  was  doing  what  he 
thought  was  right  as  a doctor  and  as  a man, 
helping  his  fellowmen  and  easing  the  suffering 
of  his  patients — very  often  bringing  them  back 
from  near  death  to  life.  Yet  he  died  in  ob- 
scurity. 

DR.  CHARLES  MacLACHLAN 


TWO  HUNDRED  FIFTY  MILLION 
DOLLARS ! 

Can  you  imagine  that  amount  of  money?  To 
the  writer  it  is  an  impossibility,  yet  this  sum  is 
being  named  in  the  West  and  Middlewest.  Of 
course,  to  the  uninitiated,  the  formation  of  these 
tremendously  wealthy  combinations  is  almost 
impossible  to  conceive,  yet  such  combinations 
are  formed  and  are  doing  business — whose  busi- 
ness we  do  not  know,  but  probably  it  is  business 
for  the  benefit  of  the  combination. 

We  would  like  to  suggest  that  the  doctors  of 
the  country  get  up  such  a combination,  as  a pos- 
sible complement  to  this  $250,000,000  merger. 
Suppose  that  we  all  contribute  a little,  to  make 
$250,000,000.  Of  course  there  are  only  140,000 
doctors  in  the  United  States  and  consequently 
each  one  would  be  required  to  put  in  $1,785.71  ; 
and  how  joyously  they  would  call  on  the  local 
banks  to  give  them  this  sum  of  money  for  this 
purpose ! Then  we  would  have  a board  of  di- 
rectors, and  a president,  and  do  it  up  in  style. 
Then  we  could  raise  our  salaries  from  time  to 
time,  if  we  were  on  the  board,  and  make  quite 
a neat  little  sum  out  of  the  transaction.  We  do 
not  know  that  it  is  worked  this  wav  or  not,  but 
it  sounds  like  it.  The  merger  is  evidently  a com- 
bination to  get  all  the  money  possible  into  one 
pool  and  do  as  it  pleases  with  it — divide  it  up, 
throw  it  away,  or  whatever  suits  the  combina- 


Dr.  Charles  MacLachlan,  of  New  Rockford, 
N.  D.,  was  appointed  last  month  to  succeed  Dr. 
J.  G.  Lamont  as  superintendent  of  the  State 
Tuberculosis  Sanatorium  at  San  Haven,  N.  D., 
and  took  up  his  work  at  once.  Dr.  MacLachlan 
has  been  a leader  in  North  Dakota  medical  circles 
for  many  years.  He  was  a member  of  the  first 
State  Board  of  Medical  Examiners,  and  was  re- 
appointed for  a second  term.  He  has  been  a 
delegate  to  the  American  Medical  Association, 
a director  of  the  State  Hospital  for  the  Insane, 
and  was  president  of  the  State  Medical  Associa- 
tion in  1908.  Dr.  MacLachlan  is  admirably  qual- 
ified for  his  new  work,  both  by  scientific  at- 
tainment  and  by  the  rarer  qualities  of  heart  that 


lippo 


are  particularly  essential  in  dealing  with  the  tu- 
berculous. 


Dr. 


By  virtue  of  his  position  as  Secretary  of  the 
State  Medical  Association  he  becomes  Associ- 
ate Editor  of  The  Journal-Lancet,  and  we  lyia 
welcome  him  to  this  field  of  work. 

Seek 
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Dr.  A.  L.  Arends  has  moved  from  St.  Paul 
to  Wright,  Minn. 

Dr.  R.  H.  Matson  has  moved  from  New  Rock- 
ford, N.  D.,  to  McVille,  N.  D. 
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Dr.  H.  W.  Paine,  of  Clear  Lake,  S.  D.,  was 
given  a commission  last  month  in  the  regular 
army  of  the  LT.  S. 

Dr.  Orville  Threadgold,  of  Belle  Fourche,  S. 
D.,  and  Miss  Margaret  Klamper,  of  Groton,  S. 
D.,  were  married  last  month. 

Dr.  J.  J.  McKinnon,  of  Wadena,  Minn.,  has 
resumed  general  practice  after  four  years  at  the 
Fair  Oaks  Lodge  Sanatorium. 

Dr.  O.  C.  Maercklein,  of  Mott,  N.  D.,  has  been 
elected  president  of  a mining  company  and  will 
give  up  the  practice  of  medicine. 

Dr.  Ethel  Hurd,  some  years  ago  a physician  in 
Minneapolis,  and  a pioneer  suffragist,  died  last 
month  in  New  Brunswick  at  the  age  of  83. 

Ginics  for  children  of  pre-school  age  are  being 
conducted  in  many  places  in  North  and  South 
Dakota  under  the  auspices  of  the  State  of  Health 
in  each  state. 

Dr.  W.  A.  Colton,  formerly  clinical  director 
of  the  U.  S.  Veterans’  Bureau  at  Castle  Point, 
N.  Y.,  has  taken  a similar  position  in  the  Bureau 
at  Fort  Snelling,  Minn. 

Children’s  clinics  were  conducted  in  Chamber- 
lain  and  Madison,  S.  D.,  last  month  by  Dr. 
Margaret  Koenig,  under  the  auspices  of-  the  S. 
D.  State  Board  of  Health. 

Dr.  Rolland  H.  Wilson,  who  has  been  doing 
postgraduate  work  in  the  Swedish  Hospital  of 
Minneapolis  for  a year  or  two,  has  located  in 
Winona,  Minnesota,  for  practice. 

Dr.  P.  R.  Pinard,  of  Wagner,  S.  D.,  has  been 
appointed  Superintendent  of  the  Giarles  Mix 
County  (S.  D.)  Board  of  Health  to  succeed  Dr. 
C.  S.  Langley,  who  has  moved  to  Seattle,  Wash. 

Dr.  S.  E.  Hurley,  of  Gettysburg,  S.  D.,  died 
last  month  at  the  age  of  80.  Dr.  Hurley  was  a 
graduate  of  the  Keokuk  Medical  College,  class 
of  ’92,  and  had  practiced  in  Potter  County  46 
years. 

Dr.  William  B.  Murray,  of  Minneapolis,  died 
last  month  at  the  age  of  67.  Dr.  Murray  was 
i a graduate  of  the  Minneapolis  College  of  Phy- 
sicians and  Surgeons,  class  of  ’90,  and  had  prac- 
ticed since  graduation  in  this  city. 

Dr.  Alan  E.  Gage,  of  Sioux  Falls,  S.  D.,  who 
has  been  in  Hollywood,  California,  for  several 
; months,  has  announced  his  intention  to  settle 
there.  His  associate,  Dr.  James  G.  Carney,  of 
Sioux  Falls,  will  take  over  his  office  and  practice 
at  that  place. 


The  fourth  Annual  Convention  of  Ginic  Man- 
agers of  the  United  States  met  in  Bismarck,  N. 
D.,  last  month.  The  leading  hospitals  of  Min- 
nesota- and  the  Dakotas  sent  delegates  to  the 
meeting.  The  papers  and  discussions  were  no- 
tably interesting  and  instructive. 

The  Dakota  Deaconess  Hospital  of  Brookings, 
S.  D.,  is  to  be  known  hereafter  as  the  Wesley 
Hospital  and  is  to  be  conducted  by  the  Methodist 
Church.  The  hospital  work  of  the  Brookings 
Clinic  will  be  given  up  and  the  staff  of  the  Clinic 
will  use  the  Wesley  Hospital. 

At  the  annual  meeting  of  the  Montana  State 
Medical  Association  the  following  were  elected 
officers  for  the  current  year : President,  Dr.  Le- 
Roy  Southmayd,  Great  Falls ; vice-president,  Dr. 
Daniel  F.  Clancy,  Ennis ; secretary,  Dr.  Elmer 
G.  Balsam,  Billings. 

Dr.  G.  S.  Adams,  Superintendent  of  the  Yank- 
ton (S.  D.)  State  Hospital  has  been  given  the 
distinguished  honor  of  appointment  to  member- 
ship on  the  committee  on  organization  of  the 
First  International  Congress  on  Mental  Hygiene 
to  meet  in  Washington,  D.  C.,  in  May,  1930. 

At  the  examination  for  license  to  practice 
medicine  and  surgery  in  North  Dakota,  held  in 
July,  tw-elve  candidates  wrote  the  examination. 
The  following  were  granted  licenses.  Dr.  Lyder 
L.  Laugeson,  Cando,  N.  D. ; Dr.  Elmer  Oleisky, 
Glen  LUin,  N.  D. ; Dr.  Clyde  H.  Landers,  Wahpe- 
ton,  N.  D. ; Dr.  Raymond  J.  Stein,  New  Salem, 
N.  D. ; Dr.  Joseph  P.  Merrett,  Marion,  N.  D. ; 
Dr.  John  D.  Carr,  Jamestown,  N.  D. ; Dr.  George 
Schatz,  Linton,  N.  D. ; Dr.  Alano  E.  Pierce, 
Minot,  N.  D. ; Dr.  Mallory  Dorsey,  Minot,  N.  D. 
Dr.  George  A.  Williamson,  St.  Paul,  Minn.,  a 
diplomate  of  the  National  Board  of  Medical  Ex- 
aminers was  granted  a license  without  further 
examination. 


For  Sale 

Fischer  diathermy — “LO”  Senior,  and  Finsen  heat 
lamp  for  sale  cheap.  Phone  Cherry  0303,  Minne- 
apolis. 

Work  Wanted 

A young  surgical  assistant  wishes  to  assist  an 
active  surgeon  part  time  or  full  time.  Address  643, 
care  of  this  office. 

A Fine  Suite  of  Offices  for  Rent  in  Minneapolis 

On  Cedar  Avenue  at  Riverside — Fine  location  for  a 
physician  and  rent  low.  Inquire  of  the  Fourth 
Northwestern  National  Bank  at  above  address. 
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Location  Wanted  Minnesota  Practice  Sale 


A well-qualified  physician  is  looking  for  a Min- 
nesota location.  Address  649,  care  of  this  office. 

Assistantship  Wanted 

Young  surgeon  wishes  to  join  an  active  practi- 
tioner or  a busy  internist,  or  to  associate  with  a 
busy  surgeon  or  clinic.  Address  644,  care  of  this 
office. 

For  Sale — Creap 

A-l  complete  diathermy  outfit;  high  tension  ma- 
chine; also  auto-condensation  table;  therapeutic 
lamp.  Mrs.  L.  G.  Green,  915  3rd  Ave.  S.,  Minne- 
apolis, Tele.  Ge.  3060. 

Physician  Wanted  Immediately 

Protestant  physician  as  assistant  to  doctor  in 
modern  Wisconsin  village  near  Twin  Cities.  Good 
salary.  Address  841,  care  of  this  office,  giving  age, 
religion,  married  or  single,  school,  etc. 

Secretarial  Position  Wanted 

A thoroughly  competent  medical  secretary  desires 
a position.  Has  had  several  years’  experience  in 
a large  clinic  and  with  a well-known  physician.  Best 
of  references.  Address  635,  care  of  this  office. 

Position  Wanted  by  Young  Woman 

Who  has  had  a year’s  training  as  a nurse  in  St. 
Barnabas  Hospital.  Can  do  typewriting  and  book- 
keeping and  general  office  work.  Will  go  out  of 
city.  High-grade  references,  etc.  Address  636,  care 
of  this  office. 

Dietitian’s  Services  Offered 

Dietitian,  graduate  of  University  of  Minnesota, 
extensive  general  hospital  experience,  will  render 
individual  diet  calculation  service  to  diabetics  upon 
request  of  physicians.  Address  633,  care  of  this 
office  or  call  Tower  0194. 

Position  Wanted 

By  X-ray  technologist;  young  man,  with  medical 
school  background.  Has  handled  all  laboratory 
work  for  modern  general  hospital  including  routine, 
emergency,  plate  reading,  and  therapy.  Can  give 
first-rate  references  from  all  staff  and  trustees.  De- 
sires connection  of  responsibility  with  roentgenolo- 
gist, Minneapolis  preferred.  Address  645,  care  of 
this  office. 


In  Southern  Minnesota,  unopposed  $12,000  prac- 
tice in  thriving  town  of  600;  large  territory.  Will 
sell  for  reasonable  price  for  my  home  and  office. 
Buyer  must  have  some  cash.  A real  opportunity 
for  a man  who  wants  to  wrork.  Address  650,  care 
of  this  office. 

Hospital  for  Sale 

In  South  Dakota,  10-bed  private  hospital,  well 
equipped  operating  room  and  physiotherapy  depart- 
ment. Office  and  living  rooms  in  connection;  good 
farming  community.  Well  established  surgical  and 
general  practice.  Ill  health  only  reason  for  selling. 
Further  information  on  request.  Address  638,  care 
of  this  office. 

Wanted — A Dentist 

To  take  over  a well-established  practice  recently 
vacated  by  a former  dentist  taking  up  institutional 
work  in  New  York  City.  Town  500,  large  and  un- 
opposed territory;  good  office  rooms,  heat,  light 
and  running  water.  Rent  reasonable.  Nothing  to 
buy.  Give  references..  Address  Dr.  W.  E.  Wray, 
Campbell,  Minn. 

W anted — Physician 

Successor  to  eye,  ear,  throat  and  nose  practice 
established  for  past  thirty-eight  years  in  a growing  , 
Minneosta  city  of  15,000. 

Possessor  about  to  retire  offers  an  attractive  op- 
portunity to  ambitious  qualified  practitioner.  Cor- 
respondence solicited.  Address  P.  O.  Box  55,  Man- 
kato, Minn. 

Hospital  in  Minnesota  for  Sale 

Modern  private  hospital  for  sale  in  thriving  town, 
large  territory,  prosperous  community,  do  a great 
deal  of  major  surgery.  Contains  a block  of  land  in 
heart  of  town.  Large  garage,  coal  shed,  granary  and 
fine  chicken  house,  fine  orchards  and  vineyards, 
woven  wire  fenced,  plenty  of  hedges.  Might  con- 
sider some  Minneapolis  city  income  property  as  part 
trade.  Address  631,  care  of  this  paper. 

X-ray  Work  Wanted 

X-ray  technician  with  some  laboratory  experience 
and  several  years  of  typing  and  general  office  work 
would  like  position  to  start  September  1.  Past  ex- 
perience with  physicians  who  have  handled  indus- 
trial and  insurance  work.  Address  634,  care  of  this 
office. 
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PROGRESSIVE  MUSCULAR  ATROPHY 

Amyotrophic  Lateral  Sclerosis  with  Bulbar  Palsy  and  Dorsal  Column  Degeneration  (Pathological) 

Neurosyphilis  with  Negative  Serology. 

By  Alexander  G.  Dumas,  M.D.,  and 
Ralph  E.  Davis,  M.D. 

Consultants  in  Neuropsychiatry,  U.  S.  Veterans’  Hospital  No.  106 
MINNEAPOLIS,  MINNESOTA 


The  fact  that  syphilis  may  cause  degeneration 
of  the  pyramidal  or  spinal  motor  system,  either 
alone  or  in  combination  with  posterior  root  or 
posterior  column  disease,  has  been  known  for 
some  time. 

Since  Charcot  and  Pierret  first  reported  a case 
of  muscular  atrophy  accompanied  by  tabes,  in 
1871,  numerous  cases  of  degeneration  of  the  mo- 
tor system  accompanied  by  degeneration  of  the 
sensory  tracts  or  disease  of  the  posterior  roots 
have  been  reported.  C.  L.  Dana,  in  1906,  re- 
ported the  first  extensive  case  studies  indicating 
the  etiological  relationship  of  syphilis  to  progres- 
sive muscular  atrophy.  In  a series  of  72  cases 
of  this  disease,  19  had  a syphilitic  history  show- 
ing an  incidence  of  25  per  cent.  Of  these  72 
cases,  33  were  of  the  Aran-Duchenne  type,  9 of 
which,  or  25  per  cent,  gave  a luetic  history. 
Fourteen  of  the  72  cases  had  associated  spastic 
signs,  and  3 of  these  were  syphilitic ; 11  of  the  72 
were  of  the  bulbar  or  bulbocervical  type,  and 
3 of  these  were  syphilitic ; in  all  types,  therefore, 
whether  bulbar,  spastic,  or  of  the  Aran-Duchenne 
type,  the  incidence;  of  syphilis  was  practically 
the  same. 

Merle,  in  1909,  reported  one  case  progressing 
over  a period  of  15  years,  the  pathology  indi- 
cating a luetic  origin.  Wilson,  in  1911,  called  at- 


tention to  the  occurrence  of  progressive  muscu- 
lar atrophy  with  tabes,  the  tabetic  signs  often 
being  less  prominent,  and  considered  syphilis  a 
causative  factor.  Spiller,  in  1912,  reported  a 
number  of  cases  of  clinical  and  pathological  tabes 
accompanied  by  typical  Aran-Duchenne  atrophy 
and  disappearance  or  degeneration  of  the  an- 
terior horn  cells.  Spiller  mentions  many  other 
authors,  who  considered  syphilis  an  etiological 
factor  in  progressive  muscular  atrophy,  Marie 
and  Leri,  Aran,  MacDowald,  Thouvenet,  Char- 
cot, Hammond,  Niepce,  Fournier,  Misserbi,  and 
Raymond. 

Neuropathology  indicative  of  syphilis,  in  two 
cases  of  clinical  progressive  muscular  atrophy, 
with  accompanying  varying  degrees  of  lateral 
and  dorsal  column  degeneration  or  dorsal  root 
disease,  both  dying  from  bulbar  palsy,  both  with 
negative  serology,  prompts  this  paper. 

Case  No.  1 was  followed  and  repeatedly  ex- 
amined by  the  United  States  Veterans’  Bureau 
medical  service  over  a period  of  two  years  and 
eight  months,  covering  the  entire  period  of  his 
clinical  disability. 

Case  No.  2 is  reported  from  the  records  of  the 
University  of  Minnesota,  through  tfie  courtesy 
of  Dr.  J.  C.  McKinley,  neuropathologist  at  the 
University,  as  representing  a similar  pathological 
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Case  1.- — Mag.  150X.  Section  through  lower  dorsal  and 
upper  lumbar  cord  showing  areas  of  degeneration  in  direct 
pyramidal  tracts. 

condition  and  for  the  purpose  of  comparison 
with  our  own. 

Case  No.  1 began  and  progressed  essentially 
as  a disease  of  the  motor  system,  the  atrophy  be- 
ginning in  the  distal  portions  of  the  extremities 
and  progressed  steadily  cephalad,  ending  in  death 
from  bulbar  involvement.  It  is  noteworthy  that 
one  of  the  last  neurological  findings  to  occur  in 
this  case  was  the  internal  ophthalmoplegia. 
There  was  an  accompanying  disease  of  the  dorsal 
columns,  represented  by  Rombergism  and  other 


Case  2. — Mag.  150X.  Section  through  dorsal'  cord  showing 
degeneration  of  columns  of  Goll  and  Burdach  (left  side). 


symptoms  due  to  loss  of  deep  sensibility  without 
the  occurrence  of  pain.  The  atrophy  preceded 
paralysis,  though  weakness  was  an  early  symp- 
tom in  addition  to  numbness.  Three  spinal  fluid 
examinations,  all  done  in  different  localities,  one 
of  which  was  at  the  Mayo  Clinic,  were  negative 
as  concerns  Wassermann  reaction.  Ten  negative 
blood  Wassermanns,  with  no  positives,  were 
found.  No  treatment  which  could  be  construed 
as  antiluetic  was  ever  given  prior  to  the  fully  de- 
veloped clinical  picture.  Some  bulbar  signs  ap- 


Case  1. — Mag.  900X.  Section  through  pons  showing  dif- 
fuse lymphocytic  infiltration  around  sclerotic  vessels. 


415 


THE  JOURN 


peared  early,  but  these  did  not  become  severe 
until  after  the  atrophy  and  paralysis  in  the  ex- 
tremities was  marked.  The  signs  of  dorsal  col- 
umn disease  appeared  early,  Rombergism,  dis- 
turbances of  deep  sensibility,  and  paresthesias, 
but  did  not  develop  as  rapidly  as  the  motor  phe- 
nomena and  were  not  accompanied  by  the  pains 
of  dorsal  root  or  ganglion  involvement.  The 
early  reflex  changes,  in  the  absence  of  pain  and 
in  the  presence  of  weakness,  atrophy,  and  paraly- 
sis, were  always  considered  as  due  to  the  motor 
degeneration  rather  than  to  a real  tabes  dorsalis, 
this  latter  disease  being  considered  to  be  essen- 
tially a disease  process  in  the  posterior  rootlets 
and  posterior  root  ganglia,  with  pain  phenomena 
and  secondary  degeneration  of  the  dorsal  col- 
umns. 

Case  No.  2,  although  not  examined  personally 
by  the  authors,  represents  both  clinically  and 
pathologically  a combination  of  progressive  mus- 
cular atrophy  and  tabes  dorsalis,  showing  pains 
of  a tabetic  type,  disturbances  in  several  forms 
of  sensibility,  accompanied  by  Argyll-Robertson 
pupils,  motor  atrophy,  fibrillation,  and  paralysis 
with  reflex  loss.  The  motor  signs  so  far  pre- 
dominated that  the  diagnosis  was  progressive 
muscular  atrophy.  The  serology  was  negative 
for  lues  in  both  blood  and  spinal  fluid. 

Report  of  Case  No.  1 

Age  32;  single,  French  Italian.  Occupation,  labor- 
er and  cook.  First  under  neuropsychiatric  observa- 
tion by  Veterans  Bureau  on  June  11,  1925,  at  Fargo, 
N.  D.,  complaining  of  “numbness  of  hands,  stagger- 
ing gait,  stomach  feels  like  a rock,  used  to  have 
headaches.” 


AL-LANCET 

Family  history:  No  authentic  information  secured. 

Personal  history:  Born  at  sea  1892  or  1893.  Lived 
in  Italy  till  13  years  of  age;  family  poor;  mother 
died  at  his  third  year;  no  education;  came  to 
United  States  at  13  years.  Laborer  in  Minnesota 
and  North  Dakota'  till  Army  service.  Army  service 
July,  1918,  to  January  1,  1919;  domestic.  Re-enlisted 
in  1921  to  “see  the  world.”  Was  made  a “cook.” 
During  second  enlistment  had  scabies,  gonorrhea, 
and  some  numbness  of  the  hands.  Discharged  from 
service  July  27,  1921. 

Present  disability:  Numbness  of  hands  first  no- 
ticed in  1921.  This  was  intermittent,  causing  some 
trouble  in  working;  later  feet  and  legs  bothered  by 
numbness,  and  difficulty  in  walking.  Felt  better 
for  a time,  worked  intermittently  until  summer  of 
1924,  when  feet,  legs  and  hands  all  bothered  him. 
By  January,  1925,  staggering  bothered  a good  deal. 
Pain  not  mentioned  as  an  early  symptom.  First 
hospitalized  at  Duluth  early  in  1925. 

First  neurological  examination  (made  at  Fargo, 
June  11,  1925),  gave  findings  as  follows:  Pupils 
equal,  react  to  light  and  accommodation,  widely 
dilated;  other  cranial  nerves  normal;  inco-ordina- 
tion finger  to  finger;  positive  Romberg.  Superficial 
reflexes  normal.  Deep  reflexes — left  knee  jerk  plus 
over  right.  Achilles  bilaterally  sluggish,  some  loss 
of  position  sense,  gait  spastic  ataxic,  grip  weak.  No 
disturbance  of  sensibility  to  heat,  cold,  pin  prick, 
or  light  touch.  Subjective  numbness  when  button- 
ing clothing;  does  not  recognize  direction  of  move- 
ments; can  not  walk  without  support. 

Laboratory  findings:  Blood  Wassermann  negative. 

Spinal  fluid:  Wassermann  negative,  normal  cell 
count,  slight  increase  of  globulin,  pressure  normal. 

Speech  was  tremulous;  there  was  poor  memory; 
unmotivated  laughter,  and  some  expressed  ideas 
approximating  somatic  delusions. 

The  tentative  diagnosis  at  that  time  was  multiple 
sclerosis. 

June  20,  1925,  admission  to  U.  S.  Veterans  Hos- 
pital, St.  Paul,  Minn.,  where  neurological  examina- 
tion showed  following  changes  over  that  noted  above; 
slurring  speech,  decreased  muscle  volume  and  muscle 
strength  in  both  upper  and  lower  extremities;  right 
knee  jerk  and  ankle  jerks  absent;  abnormal  reflexes 
absent.  Blood  Wassermann  negative;  blood  pres- 
sure systolic  104,  diastolic  54;  pulse  96.  Spinal  fluid 
examination  again  negative. 

On  August  20,  1925,  while  in  this  hospital  patient 
developed  conduct  disturbances  in  the  nature  of  ir- 
ritability, anger,  paranoid  attitude,  and  semiviolence. 
He  was  then  transferred  to  U.  S.  Veterans  Hospital 
101,  St.  Cloud,  for  psychiatric  care. 

Patient  remained  at  U.  S.  Veterans  Hospital,  S't. 
Cloud,  from  September,  1925,  to  January,  1926.  The 
conduct  disturbance  quickly  subsided.  The  blood 
Wassermann  was  again  negative.  From  September 
to  December,  1925,  there  were  traces  of  albumin  and 
occasional  hyaline  and  granular  casts  in  the  urine. 
About  this  time  he  also  showed  a clinical  broncho- 
pneumonia with  X-ray  findings,  the  clinical  syn- 
drome clearing  up,  but  the  X-ray  findings  persisting 
till  December,  1925.  The  neurological  examination 
showed  the  following  positive  findings:  pupils  di- 
lated, reaction  to  light  and  accommodation  still 
normal;  fundi  normal;  left  knee  jerk  absent;  both 
ankle  jerks  absent;  Babinski  and  ankle  clonus  ab- 


416 


THE  JOURNAL-LANCET 


sent;  abdominals  and  plantars  absent;  both  arms 
show  muscle  atrophy  from  elbow  to  finger  tips, 
with  atrophy  of  intrinsic  muscles  of  hands;  fingers 
in  extension  at  proximal  joints  and  partial  flexion  at 
distal  joints;  weakness  and  flabbiness  without 
atrophy  of  muscles  above  elbows  and  around 
shoulder  girdles;  condition  practically  symmetrical 
on  two  sides.  Both  lower  extremities  show  a simi- 
lar picture,  with  no  apparent  atrophy  above  the 
knees,  but  below  the  knees  a well  defined  atrophy, 
particularly  of  the  flexors  of  the  feet,  with  bilateral 
foot  drop,  some  atrophy  of  the  calf  muscles,  and  no 
marked  atrophy  of  the  plantar  muscles.  The  sen- 
sory examination  showed  hyperesthesia  over  hands 
bilaterally  gradually  diminishing  above.  A similar 
condition  existed  in  the  feet  and  lower  legs.  Touch 
normal  elsewhere.  Hypalgesia  in  approximately 
same  areas  as  noted  above.  Position  sense  impaired 
in  lower  extremities.  Paresthesia  as  of  crawling 
of  insects  over  the  skin.  The  diagnosis  at  this  time 
was  changed  to  progressive  muscular  atrophy,  pero- 
neal forearm  type  (Charcot,  Marie,  and  Tooth). 
Man  was  discharged  as  not  psychotic  and  returned 
for  general  hospital  care. 

In  U.  S.  Veterans  Hospital  at  St.  Paul  from  Janu- 
ary to  May,  1926,  diagnosis  and  findings  remaining 
practically  the  same.  He  was  examined  at  the 
Mayo  Clinic  November,  1926,  and  the  following  were 
its  findings: 

“His  urinalysis  had  a specifis  gravity  of  1,014, 
acid  reaction,  no  albumin,  no  sugar,  and  a moderate 
number  of  red  blood  cells  in  the  microscopic  field. 
His  hemoglobin  was  90  per  cent,  4,720,000  red  blood 
cells,  and  6,680  leucocytes.  Wassermann  test  on  the 
blood  was  negative.  His  spinal  fluid  examination 
showed  clear  fluid  under  10  centimeters  pressure;  the 
Wassermann  was  negative;  Nonne  positive;  there 
were  seven  small  lymphocytes  and  prompt  response 
to  jugular  compression.  His  blood  pressure  was 
90  systolic  and  58  diastolic.  His  heart,  lungs,  and 
abdomen  were  negative.  He  had  quite  a consider- 
able degree  of  pyorrhea.  In  his  eye  examination 
the  pupils  reacted  normally;  the  media  was  clear 
and  the  fundus  was  negative;  ocular  movements 
showed  horizontal  nystagmus. 

“In  his  neurological  examination  he  had  a hori- 
zontal nystagmus,  spastic  weakness  of  all  four  ex- 
tremities, with  loss  of  speed,  which  was  more 
marked  on  the  left  side,  here  was  a weakness  of 
the  right  side  of  his  face,  corneal  reflex  was  dimin- 
ished on  the  right  side  also;  Oppenheim’s  sucking 
and  Hcnneberg’s  hard  palate  reflexes  were  present. 
The  tendon  reflexes  were  exaggerated  on  the  left 
side,  with  a positive  Hoffman  on  that  side.  The 
patellar  reflex  was  exaggerated.  There  was  a con- 
traction in  the  Achilles  tendon.  The  abdominal 
reflexes  were  preserved,  except  that  lower  ones  were 
somewhat  diminished.  Babinski’s  sign  was  present 
bilaterally  on  plantar  stimulation.  There  was  a 
very  marked  inco-ordination  of  his  arms,  which  was 
more  marked  on  the  left  side,  where  there  was  an 
intention  tremor.  His  speech  was  markedly  altered, 
being  of  the  pseudo-bulbar  type.  He  was  totally 
unable  to  walk.  Sensory  changes  were  chiefly  in 
deep  sensibility,  and  a loss  of  joint  and  vibratory 
sensibility  was  noted  below  the  knees.  There  was 
no  disturbance  to  pain,  tactile  and  thermal.  The 
patient  had  dysphagia.  He  had  poor  control  of 


his  urinary  sphincters  and  depression  of  his  intel- 
lectual facilities.  He  had  a marked  variability  of  his 
emotions,  with  a loud  guffaw  usually  associated 
with  a lesion  of  the  pyramidal  tracts  above  the 
bulbar  nuclei.” 

He  then  returned  to  the  U.  S.  Veterans  Hospital, 
St.  Paul,  November,  1926,  where  he  was  much  worse, 
showing  beginning  bulbar  signs,  inequality  of  pupils 
and  20/200  vision  in  right  eye  without  fundus  find- 
ings. Blood  Wassermann  was  again  negative.  He 
was  unable  to  stand  or  walk,  or  to  feed  himself.  He 
left  against  medical  advice  November  19,  1926. 

Re-admission  to  the  hospital  at  Fort  Snelling  April 
12,  1927,  showing  a steadily  progressing  condition, 
which,  shortly  prior  to  death  on  January  31,  1928, 
showed  internal  ophthalmoplegia,  extreme  bulbar 
paralysis,  with  complete  dysarthria,  dysphagia,  facial 
palsy,  extreme  atrophy  of  all  four  extremities,  with 
flexor  contractions  at  the  elbows,  wrist,  and  fingers, 
and  contractions  of  the  plantar  muscles.  He  lay 
for  weeks  unable  to  move  tongue  or  lips,  jaw  down, 
mouth  hanging  open,  unable  to  move  body  in  bed. 
Owing  to  his  inability  to  talk,  sensory  examination 
was  not  attempted.  At  the  autopsy  the  brain  and 
portions  of  the  spinal  cord  were  submitted  to  Dr. 
J.  C.  McKinley,  neuropathologist,  University  of 
Minnesota,  for  study.  His  detailed  report  is  as  fol- 
lows : 

“Hematoxylin  and  eosin  section  of  the  right 
frontal  convolution.  The  meninges  are  thickened 
due  to  an  increase  in  the  fibrous  elements.  In  one 
of  the  sulci  there  is  a moderate  infiltration  of 
mononuclear  cells,  mostly  lymphocites,  but  with  an 
occasional  large  mononuclear.  The  infiltration  is 
mostly  perivascular.  The  cortical  substance  appears 
essentially  normal,  except  for  perivascular  infiltra- 
tion of  the  type  already  described  for  the  meninges. 
Apparently  both  the  small  arteries  and  veins  are 
involved.  There  is  no  evident  loss  of  nerve  tis- 
sue. Certainly  the  small  arteries  are  definitely 
sclerosed  and  somewhat  hyalinized. 

“The  right  precentral  gyrus. — This  shows  in  gen- 
eral essentially  the  same  picture.  The  inflammatory 
signs  are  not  quite  so  marked. 

“The  right  calcarine  region. — The  meningeal  pic- 
ture is  essentially  the  same.  Not  quite  so  much  fi- 
brosis in  the  meninges  but  more  diffuse  and  perivas- 
cular infiltration  of  round  cells.  The  nerve  tissue 
itself  shows  about  the  same  picture  as  in  the  frontal 
region. 

“Basal  ganglia. — Occasional  vessels  show  perivas- 
cular lymphocytes  and  there  are  occasional  nests  of 
lymphocytes  free  in  the  brain  tissue.  Three  or  four 
vessels  near  the  internal  capsule  show  calcification 
of  their  walls  with  hyalinization  and  a rather  marked 
patch  of  lymphocytic  infiltration. 

“Cerebellar  hemisphere. — This  appears  essentially 
normal. 

“Pons. — The  anteroposterior  diameter  of  the  pons 
is  about  three-fifths  the  normal.  There  is  an  area 
of  degeneration  extending  from  the  middle  of  one 
brachium  pontis  to  the  middle  of  the  other.  Di- 
rectly through  the  pons  at  about  the  level  of  the 
pyramidal  tracts  the  area  in  section  varies  from 
three  to  six  millimeters  in  width  in  an  anteropos- 
terior direction.  Microscopically  this  area  consists 
primarily  of  glial  cells  and  fibers  with  a few  fat 
granule  cells,  several  collections  of  lymphocytes  and 
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remnants  of  nerve  tissue,  both  cells  and  fibers.  The 
vessels  of  the  region  are  markedly  sclerotic  and 
hyalinized.  They  are  regularly  surrounded  by  large 
masses  of  lymphocytes.  Some  of  the  vessels  are 
completely  occluded  with  fibrous  connective  tissue 
which  evidently  represents  the  organization  of  an 
old  thrombus.  Three  of  the  lymphocytic  collections 
in  the  pons  are  visible  to  the  naked  eye,  one  of 
them  being  at  least  a millimeter  wide  and  2/2  milli- 
meters in  length.  Throughout  the  area  there  are 
found  small  collections  of  blood  pigment  granules 
both  scattered  free  in  the  tissue  and  inclosed  in 
phagocytes,  but  mostly  in  the  phagocytes. 

“The  medulla  and  spinal  cord  present  microscopic 
pictures  similar  to  one  another.  The  meninges  are 
thickened  and  contain  areas  of  lymphocytes,  both 
diffusely  and  perivascularly.  The  small  arteries  of 
the  meninges  are  frequently  sclerotic  and  hyalinized. 
Frequent  areas  of  perivascular  lymphocytic  infiltra- 
tion are  found  throughout  the  medulla  and  cord. 
In  some  of  the  sections  of  cord  it  appears  that  the 
anterior  horns  are  markedly  moderately  degen- 
erated with  atrophy  and  loss  of  nerve  cells. 

“Weigert  sections  of  cortex  and  basal  ganglia 
show  no  definite  pathology.  Sections  of  medulla 
show  an  almost  complete  degeneration  of  both 
pyramids.  Sections  of  the  cord  show  degeneration 
of  both  crossed  pyramidal  tracts  and  of  one  direct 
pyramidal  tract.  The  myelin  seems  to  have  been 
removed  rather  diffusely  from  the  cord,  a picture 
which  one  would  expect  from  the  widespread  vas- 
cular and  inflammatory  lesion.” 

Report  of  Case  No.  2 

Admitted  to  University  Hospital  August  22,  1917; 
nationality,  Hungarian;  white;  aged  39.  Diagnosis: 
Progressive  muscular  atrophy;  born  in  Hungary. 

Family  history. — Negative.  Patient  has  three  chil- 
dren in  good  health.  One  died  of  accidental  poison- 
ing. Patient  has  been  married  twice.  First  wife 
died  of  pneumonia. 

Personal  history. — Occupation:  Freight  handler. 

No  injuries  or  operations.  Previous  health  good. 
No  history  of  venereal  disease. 

Present  illness. — Began  in  January,  1917,  and  on 
the  20th  day  of  the  month  had  to  give  up  work 
because  of  inability  to  use  hands,  especially  the  left. 
This  slowly  spread  to  the  right  hand  and  then  the 
arms  became  affected.  Weakness  increased  until 
now  patient  is  unable  to  hold  articles.  Loss  of 
sensation  still  present,  but  not  increased.  A few 
months  later,  condition  appeared  in  legs,  and  now 
has  been  bedridden  for  five  months  because  of 
weakness  and  inability  to  hold  himself  on  his  feet. 
During  the  last  few  months,  vision  has  been  bother- 
ing him.  Has  never  seen  double;  no  squinting. 
Patient  has  trouble  in  starting  urine.  Patient  has 
lost  weight,  50  to  60  pounds,  during  past  eight 
months.  No  pain  or  discomfort.  Weakness  and  in- 
ability to  handle  extremities.  No  trouble  with 
speech.  No  convulsions.  Diminished  sensation  over 
hands  and  legs. 

Examination. — Skin  is  flabby;  in  folds  over  body. 
Unable  to  co-ordinate  movements  or  move  extremi- 
ties to  any  extent.  Skin  is  dry  and  cold.  There  is 
a sebaceous  cyst  the  size  of  a walnut  on  top  of  the 
head.  Eyes:  Pupils  dilated  right  and  left,  no  re- 
action to  light  and  accommodation.  Right  pupil 


is  slightly  irregular.  No  nystagmus  or  strabismus. 
Ears  negative;  mucous  membrane  negative;  pyor- 
rhea present;  tonsils  small;  throat  negative; 
tongue  protrudes,  midline  with  coarse  tremor. 
There  are  a few  glands  in  the  neck  anterior  and 
posterior.  There  is  a scar  in  the  mastoid  region. 
Thyroid  negative;  chest  negative;  heart  normal;  ab- 
domen negative;  pulse  normal,  rhythm  O.  K. ; geni- 
tals O.  K.;  extremities  atrophied  throughout.  Hands 
interossei  atrophy,  claw  shaped.  Muscular  power 
reduced,  practically  absent.  Knee  jerks,  ankle  jerks, 
biceps,  triceps,  bilaterally  lost,  not  obtained  by  re- 
inforcement. No  ankle  clonus,  no  Babinski,  etc. 
Fundi  discs  fairly  clear,  vessels  normal.  Retina  pig- 
mented. 

Diagnosis:  Progressive  muscular  atrophy. 

September  15,  1917,  cervical  gland  much  larger 
than  on  admission,  firm.  Tuberculosis?  Hodgkins? 

Neurological. — Cranial  nerves:  I,  O.  K.;  II,  failing 
vision;  III,  IV,  and  VI,  rapid  nystagmus,  either  side. 
Ocular  movements,  O.  K.  Pupils,  no  reaction  to 
light  and  accommodation;  V,  O.  K. ; VII,  O.  K.; 
VIII,  watch,  right  6 inches,  left  44  inches;  Weber 
negative;  IX  and  XII,  pharyngeal  reflex  sluggish. 
Trapezius  right,  marked  impairment.  Cornea  im- 
paired markedly.  Reflexes,  biceps,  triceps,  absent. 
Supinator  impaired.  Abdominals  absent;  knee  jerks 
absent;  Achilles  absent;  no'  Gorden,  etc.;  clonus  ab- 
sent; pricking  sensation  in  all  extremities;  wrorse 
after  use  of  hands  and  legs.  Pressure  sense,  O.  K. ; 
position,  O.  K. ; dysmetria  marked;  asynergia 
marked;  no  spasticity. 

Musculature:  Thenar,  hypothenar  almost  gone, 
prayer  hand.  Left  thumb  muscles  weak;  interossei 
atrophied;  right  hand  same  as  left.  Marked  atrophy 
of  feet,  leg  muscles,  calf  muscles;  inability  to  walk. 
Paresthesia  in  legs  and  feet.  Speech  thick  and  slow. 
Patient  can  not  drink  as  well  as  before.  Swallowing 
and  speech  more  involved.  Fibrillary  tremors  in 
arms,  legs,  and  shoulders.  Vibration  sense  impaired 
in  hands.  Hypesthesia,  impairment  pin  prick  feet, 
less  extent  in  legs.  Partial  anesthesia  on  plantar 
and  dorsal  surface  of  feet.  Bulbar  symptoms  de- 
veloped. Marked  inco-ordination.  Urine  O.  K. ; 
blood  count  4,516,000,  5,140,000;  white  count  8,800, 
10,900. 

August  25,  1917:  Blood  Wassermann  negative; 
spinal  fluid  clear;  Nonne  1 plus;  colloidal  gold 
11100000,  negative.  Wassermann  negative.  Blood: 
Creat.  5.03;  blood  sugar  20  per  cent;  urea  N.  17.2. 
X-ray  sella  turcica  negative.  Patient  died  October 
31,  1917,  at  7:40  a.  m. 

Autopsy  diagnosis:  General  muscular  atrophy. 

Mild  chronic  endocarditis.  Marked  anthracosis  of 
lungs.  Mild  congestion  of  liver.  Marked  conges- 
tion of  both  kidneys.  Tumor  mass  on  left  side  of 
neck.  Ulcer  of  right  scapula.  Sebaceous  cyst  on 
scalp. 

Microscopic  examination  of  spinal  cord  shows  oc- 
casional arterial  changes,  thickening  of  intima,  cal- 
cification, hyaline  degeneration  of  vessel  walls,  with 
infrequent  peri-vascular  lymphocytic  infiltration. 
Columns  of  Goll  and  Burdach  show  marked  degen- 
eration. Posterior  rootlets  and  posterior  root  gan- 
glia show  varing  degrees  of  degeneration,  thick- 
ened meninges,  endarteritic  meningeal  vessels.  An- 
terior columns  show  marked  anterior  horn  cell  de- 
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generation  with  a decrease  in  the  number  of  cells 
and  degeneration  of  anterior  roots. 

A similar  picture  is  shown  in  the  bulbar  nuclei 
in  medulla  and  midbrain,  namely,  endarteritis  with- 
out much  lymphocytic  infiltration  and  nuclear  cell 
degeneration.  The  pathological  picture  is  that  of 
typical  tabes  dorsalis  with  progressive  muscular 
atrophy. 

SUMMARY 

Case  No.  1 showed  widespread  luetic  endar- 
teritis with  a clinical  syndrome  which,  at  various 
stages,  could  have  been  diagnosed  progressive 
muscular  atrophy,  multiple  sclerosis — amyo- 
trophic sclerosis,  pseudo-bulbar  palsy  and  tabes 
dorsalis.  Pathologically,  there  was  degeneration 
of  nerve  cells,  columns  or  tracts  from  vessel 
disease  to  account  for  all  this  varied  symptom- 
atology. 

The  variation  in  neurological  findings  from 
year  to  year  may  be  readily  accounted  for  on  the 
basis  of  the  widespread  vascular  disease  affect- 
ing, at  different  periods,  various  parts  such  at 
the  anterior  columns,  dorsal  columns,  lateral  col- 
umns, and  finally  the  bulbar  nuclei  and  the  py- 
ramidal tract  above  the  medulla.  Pathologically 
and  clinically  this  patient  had  every  disease  listed 
excepting  multiple  sclerosis.  The  point  to  be 
made  is  that  the  underlying  condition  was  an  in- 
flammatory vascular  disease  undoubtedly  luetic. 
No  other  known  infection  presents  this  vascular 
pathology. 

Case  No.  2 showed  clinical  progressive  mus- 
cular atrophy,  tabes  dorsalis,  and  finally  bulbar 
palsy.  Pathologically  there  was  degeneration  of 
nerve  elements  apparently  dependent  upon  old 
vascular  disease  without  many  recent  inflamma- 
tory signs,  the  entire  process  being  quite  similar 
to  that  in  Case  No.  1 with,  however,  less  lateral 
column  degeneration,  more  pronounced  dorsal 


column,  dorsal  root,  and  anterior  horn  cell  de- 
generation, and  less  diffuse  and  perivascular 
lymphocytic  infiltration. 

Pathologically,  both  cases  were  syphilitic. 
Only  one  Wassermann  test  of  blood  and  spinal 
fluid  was  made  in  Case  No.  2.  In  Case  No.  1, 
however,  repeated  Wassermanns,  both  of  blood 
and  spinal  fluid,  were  negative.  Syphilis  was 
not  diagnosed  in  Case  No.  1 probably  entirely 
because  of  negative  serology. 

CONCLUSIONS 

Negative  serological  results  in  degenerative 
nervous  disease  do  not  rule  out  syphilis.  Luetic 
endarteritis,  especially,  is  apt  to  produce  wide- 
spread or  scattered  clinical  syndromes  typical  of 
progressive  muscular  atrophy,  amyotrophic  lat- 
eral sclerosis,  tabes  dorsalis,  bulbar  palsy,  pseudo 
bulbar  palsy,  or  multiple  sclerosis. 

The  authors  have  several  additional  cases, 
similar  to  the  above  two,  now  under  observation. 
These  will  be  reported  at  a later  date. 
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Part  II 

In  considering  various  methods  and  means  of 
utilizing  the  therapeutic  values  of  ultraviolet 
and  some  other  rays,  we  must  take  into  con- 
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sideration  perhaps,  first,  to  what  extent  the  ul- 
traviolet rays  are  available  and  which  of  these 
are  of  the  greatest  therapeutic  value.  Of  course, 
the  oldest  and  best  known  source  of  ultraviolet 
ray  is  that  derived  from  sunlight.  It  has  been 
said  on  good  authority  that  the  ultraviolet  ray 
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constitutes  from  1 to  5 per  cent  of  the  total 
sun’s  rays  at  midday  in  July,  but  during  the 
winter  months  less  than  1 /20th  of  this  amount. 
Experiments  carried  out  at  Toronto  show  that 
the  sun  rays  during  December,  January,  and 
February  have  little,  if  any,  antirachitic  effect, 
and  experiments  in  Chicago  would  show  that 
there  was  practically  no  therapeutic  ultraviolet 
ray  during  these  months.  There  is  a sharp  in- 
crease occurring  in  March  with  an  ever  increas- 
ing intensity  until  August  with  a rapid  disap- 
pearance in  November.  This  is  especially  true 
of  the  shorter  ultraviolet  waves.  Then  one 
might  say  that  for  all  therapeutic  purposes  in 
this  region  where  we  live  the  sun  practically 
sets  in  November  and  does  not  rise  again  until 
March.  However,  during  nine  months  of  the 
year  great  benefit  may  be  derived  from  judicial 
exposure  of  the  naked  skin  to  direct  sun  rays. 
There  are  certain  tonic  effects  that  cannot  be 
scientifically  estimated  or  explained,  as  well  as 
certain  specific  effects  in  some  types  of  tuber- 
culosis, and  in  rickets  and  malnutrition.  It  is 
believed  that  these  effects  are  due  largely  to  the 
ultraviolet  part  of  the  solar  spectrum.  It  has 
been  said  by  an  eminent  authority  that  a child 
will  progress  better  when  deprived  of  visible 
light  rays  than  it  will  if  deprived  of  the  ultravio- 
let rays.  The  direct  sunlight  does  not  contain  the 
veryr  short  ultraviolet  waves  to  any  great  extent 
as  they7  are  filtered  out  before  reaching  the  earth 
by  the  dust  and  smoke  of  the  lower  atmosphere. 
On  top  of  the  highest  mountain  we  might  ex- 
pect a wave  length  as  short  as  2,900  at  midday 
in  July7.  However,  for  practical  purposes  it  is 
Quite  safe  to  say7  that  there  is  little  available  be- 
low 3,100.  The  reason  for  this  is  that  the 
shorter  wave  lengths  are  rapidly  absorbed  in  the 
ozone,  and  if  it  were  not  for  this  it  would  prob- 
ably be  impossible  for  life  to  be  sustained  on 
earth.  There  are  two  methods  of  direct  sun 
exposure  in  use  for  children,  the  one  commonlv 
used  for  adults  and  which  may  be  used  for  chil- 
dren, although  not  as  successfully,  is  that  of 
dividing  the  body  into  five  parts,  the  first,  feet 
and  ankles ; the  second,  ankles  to  knees ; and 
third,  knees  to  hips ; the  fourth,  hips  to  chest ; 
fifth,  chest  to  neck,  the  general  plan  being  to 
expose  the  first  part  five  minutes  the  first  day, 
ten  minutes  the  second  day  with  five  minutes 
exposure  for  the  second  part ; on  the  third  day, 
i 15  minutes  for  the  first  part,  ten  for  the  second, 
and  five  for  the  third.  On  the  fourth  day,  20 
for  the  first,  15  for  the  second,  ten  for  the  third 
and  five  for  the  fourth  ; and  on  the  fifth  day, 
an  increase  of  five  minutes  for  each  of  the  parts 


already  exposed  and  a beginning  five  minutes 
on  the  chest.  These  exposures,  of  course,  being 
duplicated  on  the  front  and  back.  The  ex- 
posures are  increased  in  time  until  sometimes 
as  long  as  three  hours,  and  a daily  exposure  of 
this  type  may  be  kept  up  for  many  months.  This 
is  especially^  applicable  in  the  treatment  of  bone, 
joint,  and  glandular  tuberculosis.  It  is  wise  in 
this  intensive  method  of  exposure  to  take  tem- 
perature and  pulse  reading  directly  after  each 
exposure  and  again  in  thirty  minutes.  The 
temperature  must  be  back  within  a degree  of 
normal  and  the  pulse  within  20  points  of  nor- 
mal, or  the  exposure  on  the  following  day  re- 
duced accordingly. 

The  other  method,  which  we  believe  is  more 
practical  with  infants  is  as  follows : 

The  child  should  be  exposed  on  a cot,  bench, 
table,  or  on  the  floor  in  the  direct  sunlight  each 
day.  The  first  d ay  expose,  stripped,  \/2  min- 
utes front  and  1 J4  minutes  back ; the  second  day, 
3 minutes  front  and  3 minutes  back;  the  third 
day,  minutes  front  and  4 ^ minutes  back; 
etc.,  increasing  \]/  minutes  front  and  back  each 
day  until  the  baby  is  being  exposed  for  30  min- 
utes, 15  minutes  front  and  15  minutes  back. 

I he  exposure  should  be  made  on  a white  sheet 
or  blanket  which  will  reflect  the  rays  and  which 
will  add  much  to  the  intensity7  of  the  treatment. 
It  is  not  practical  to  keep  children  quiet  much 
longer  than  this,  and  I believe  that  the  tendency 
to-day  is  to  over-irradiate  rather  than  to  under- 
expose. In  all  forms  of  ultraviolet  radiation 
one  must  constantly  remember  the  very  minimal 
penetration  of  the  short  ray  and  that  exposure 
of  too  prolonged  a period  has  a tendency  to 
cause  an  intense  pigmentation  in  some  individu- 
als and  a decided  thickening  of  the  epidermis 
in  others,  and  for  the  best  therapeutic  results 
the  skin  should  be  exposed  only  to  that  point 
where  it  still  retains  its  natural  ability  to  ab- 
sorb. For  example,  it  was  my  experience  last 
winter  to  see  a child  seventeen  months  of  age, 
of  Northern  parentage,  but  born  in  Florida,  and 
whose  skin  had  been  directly  exposed  to  the  in- 
tense Florida  sunshine  daily  from  birth  and 
this  child,  though  beautifully  tanned  and  well 
nourished  had  marked  rickets  as  evidenced  by 
bowed  legs,  loose  joints,  and  beading  of  the  ribs. 
In  this  case  cod  liver  oil  is  proving  an  effective 
remedy,  but  theoretically  I believe  that  this 
child’s  skin  had  become  so  resistant  from  over- 
exposure in  very  early  life  that  it  ‘had,  for  a 
long  time,  leaving  no  benefit  from  the  sun. 

Before  leaving  the  subject  of  direct  exposure 
I wish  to  mention  the  practicability  of  the  little 
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sun  suits  which  are  now  on  the  market  and  give 
an  exposure  of  the  considerable  areas  of  the 
body  without  affecting  the  sensibility  of  the 
mother.  One  should  not  depend  entirely  upon 
direct  sun  exposure  for  the  cure  of  rickets  as 
there  is  little  of  the  rays  which  are  most  effec- 
tive for  the  cure  of  rickets  in  the  ordinary  direct 
sunlight,  the  antirachitic  ultraviolet  band  being  set 
by  various  authors  from  2,700  to  3,000,  from  2,500 
to  3,020,  and  from  2,900  to  3,100.  Now,  con- 
sidering that  it  is  said  on  good  authority  that 
there  is  little  wave  length  shorter  than  3,090  in 
the  direct  sunlight,  apparently  there  is  only  a 
moderate  amount  of  the  antirachitic  wave  avail- 
able. However,  we  do  know  that  the  occurrence 
of  rickets  is  much  less  indeed  in  infants  born 
during  the  summer  months  than  in  those  born 
during  the  winter  months. 

Our  next  consideration  in  the  use  of  ultra- 
violet therapy  will  be  that  of  those  various  tvpes 
of  window  glass  and  window-glass  substitutes. 

As  soon  as  one  leaves  the  direct  sunlight  ther- 
apy as  in  the  case  of  cod  liver  oil  therapy  we 
encounter  a highly  commercialized  viewpoint, 
and  in  the  past  two  or  three  years  a number  of 
substitutes  for  ordinary  window  glass  have  been 
offered  because  of  their  supposed  ability  to  al- 
low the  passing  through  of  the  therapeutic  ultra- 
violet ray.  Ordinary  window  glass,  even  of  the 
thinnest  variety,  shuts  out  all  rays  under  3,100. 

I he  best  substitute  is  a fused  quartz  which 
transmits  an  average  of  92  per  cent  at  a thick- 
ness of  4.7  millimeters.  The  second  glass  of 
value  is  known  as  Corex,  which  at  a thickness 
of  2.8  millimeters  transmits  89  per  cent.  These 
two  glasses,  however,  are  so  expensive  as  to 
make  them  impractical  for  ordinary  home  use. 
From  these  we  drop  to  glasses  sold  under  the 
trade  names  of  Heloglass,  transmitting  56  per 
cent,  Yitaglass,  transmitting  44  per  cent,  and 
Celloglass,  transmitting  30  per  cent  and  other 
glasses  of  still  less  transmission  efficiency.  How- 
ever, in  selecting  these  lower  grade  glasses  one 
must  consider  that  they  only  transmit  the 
amounts  aforesaid  when  bright  and  clean  and 
new,  and  that  within  a comparatively  few  hours 
of  exposure  to  the  sun  and  the  dust  and  the  dirt 
of  the  atmosphere,  the  amount  of  transmission  is 
very  rapidly  and  greatly  depreciated. 

We,  in  this  region,  should  also  consider  that 
during  that  part  of  the  year  in  which  it  is  nec- 
essary to  use  a glass  protection  from  the  out- 
side air  there  is  not  a large  amount  of  thera- 
peutic ultraviolet  ray  in  the  sunlight,  and  little 
to  be  gained  by  using  other  than  ordinary  win- 
dow glass.  Leaving  consideration  of  the  direct 


sun  ultraviolet  ray  exposure  we  turn  to  the  va- 
rious tvpes  of  lamps  for  artificial  ultraviolet  ray 
production.  In  simple  terms  the  various  kinds 
of  apparatus  may  be  divided  into  the  mercury 
vapor  quartz  lamp  type  and  the  carbon  arc  lamp 
type,  and  it  is  here  that  we  meet  with  great  con- 
fusion because  the  commercial  aspects  of  this 
therapy  have  placed  before  physicians  and  the 
public  a large  number  and  variety  of  lamps,  es- 
pecially of  the  carbon  arc  type  for  the  virtues 
of  which  they  make  various  and  sundry  claims. 
For  practical  purposes  the  discussion  of  the  mer- 
cury vapor  quartz  lamp  resolves  itself  into  two 
types  of  burners.  In  one  type,  such  as  used  in 
the  Burdick  and  several  other  lamps,  we  have  a 
mercury  vapor  arc  with  a tungsten  electrode  at 
one  end  and  a mercury  electrode  at  the  other, 
and  in  the  other  type  such  as  used  in  the  Han- 
ovia  and  some  other  lamps,  there  is  a mercury 
electrode  at  both  ends.  It  is  reputed  that  there 
is  little  difference  in  these  types  on  a direct  cur- 
rent. In  this  type  of  lamp  the  initial  cost  is 
rather  large,  the  usual  price  range  being  from 
$300  to  $450,  depending  somewhat  on  the  style 
of  the  lamp  and  the  number  of  devices  con- 
nected with  it.  However,  the  operating  cost  of 
these  lamps  is  comparatively  low,  the  intensity 
of  the  therapeutic  ultraviolet  ray  being  so  great 
that  short  exposures  suffice.  The  electrical  cur- 
rent at  4j4  amperes,  which  is  the  amount  these 
lamps  use  after  they  are  warmed  up,  amounts 
to  only  a few  cents  per  hour.  These  lamps  are 
so  well  constructed  that  there  is  very  little  vari- 
ation in  their  intensity,  and  they  do  not  depre- 
ciate in  the  amount  of  ultraviolet  delivered  un- 
til after  many  months  of  use.  I believe  that  this 
type  of  lamp  is  the  one  of  choice  for  office  prac- 
tice where  the  length  of  time  of  exposure,  the 
space  occupied,  and  the  number  of  patients  to 
be  treated  are  of  importance.  As  stated  before 
the  tendency  to  over-expose  is  very  great.  For 
a tonic  effect  and  for  the  treatment  of  rickets 
and  tetany  a suberythema  dose  is  the  one  of 
choice.  The  longer  experience  we  have  in  the 
use  of  this  type  of  lamp,  the  more  we  are  con- 
vinced of  the  efficiency  of  short  exposures  at 
not  too  frequent  intervals.  It  is  the  practice  in 
my  office  to  give  exposures  three  times  weekly, 
with  the  lamp  at  30  inches  from  the  skin — 1 
minute  front  and  1 minute  back  first  day,  in- 
creasing the  time  gradually  at  each  exposure 
until  15  minutes  front  and  back  are  reached  on 
the  tenth  treatment.  By  this  time,  the  skin  will 
either  be  deeply  pigmented  or,  more  often,  will 
show  a definite  thickening  and  coarsing  and  it  is 
questionable  if  there  is  great  value  in  continuing 
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exposures  further  until  the  skin  regains  some 
of  its  normal  ability  to  absorb  the  ray.  I he 
treatments  have  proved  an  unexcelled  remedy 
in  children  who,  during  the  winter  months,  suf- 
fer from  chronic  upper  respiratory  infection 
accompanied  by  loss  of  appetite,  anemia,  fatigue 
and  malnutrition.  The  ultraviolet  ray  apparent- 
ly stimulates  the  normal  defensive  function  of 
the  individual  and  it  is  surprising  how  quickly 
they  improve  under  this  treatment.  We  have 
numbers  of  children  who  take  such  treatments 
in  December  and  January  routinely  as  a pro- 
phylactic measure,  and  it  is  reasonable  to  sup- 
pose that  many  individuals  who  lose  their  re- 
sistance after  the  disappearance  of  the  ultra- 
violet ray  from  the  direct  sunlight  would  be  ben- 
efited by  such  a measure.  This  treatment  is  al- 
so a specific  for  rickets  and  tetany,  the  theory 
being  that  the  ergestrol  which  is  present  in  the 
skin  becomes  activated  by  the  ultraviolet  ray 
being  absorbed  through  the  capillaries  and  thus 
rapidly  influences  calcium  and  phosphorus  me- 
tabolism. This  theory  is  borne  out  by  an  ex- 
periment which  proved  that  when  rachitic  rats 
were  fed  the  skin  of  other  rats  who  had  been 
irradiated  and  killed  they  rapidly  returned  to 
normal. 

Experiments  have  shown  that  either  cod  liver 
oil  or  ultraviolet  ray  will  cure  rickets,  but  that 
when  both  are  given  the  return  to  normal  is  more 
rapid.  Much  has  been  written  of  the  value  of 
ultraviolet  therapy  in  the  treatment  of  surgical 
tuberculosis,  and  those  who  have  had  wide  ex- 
perience believe  that  it  is  almost  a specific.  It 
is  believed  that  the  direct  sun  is  somewhat  su- 
perior to  the  artificial  ultraviolet  ray  in  these 
cases.  Something  has  been  written  of  the  bac- 
teriocidal properties  of  the  ultraviolet  ray.  Such 
properties  as  it  seems  to  possess  are  probably 
largely  in  the  very  short  waves.  In  the  treat- 
ment of  skin  diseases  it  is  necessary  to  produce 
an  erythema  or  even  a blistering  reaction  and 
good  effects  have  been  claimed  in  many  types 
of  skin  conditions  where  the  treatment  has  been 
properly  carried  out.  The  heat  radiated  from 
the  ultraviolet  lamp  is  not  supposed  to  travel 
much  beyond  8 inches,  so,  therefore,  for  the 
purposes  of  intense  ultraviolet  reaction,  the 
burner  may  safely  be  brought  within  10  inches 
of  the  skin  without  danger  of  a heat  ray  burn. 
There  is  not  much  positively  known  about  the 
biological  reaction  of  the  shorter  wave  lengths, 
but  theoretically  at  a distance  of  30  inches  the 
air  filters  out  a large  number  of  the  shorter 
waves  before  they  reach  the  skin,  and  the  30 
inch  erythema  would  then  be  caused  by  quite  a 


different  wave  length  than  that  from  a 10  inch  dis- 
tance. Certainly  the  reaction  in  the  skin  is  much 
more  intense  in  the  10  inch  distance  than  the  30 
inch  distance  and  the  former  may  have  decidedly 
more  bacteriocidal  properties.  There  are  some 
phvsiological  changes  from  ultraviolet  therapy 
in  tonic  doses  such  as  an  increase  in  hemoglobin 
and  red  cells  in  the  presence  of  an  anemia,  an 
increase  in  the  calcium  and  phosphorus  in  the 
blood  serum  if  they  are  sub-normal  and  a rather 
transitory  increase  with  an  erythema  dose  in  the 
bacteriophagic  and  bacteriolytic  power  of  the 
blood  serum  and  leucocytes  for  streptococcus 
and  pneumococcus  and  staphlococcus. 

Now  coming  to  the  other  type  of  artificial 
ultraviolet  producing  apparatus,  that  is,  the  car- 
bon arc  lamp,  there  are  a great  variety  of  these 
on  the  market,  all  of  which  probably  have  some 
virtue,  but  none  of  which  can  be  said  from  a 
practical  therapeutic  standpoint  to  have  the  qual- 
ities of  the  mercury  vapor  quartz  burners.  Prob- 
ably the  Eveready  Sunshine  Lamp,  marketed  by 
the  National  Carbon  Company,  is  one  of  the 
most  practical  value.  This  lamp  sells  for  about 
$140.  It  is  made  to  burn  various  types  of  car- 
bon, is  automatic,  and  has  sufficient  safeguards 
to  make  it  fairly  safe  for  use  by  the  amateur. 
The  National  Carbon  Company  produce  prac- 
tically all  the  carbons  that  are  used  by  any  of 
the  carbon  arc  lamps.  The  two  carbons  most 
commonly  used  are  the  A and  C carbons.  The 
A carbon  produces  a spectrum  closely  simulat- 
ing natural  sunshine,  while  the  C carbon  pro- 
duces a spectrum  more  nearly  simulating  that 
of  mercury  vapor  quartz  lamp.  In  order  to 
produce  the  spectrum  advertised  in  the  litera- 
ture for  this  lamp  with  the  A and  C carbons, 
one  would  have  to  use  30  amperes  with  50  volts 
going  over  the  arc,  and  one  can  readily  see  that 
such  an  amperage  becomes,  as  compared  with 
the  4j4  amperes  of  the  mercury  vapor  quartz 
lamp,  not  only  much  more  expensive  in  electrical 
consumption,  but  the  average  house  wiring 
would  not  be  able  to  carry  it.  Therefore,  these 
lamps  are  built  to  use  only  11  amperes,  which 
means  that  to  obtain  the  same  effect  the  time 
of  exposure  must  be  greatly  prolonged.  Even 
using  the  therapeutic  C carbons  which  have  a 
metal  core  and,  as  stated  before,  closely  simu- 
late the  ultraviolet  spectrum  of  the  mercury 
vapor  quartz  burner,  it  would  take  an  exposure 
of  at  least  ten  times  as  long  to  gain  the  same 
effect.  And  when  one  uses  the  Sunshine  carbon 
A,  even  on  long  exposure,  there  is  probably  very 
little  of  the  true  ultraviolet  therapeutic  ray  avail- 
able ; moreover,  for  home  use  these  lamps  are 
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fitted  with  a glass  window  which  further  de- 
creases the  therapeutic  effect.  However,  there 
is  little  doubt  that  the  tonic  effct  from  these  ex- 
posures is  of  considerable  value. 

Going  down  the  line  from  this  type  of  arc 
lamp  we  come  to  a variety  of  lamp  which  sells 
for  less  than  $50.  Most  of  these  are  made  to 
burn  the  National  Carbon  Company  A carbon. 
As  a matter  of  fact  the  C carbon  is  only  per- 
mitted to  be  sold  to  physicians.  The  smaller 
lamps  usually  burn  only  from  seven  amperes  and 
the  time  of  exposure  for  beneficial  results  nec- 
essarily  is  greatly  prolonged.  They  probably  have 
no  specific  antirachitic  effect,  but  may  be  of  con- 
siderable' value  in  the  home  where  the  length 
of  time  exposure  is  of  no  consequence.  These 
lamps  are  not  automatic  and  the  carbons  have  to 
be  readjusted  about  every  four  minutes  which 
means  a decided  variation  in  intensity  of  the 
ray  production.  The  carbon  arc  lamps  give  off 
a certain  amount  of  carbon  and  soot  and  a con- 
siderable quantity  of  heat.  Any  glass  filter 
placed  in  front  of  this  arc  soon  becomes  coated 
with  material  which  rapidly  absorbs  the  shorter 
ultraviolet  rays  and,  therefore,  will  have  to  be 
cleaned  frequently.  The  cost  of  the  carbons 
amounts  to  30  to  40  cents  per  hour  of  treatment 
which,  to  a material  extent,  soon  offsets  the  low 
initial  outlay. 

CONCLUSION 

First,  every  child  born  in  this  region  and  un- 
treated will  probably  develop  rickets  to  some  de- 
gree at  some  time  during  the  first  year  of  life. 

Second,  cod  liver  oil  depending  on  vitamin 
A and  vitamin  D content  should  be  given  to  all 
infants  during  the  winter  months  to  the  amount 
of  from  one  to  three  teaspoonfuls  daily. 

Third,  sunbaths  during  the  summer  are  a 
simple,  practical,  and  efficient  method  for  pro- 
moting growth,  increasing  natural  resistance  and 
preventing  rickets  and  should  be  advised  for 
every  child  during  infancy  and  early  childhood. 

Fourth,  the  mercury  vapor  quartz  lamps  are 
a valuable  therapeutic  agent  and  may  well  be 
included  in  the  office  equipment  of  every  phy- 
sician. 

Fifth,  the  carbon  arc  lamps,  while  more  limited 
as  to  therapeutic  value  may  well  be  used  in 
the  home  for  the  general  tonic  effect,  especially 
lamps  of  good  construction,  burning  the  sun- 
shine A carbon. 

DISCUSSION 

Dr.  E.  A.  Pittf.nger  (Aberdeen,  S.  D.):  In  listen- 
ing to  the  Doctor’s  very  excellent  paper  the  thing 
that  impressed  me  most  was  the  fact  that  he  said 


that  every  baby  born  in  the  temperate  zone  was  a 
potential  case  of  rickets.  I think  most  of  us  doing 
any  baby  work  realize  that.  When  coming  to  South 
Dakota,  in  1921,  the  incidence  of  rickets  in  chil- 
dren coming  under  my  care  was  quite  different 
from  what  I had  noticed  in  Chicago. 

We  started  to  give  cod  liver  oil,  and  for  some 
reason  the  South  Dakota  babies  vomited  up  our 
cod  liver  oil,  and  we  could  not  get  them  to  retain 
it.  We  had  every  mother  bring  in  a bottle  of  cod 
liver  oil  that  the  baby  vomited  and  tested  the  acidity 
of  it.  You  know  cod  liver  oil  becomes  rancid  and 
develops  a fatty  acid  which  is  very  irritating  to  the 
stomach.  In  testing  samples  of  the  cod  liver  oil 
we  found  some  of  them  contained  ten  times  as 
much  acid  as  cod  liver  oil  should  contain,  so  we 
started  to  check  up  on  the  drug  stores. 

We  found  that  some  of  the  drug  stores  had  had 
this  cod  liver  oil  in  gallon  containers  in  the  back 
room  of  the  store  for  it  was  hard  to  tell  how  many 
years.  The  result  was  the  cod  liver  oil  would  not 
be  retained  by  the  babies. 

We  prescribed  a cod  liver  oil  that  was  bottled, 
and  we  tried  to  get  all  our  patients  to  go  to  one 
or  two  drug  stores  so  as  to  warrant  a turnover 
of  cod  liver  oil  from  this  particular  place,  enough 
so  that  the  oil  would  not  become  rancid.  Immedi- 
atelv  we  had  less  trouble  with  vomiting. 

The  doctors  who  practice  in  this  region,  I feel, 
are  very  fortunate  in  having  such  an  excellent  dis- 
cussion of  our  two  most  important  therapeutic  means 
of  preventing  rickets;  that  is,  the  giving  of  cod 
liver  oil  and  the  use  of  the  ultraviolet  light. 

1 have  been  using  crgosterol  which  the  Doctor 
mentioned,  for  a year  and  a half.  I got  some  from 
the  Mead  Johnson  people  and  have  only  used  it  in 
cases  where  some  of  the  babies  were  unable  to  take 
cod  liver  oil.  Whether  that  was  due  to  the  fact  that 
the  baby  did  not  take  the  cod  liver  oil  or  whether 
the  mother  had  an  aversion  to  oil,  was  pretty  hard 
to  tell.  Anyhow,  we  did  not  get  the  cod  liver  oil 
down  the  baby,  so  we  started  to  give  this  form 
of  ergosterol.  I have  not  had  any  trouble  with  it. 

We  have  had  some  X-rays  taken  of  babies  who 
have  been  on  this  as  long  as  eleven  months,  and  we 
arc  not  able  to  demonstrate  any  X-ray  rickets. 
Those  babies  which  were  unable  to  take  cod  liver 
oil  and  were  placed  on  ergostferol  seem  to  get  along 
all  right. 

Some  months  ago  an  article  appeared  in  the  Journal 
of  the  A.  M.  A stating  that  this  product  was  being 
removed  from  the  market.  I had  not  received  any 
from  the  general  market,  the  company  having  sent 
all  I had  used.  I wrote  and  asked  them  their  reason 
for  removing  it  from  the  market.  They  said  they 
were  removing  it  from  the  market  because  of  the 
results  of  some  experiments  that  had  been  con- 
ducted in  Germany  and  they  had  established  fellow- 
ships in  five  universities  to  see  whether  or  not  the 
results  were  the  same  that  they  had  secured  in 
Germany. 

About  six  weeks  ago  I received  a letter  from  the 
company,  a report  from  one  of  the  universities,  and 
they  had  not  been  able  to  duplicate  the  results  that 
they  had  obtained  in  Germany,  and  if  the  other 
fellowships  were  able  to  bring  similar  results  they 
thought  before  long  they  would  have  this  drug 
back  on  the  market.  They  were  going  to  take  a 
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great  deal  of  time  to  work  it  out  to  be  sure  they 
were  not  putting  out  anything  that  would  cause 
harm.  If  you  want  to  get  this  drug  simply  write 
to  the  company  and  they  will  send  it  to  you.  Of 
course  you  have  to  give  it  on  your  own  responsi- 
bility. 

In  regard  to  the  mercury  arc  vapor  light:  I was 
very  glad  to  hear  the  Doctor  say  that  he  felt  prac- 
tically all  of  us  were  giving  too  much  ultraviolet 
light;  that  is,  our  exposures  are  too  long. 

I had  a rather  unfortunate  experience  in  my  own 
home  this  last  year.  A child  had  been  given  the 
ultraviolet  light  under  the  direction  of  a technician. 
An  over-enthusiastic  salesman  came  along  and 
talked  him  into  giving  a dose  that  was  a little  too 
much.  The  first  thing  we  noticed  was  that  our  baby 
was  irritable  and  then  the  baby  became  quite  rest- 
less at  night  and  would  not  eat.  In  checking  over 
to  see  what  was  the  cause,  about  the  only  thing  we 
could  figure  out  was  the  light,  so  we  cut  out  the 
ultraviolet  light  completely  for  some  time  with  con- 
siderable improvement.  We  had  been  giving  a very 
large  dose. 

At  a meeting  of  the  Central  States  Pediatric  So- 
ciety in  Pittsburgh  last  fall,  a discussion  of  the 
lights  came  up  and  they,  experimentally,  three  min- 
utes once  a week,  administered  the  light  and  said 
that  that  was  sufficient  to  prevent  rickets.  That  is 
much  less  than  any  of  us  has  been  giving.  I think, 
however,  that  we  can  give  considerably  more  than 
that  without  much  trouble. 

I do  think  that  we  should  not  leave  this  to  the 
technician.  All  ultraviolet  treatment  should  be  un- 
der the  care  of  a physician,  and  the  physician  should 
check  over  these  children.  If  you  notice  that  they 
are  getting  nervous  and  falling  off  in  their  appetites, 
cut  down  on  the  amount  of  ultraviolet  light. 

I do  not  condemn  it,  but  I say  that  it  should  be 
used  with  caution.  It  is  one  of  the  finest  means  we 
have  of  preventing  rickets,  but  as  with  a great 
many  other  things,  a little  of  it  is  good,  but  too 
much  may  not  be  so  good.  I feel  that  we  should 
use  a great  deal  of  caution  in  giving  exposures  that 
run  up  to  as  high  as  thirty  minutes. 

Of  course,  nature  puts  a tan  on  the  youngster’s 
skin  and  in  that  way  tends  to  prevent  too  much 
trouble,  but  we  have  some  children  who  have  a 
tendency  to  be  a little  high  strung,  the  reaction 
time  is  a little  faster  than  in  the  average  child,  and 
with  that  child  you  have  to  exercise  caution.  At 
least  that  has  been  my  experience. 

There  is  one  other  thing  which  I think  the  medi- 
j cal  profession  should  take  up  in  connection  with 
these  lights.  That  is  the  advertising  of  these  lights 
j to  the  laity.  These  lights  are  a fine  thing,  but  we 
must  be  careful  about  O.  K.’ing  the  purchase  of  a 
light  in  the  home  of  a family  where  they  are  de- 
pending upon  us  to  give  them  proper  advice. 

If  we  have  to  be  careful  about  giving  ergostcrol, 
which  is  high  in  vitamin  D,  it  seems  to  me  that 
we  should  be  just  as  careful  in  prescribing  ultra- 
violet light,  which  has  the  same  effect  upon  the 
metabolism  of  the  child  as  the  vitamin  D in  the 
drug.  I do  not  see  why  that  is  not  logical,  and  I 
think  if  we  allow  the  promiscuous  use  of  these 
lights  to  go  on  we  are  going  to  have  some  trouble 
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with  the  children  who  come  under  our  care. 

1 want  to  thank  the  Doctor  for  his  very  fine  clinic 
this  morning  and  for  his  very  excellent  paper.  (Ap- 
plause.) 

Dr.  B.  H.  Unruh  (Emery,  S.  D.):  I should  like 
to  ask  how  the  Doctor  determines  the  correct  wave 
length  in  his  light. 

Dr.  Pearce  (closing) : I am  glad  that  Dr.  Piltenger 
brought  out  one  or  two  points  that  I had  not  given 
sufficient  stress  with  regard  to  giving  it  under  the 
direction  of  a physician.  I think  it  is  all  right  to 
take  these  lights  into  the  home  or  to  rent  them  in 
the  home  where  the  physcian  is  prescribing  the 
amount  of  dosage. 

The  tendency  among  the  laity  is  that  if  a little 
light  is  good,  a lot  is  better,  and  they  usually  burn 
themselves  up  with  it  for  the  first  few  days  and, 
I think,  do  a lot  of  damage. 

My  theory  in  giving  light  therapy  is  this:  I think 
every  day  by  giving  a suberythema  dose  you  de- 
velop a certain  amount  of  pigment  and  a certain 
amount  of  thickening  of  the  epiderm.  Consequently, 
if  the  dose  is  increased  the  second  day,  the  actual 
physiological  effects  are  going  to  be  a little  greater 
on  the  second  day  than  it  was  on  the  first  day,  and 
so  on.  My  impression  is  that,  after  you  have  gotten  up 
to  a certain  point,  you  finally  have  a skin  that  doesn’t 
admit  the  absorption  of  any  therapeutic  light. 

In  our  particular  practice  we  offer  them  six,  seven, 
eight,  nine  and  ten  treatments  in  all,  three  exposures 
a week  as  a rule,  and  then  tell  them  to  rest  for  some- 
times as  long  as  six  or  eight  weeks.  Then  we  give 
them  another  series  of  treatments  if  we  think  neces- 
sary. 

With  regard  to  the  advertising  of  these  lamps: 
It  is  true  that  a great  many  of  these  cheaper  lamps 
are  foisted  onto  the  public  and  without  any  physi- 
cian’s endorsement.  The  Eveready  Sunshine  Lamp 
of  the  National  Carbon  Company  was  manufactured 
and  brought  out  in  direct  co-operation  with  the 
authorities  of  the  American  Medical  Association  of 
Chicago  with  their  chemists  and  engineers  and 
physologists,  and  so  forth.  It  is  advertised  in  the 
American  Medical  Association  Journal  and  is  sold  on 
their  sanction.  I think  it  is  a good  lamp.  It  does 
not  have  the  therapeutic  effect,  however,  of  the  mer- 
cury vapor  quartz  lamp.  With  these  cheaper  lamps 
you  can  not  do  very  much  harm  because  you  have 
to  keep  stepping  them  up  every  four  minutes  as 
they  go  out  because  the  arc  is  too  great.  They 
carry  only  seven  amperes,  which  gives  a small  in- 
tensity of  ultraviolet  light.  They  probably  have 
some  tonic  effect. 

So  far  as  determining  the  wave  length  of  a lamp, 
that  can  be  done  by  making  a speertum  of  the 
lamp  to  find  what  your  lamp  is  doing.  These  ultra- 
violet lamps  are  supposed  to  deliver  a certain  amount 
of  ultraviolet  ray  within  a certain  region.  Occasion- 
ally, if  you  want  to  find  out  whether  your  lamp  is 
up  to  where  it  should  be,  you  can  test  it  on  your 
own  skin  very  simply,  to  see  how  long  it  takes  to 
bring  out  an  erythema,  remembering  that  the  ery- 
thema does  not  occur  immediately,  but  is  what  you 
will  see  to-morrow  morning  or  several  hours  later. 
(Applause.) 
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THE  RELATION  OF  NASAL  SINUS  DISEASE  TO  GENERAL  MEDICINE* 

By  Kenneth  A.  Phelps,  M.D. 

MINNEAPOLIS,  MINNESOTA 


The  entire  subject  of  latent  foci  is  one  of  the 
most  interesting  and  absorbing  ones  in  modern 
medical  science.  Recent  medical  literature  is 
replete  with  accounts  of  silent  infection  in  the 
regions  of  the  teeth,  cervix,  uterus,  prostate, 
seminal  vesicles,  and  fibrous  tonsils. 

It  is  well  known  that  the  nasal  sinuses  are  a 
potent  source  of  infection  in  many  chronic  phys- 
ical disabilities,  but  I am  sure  of  my  ground 
when  I assert  that  there  are  a great  many  latent 
sinus  infections  that  pass  unnoticed  and,  conse- 
quently, that  go  without  treatment.  The  dis- 
covery and  treatment  of  a latent  sinus  infection 
is,  without  doubt,  of  much  more  importance  and 
significance  than  the  treatment  of  a patent  and 
frank  suppurating  sinusitis.  The  reason  for 
this  is  that  there  are  many  more  latent  sinus 
cases  that  pass  unnoticed  than  there  are  cases 
that  are  easily  and  readily  recognized  and  diag- 
nosed. 

For  a long  time  there  has  been  a feeling  on 
the  part  of  certain  members  of  our  profession 
that  a sinus  bereft  of  pus  could  not  be  consid- 
ered a possible  or  probable  focus ; but  more  re- 
cently a school  of  practitioners  has  arisen  that 
concerned  itself  with  the  possibility  that  there 
might  be  danger  and  hazard  in  a sinus  of  the  non- 
purulent  variety.  Every  so  often  the  X-ray 
calls  to  our  attention  a sinus  that  would  seem 
to  be  cloudy  and  diseased,  but  upon  irrigation 
no  pus  manifests  itself  and  we  are  inclined  to 
dismiss  that  particular  sinus  as  the  source  of 
the  trouble  that  the  patient  is  experiencing.  But 
we  do  not  stop  at  that  now.  Very  often  accept- 
ing this  condition  as  final  and  conclusive  proves 
to  be  a sad  mistake — a mistake  that  the  physi- 
cian may  regret.  T have  a number  of  instances 
and  illustrations  that  will  demonstrate  to  you 
conclusively  the  truth  of  my  position  in  this 
matter. 

Cultures  made  from  washings  of  such  sinuses 
very  frequently  are  found  to  contain  hemolytic 
streptococci,  although  a careful  and  thorough 
examination  of  the  washings  of  these  sinuses 
may  have  disclosed  no  pus  whatsoever.  But 
the  microscope  tells  the  story  and  results  in  our 
determining  for  the  patient  a course  of  treat- 
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ment  or  surgery  that  may  relieve  him  and  make 
him  comfortable.  Also,  direct  examinations 
with  the  microscope  may  possibly  disclose  and 
bring  to  our  notice  the  presence  of  PAI.N. 
cells  which  should  tell  us  that  although  there  is 
no  gross  pus,  there  is  present  microscopic  pus 
that  may  or  may  not  be  exactly  as  hazardous 
as  the  more  obvious  variety. 

There  is  another  and  a newer  method  of  diag- 
nosing a non-suppurating  sinusitis  that  many  of 
you  may  have  heard  of  and  may  have  run  across 
during  the  course  of  your  practice.  I refer,  of 
course,  to  displacement  irrigation  with  lipiodol, 
which  has  recently  been  coming  more  and  more 
into  general  use  by  the  members  of  our  profes- 
sion. A nasopharvngoscope  or  antroscope  when 
placed  directly  into  the  maxillary  sinus  through 
a window  beneath  the  inferior  turbinate  or 
through  an  alveolar  opening  made  for  the  pur- 
pose always  shows  whether  there  is  any  silent 
infection  in  the  sinus  in  spite  of  the  fact  that 
irrigation  has  produced  a negative  result.  This 
non-suppurative  type  of  silent  sinus  infection  is 
known  as  hyperplastic,  catarrhal,  or  polypoid, 
but,  leaving  the  name  out  of  consideration,  it  is 
a serious  and  dangerous  menace  to  the  good 
health  of  the  patient  and  is  as  worthy  of  the 
respectful  consideration  of  the  physician  as  is 
the  true  purulent  variety. 

It  may  be  interesting  here  to  consider  the  re- 
lation of  general  sinus  infections  to  a number 
of  ailments  to  which  the  human  animal  is  sub- 
ject. 

4 he  most  usual  and  obvious  of  these  is  the 
common  headache,  something  that  we  may  run 
across  every  day  of  our  lives.  Patients  often 
come  to  us  with  their  diagnoses  all  worked  out 
by  themselves  in  advance.  They  are  absolutely 
certain  that  their  headaches  are  related  to  a cer- 
tain sinus ; no  other  sinus  could  possibly  be  re- 
sponsible for  their  condition.  But  in  many  in- 
stances their  diagnoses  are  wrong  so  far  as  the 
location  of  the  sinus  under  suspicion  is  con- 
cerned. They  think  that  of  a certainty  the 
frontal  sinus  is  the  one  that  is  responsible,  where- 
as the  maxillary  sinus  is  actually  the  guilty  and 
culpable  offender.  At  this  time  I wish  to  call 
your  attention  to  a chart  that  is  illustrative  of 
the  point  I have  just  made  above. 
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Chart  I 

FREQUENCY  OF  HEADACHE  IN  SINUSITIS 


Sinusitis  with  Headaches  No  Headaches 


Brain  Complications 

11 

11 

In  Children 

22 

13 

Bronchial  Asthma 

19 

10 

Arthritis 

32 

3 

Gastrointestinal 

14 

7 

Discharge  and  Obstruction 

38 

0 

Fever 

3 

2 

Bronchitis 

5 

5 

Ozena 

3 

1 

Ear  Complications 

4 

3 

Eye  Complications 

2 

2 

Headache 

100 

100 

65  per  cent  of  cases  w 

253  157 

ith  headache 

Chart  II 

ANALYSIS  OF  100  CASES  OF  CHRONIC 

SINUSITIS 

WITH  HEADACHE  AS  PRESENTING  SYMPTOM 

Onset — suggestive  of  sinusitis 
17  followed  coryza 
3 dental  origin 
5 exposure 
5 infectious  diseases 
Not  suggestive  of  sinusitis 
70 

Duration 

One,  59  years 
Many  15-18  years 
All  at  least  1 month 
Frequency 

Usually  daily,  many  only  monthly 
Severity 
Intense,  60 
Vertigo 

9,  7 of  which  were  ethmoid  infections 
Nausea  and  vomiting — 7 
Time  Day — typical,  Jd  occurred  any  time 
Location 

51  frontal  with  all  combinations  of  sinus  in- 
fection 

17  unable  to  locate  definitely  sinus  infection 
2 occipital  and  neither  sphenoidal  sinus  in- 
fection 

15  between  eyes 
5 hemicrania,  usually  antrum 
1 pain  in  face 

Results — In  65  cases  followed  over  6 months 
30  well 
23  improved 
12  not  improved 


Second  operation  necessary  in  11  (drainage  not 
helped,  so  opened  and  cleaned) 

All  groups  of  sinuses  involved 

From  the  chart  you  have  just  seen,  there  are 
a number  of  obvious  conclusions  that  may  be 
readily  drawn.  The  principal  point  I have  made 
is  that  headache  patients  may  have  sinus  dis- 
ease, although  not  necessarily  so.  However,  one 
should  make  a careful  examination  of  the  pa- 
tient to  determine  whether  or  not  any  sinustitis 
is  present.  The  most  simple  method  of  examin- 
ing the  sinuses  is  of  course  by  means  of  the  use 
of  a transilluminator.  Every  internist,  pedi- 
atrist or  general  practitioner  should  have  in  his 
possession  and  should  consistently  employ  one 
of  these  very  useful  instruments.  Its  routine 
use  is  often  surprising  in  its  results. 

There  is  nothing  new  in  the  fact  that  arthritis 
may  be,  and  very  often  is,  caused  and  comes 
as  the  result  of  sinus  infection.  At  this  junc- 
ture I desire  to  direct  your  attention  to  another 
chart  demonstrating  some  interesting  facts  con- 
cerning the  relationship  of  rheumatism  to  sinu- 
sitis. 

Chart  III 

ANALYSIS  OF  35  CASES  OF  ARTHRITIS  WITH 
SINUSITIS 


Onset 

13  cured  cases 

22  not  cured 

Some  trauma 

Infectious  diseases,  2 

Joints 

Small  and  large 

typhoid,  1 mumps, 
Neisser 

Small  and  large  ver- 

vertebrae 

tebrae 

Type 

Duration 

1 to  30  years 

Some  atrophic  osteo- 
arthritis 

1 to  30  years 

Sinuses 

All 

All 

Previous  foci  removed 

Helpful 

Not  helpful 

Age 

All,  more  4th  decade 

All,  more  6th  decade 

Temperature 

More 

Less 

IV PC  8000 
5 

4 

Albumin 

Yes 

No 

Sinus 
Pus  10 

Pus  8 

Pus  and  Polypi  3 

Polypi  14 
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Post-operative  flare-up 
+ more  often  + 

Family  (3) 

From  this  chart  you  have  seen  that  it  is  not 
always  possible  to  tell  whether  or  not  the  arthri- 
tis is  actually  caused  by  the  sinus  infection.  Al- 
though arthritis  very  often  responds  and  yields 
to  treatment  of  the  sinuses,  this  is  not  always 
the  case.  There  are  certain  types  of  rheumatism 
that  are  not  likely  to  respond  to  such  treatment 
among  which  may  be  enumerated  the  family  type 
of  arthritis,  the  atrophic  type,  the  arthritis  sub- 
sequent to  disease  of  an  infectious  nature,  those 
not  accompanied  by  temperature  or  leucocytosis 
and  those  found  in  persons  over  fifty  years  of 
age. 

From  the  illustrations  I have  given  you  above, 
you  will  readily  and  easily  see  that  systemic  dis- 
ease! very  often  comes  as  the  logical  result  of 
bacterial  toxin  that  has  been  present  in  the  pa- 
tient over  a prolonged  term  of  years.  In  some 
instances  organic  changes  occur  in  the  tissues 
that  cannot  be  obviated  by  removal  of  the  focus. 
If  the  focus  had  not  persisted  for  such  a pro- 
tracted period,  the  tale  might  have  been  a far 
different  one.  It  is  better  to  forestall  and  to 
prevent  a systemic  disease  by  removing  the  focus 
early  in  its  progress  rather  than  to  permit  it  to 
persist  until  it  is  too  late. 

Children  are  fully  as  subject  to  diseases  of 
the  sinuses  as  are  their  elders.  If  such  condi- 
tions are  recognized  and  treated  during  the  years 
of  childhood,  many  systemic  diseases  in  more 
mature  life  may  be  prevented.  The  chart  that 
I beg  to  call  to  your  notice  at  this  time  will 
illustrate  and  demonstrate  to  you  the  relation- 
ship of  sinus  disease  in  children  to  systemic  dis- 
turbances. 

Chart  IV 

CLASSIFICATION  OF  168  CASES  OF  SINUSITIS  IN 
CHILDREN 

Persistent  upper  respiratory  with  general 
symptoms  such  as : underweight,  very 
irritable,  secondary  anemia,  easily  tired 


and  poor  appetite  a 9 

Endocarditis  with  demonstrable  valve  de- 
fects   18 

Chronic  suppurating  otitis  media 16 

Recurrent  asthma  13 

Nephritis  9 

Acute  rheumatic  fever  with  endocarditis 8 

Chorea  with  heart  findings 6 

Pyelocystitis  5 

Acute  ears  5 


Cyclic  vomiting  5 

Chronic  bronchitis  4 

Bronchiectasis  3 

Nephrosis  3 

Hyperthyroidism  3 

Recurrent  abdominal  pain  with  upper  re- 
spiratory   3 

Positive  Manteau,  no  active  TBC 2 

Diabetes  2 

Purpura  1 

TBC  Glands  1 

Recurrent  Cervical  Adenitis 2 


As  we  all  know,  the  nose  and  the  accessory 
sinuses  are  parts  of  the  respiratory  tract.  In- 
fection in  such  regions  very  frequently  spreads 
to  other  portions  of  the  respiratory  tract.  Any 
non-tuberculous  condition  may  come  as  the  re- 
sult of  sinusitis ; such  as  chronic  bronchitis, 
bronchiectasis,  lung  abscess  or  asthma.  During 
the  recent  war,  the  experiences  of  army  sur- 
geons with  men  coming  back  from  the  front 
tended  to  demonstrate  the  truth  of  this  assertion. 
By  treating  the  sinuses  of  patients  suffering  with 
pulmonary  conditions,  the  surgeons  were  often 
able  to  return  the  men  in  good  order  to  active 
duty  at  the  front— men  who  otherwise  might 
have  been  relegated  to  the  rear  as  chronic  in- 
valids. 

The  more  I study  the  subject  of  focal  infec- 
tions, the  more  firmly  I am  of  the  opinion  that 
mature  clinical  judgment  is  required  to  sucess- 
f Lilly  cope  with  them.  Each  individual  case  re- 
tiuires  a thorough  medical  survey  to  determine 
the  proper  relationship  between  the  focus  and 
the  systemic  condition.  We  often  observe  harm- 
ful results  from  ill  advised  and  reckless  removal 
of  foci  that  are  supposed  to  afford  immediate 
relief  from  systemic  conditions,  whereas  the  con- 
ditions had  no  relationship  whatever  to  the  foci 
under  consideration. 

In  conclusion  I will  give  you  an  illustration 
from  my  own  practice  of  the  necessity  of  close 
co-operation  in  order  to  arrive  at  the  true  re- 
lationship of  sinus  infection  to  systemic  condi- 
tions. A child  was  brought  to  my  office  for 
treatment  for  a sinus  condition.  There  was  no 
suspicion  at  that  time  that  she  was  suffering  with 
anything  else.  I treated  her  for  sinusitis,  but 
she  did  not  respond,  but  went  into  coma.  We 
feared  that  meningitis  might  be  imminent,  but 
a simple  urinalysis  disclosed  the  fact  that  the 
child  was  suffering  with  diabetes.  Treatment 
for  diabetes  with  insulin  relieved  her  coma  and 
she  was  restored  to  as  normal  a state  of  health 
as  one  could  expect  her  to  enjoy  under  the  cir- 
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cumstances.  Her  sinusitis  cleared  up  promptly. 
However,  several  years  later  the  same  child 
was  returned  to  me  for  treatment  for  sinusitis, 
but  no  sinusitis  could  be  brought  to  light.  This 
time  a sputum  examination  disclosed  that  she 
was  a sufferer  from  pulmonary  tuberculosis. 

DISCUSSION 

Dr.  Martin  D.  Westley  (Cooperstown) : I would 
like  to  have  Dr.  Phelps  tell  us  how  he  treats  sinus 
disease  in  children. 

Dr.  William  E.  Longstretch  (Kensal):  I would 
like  to  know  whether  the  people  who  are  dizzy  as 
the  result  of  sinus  trouble  after  operation  recover 
or  are  relieved  of  their  dizziness. 

Dr.  Phelps  (closing):  The  treatment  of  sinus  dis- 
ease in  children  depends  on  its  type — that  is,  acute 
or  chronic.  In  acute  sinus  trouble  in  the  child  con- 
servatism should  be  used.  The  less  we  stir  it  up 
the  better  we  get  along.  If  we  do  radical  surgery 
and  open  up  the  sinus  we  are  likely  to  get  into 
trouble.  We  treat  them  by  using  a shrinking  spray, 
such  as  adrenalin  or  better,  ephedrin.  By  the  use 
of  suction  by  means  of  the  ordinary  hand  pump, 
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which  the  child  itself  or  the  mother  can  use  and 
obtain  negative  pressure,  and  the  use  of  heat  with 
an  electrical  apparatus,  or  the  good  old-fashioned 
hot  pack.  If  this  does  not  bring  about  relief  we 
must  do  something  to  increase  drainage.  If  one 
is  threatened  with  meningitis,  or  orbital  abscess, 
or  some  other  definite  complication,  then  we  must 
do  something  else,  something  more  radical. 

In  the  chronic  type  of  case  I think  we  are  apt 
to  be  too  conservative.  We  are  prone  to  let  these 
children  go  too  long  with  a low-grade  infection 
which  is  producing  some  systemic  disorder.  There, 
I think,  surgery  can  be  used  to  advantage.  The 
cavities  can  be  opened,  drained  and  cleaned  out, 
and  there  is  little  danger  of  bad  results  in  young 
children.  We  are  working  on  growing  processes. 
We  can  make  a large  hole  in  an  antral  wall  and 
within  a short  time  it  will  be  closed  up  entirely. 
The  drainage  lasts  just  about  long  enough  for  the 
sinus  to  recover. 

In  a general  way,  this  is  perhaps  an  answer  to 
the  question  about  the  treatment  of  sinus  disease 
in  children. 

In  regard  to  the  dizziness  that  occurs  in  sinus 
trouble,  in  my  small  experience  I can  say  that  the 
dizziness  disappears  very  satisfactorily. 


SOME  STIGMATA  OF  LATE  SYPHILIS  ON  THE  SKIN  AND  MUCOUS 

MEMBRANES* 

By  Michael  H.  Ebert,  M.D. 

Rush  Medical  College 

CHICAGO,  ILLINOIS 


One  of  the  problems  which  constantly  con- 
fronts the  practitioner  of  medicine  in  any  field 
is  the  diagnosis  of  syphilis  in  its  late  manifesta- 
tions. I feel  that  it  will  prove  worth  while  to 
call  your  attention  to  a few  of  the  commoner 
earmarks  of  this  disease,  which  in  my  experi- 
ence are  misinterpreted,  or  have  failed  entirely 
to  arouse  the  suspicion  of  the  examiner.  In 
the  enthusiasm  aroused  by  the  Wassermann  and 
other  specific  blood  and  spinal  fluid  examina- 
tions the  niceties  of  physical  examination  have 
fallen  somewhat  into  disuse.  Statistics  gathered 
from  many  sources  have  shown  that  the  Was- 
sermann reaction  may  be  negative  in  as  high 
as  thirty  per  cent  of  all  cases  of  late  syphilis. 
One  has  only  to  glance  at  the  thousands  of 
pages  of  controversial  literature  in  all  languages 
on  the  relative  value  .of  a more  or  less  highlv 
sensitive  Wassermann  reaction,  on  the  value  of 
the  numerous  precipitin  and  other  turbidity 
tests,  on  the  significance  of  a one  or  two  plus 
Wassermann  test,  on  the  cyclic  spontaneous  re- 

•Piesented  at  the  Forty-eight  Annual  Session  of  the 
South  Dakota  State  Medical  Association,  held  at  Mitchell 
S.  D.,  May  7-9,  1929. 


currence  and  disappearance  of  positive  reaction 
in  old  cases,  to  realize  that  every  bit  of  con- 
firmatory evidence  must  oftentimes  be  brought 
into  court  before  one  can  arrive  at  even  a ten- 
tative diagnosis  in  any  obscure  condition. 

It  is  a common  misconception  that  a gumma 
is  the  usual  late  manifestation  of  syphilis  on 
the  skin.  If  by  this  we  mean  a deep,  painless, 
subcutaneous  nodule  of  considerable  size,  which 
approaches  the  surface  as  it  grows  and  in  a 
few  weeks  breaks  through  the  skin,  leaving  a 
deep  ulceration,  nothing  can  be  further  from 
the  truth.  Another  misconception,  which,  how- 
ever, is  not  so  serious,  is  that  the  late  syphilitic 
skin  lesions  ulcerate.  Some  do  not  and  in  many 
instances  the  ulceration  is  apparently  so  trivial 
that  it  is  easily  overlooked. 

Nodular  Syphiloderm 

The  most  common  late  syphilitic  lesion  on  the 
skin  is  often  rather  innocuous  appearing.  It 
may  take  many  forms  and  at  times  is  extremely 
difficult  to  diagnose.  However,  there  are  cer- 
tain simple  fundamental  principles  which  gov- 
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ern  the  course  and  the  appearance  of  the  nodu- 
lar syphiioderm. 

1 . The  elementary  lesions  are  small  lumps 
or  nodules  in  the  dermis  or  true  skin.  These 
may  be  as  small  as  the  head  of  a safety-match 
or  as  large  as  a hazel-nut.  Usually,  but  not 
always,  they  are  brownish  red  in  color. 

2.  These  nodules  are  almost  always  grouped 
in  a peculiar  fashion,  determined  by  factors  to 
be  described  later. 

3.  These  nodules  tend  to  heal  spontaneously 
in  the  course  of  a few  weeks  either  with  or 
without  ulcerating. 

4.  Almost  always  they  leave  telltale  scars 
which  are  delicate,  pliable,  and  non-deforming. 

5.  New  nodules  form  at  the  periphery  or  at 
one  side  of  the  original  lesion.  This  gives  the 
arciform  or  circinate  outline,  with  a clearing  cen- 
ter and  progressing  margin,  that  has  led  so 
often  to-  the  diagnosis  of  ringworm,  which  it 
may  resemble. 

6.  The  disease  is  nearly  always  active  in 
the  skin  on  a relatively  limited  portion  of  the 
body  at  any  one  time,  and  is  usually  non-sym- 
metrical. 

7.  While  the  whole  group  may  slowly  pro- 
gress for  months  or  years,  the  individual  nodules 
heal  in  the  course  of  a few  weeks. 

8.  The  amount  of  subjective  symptoms  is 
slight  unless  secondary  infection  is  present. 

9.  Ulceration  is  often  difficult  of  detection. 
Crusts  may  masquerade  as  scales  and  only  care- 
ful examination  may  detect  the  presence  of 
small,  punched-out  ulcers  which  are  character- 
istic of  syphilis. 

The  conditions  with  which  the  nodular  syphi- 
ioderm may  be  confused  include  nearly  every 
disease  of  the  skin.  Occasionally  even  an  expert 
is  mistaken,  but  in  most  instances  the  application 
of  the  above  criteria  will  make  a diagnosis  pos- 
sible. The  following  disorders  are  most  readily 
confused : 

1.  Ringworm. — It  is  astonishing  how  closely 
the  late  syphiioderm  may  mimic  this  disorder, 
and  it  is  most  frequently  mistaken  for  this  dis- 
ease. I have  recently  observed  two  striking  in- 
cidents of  this  resemblance.  In  one,  the  lesions 
were  confined  to  the  back  of  the  hand,  were  per- 
fectly circular,  raised,  and  cord-like.  However, 
the  faint,  telltale  atrophy  in  the  clearing  center 
and  the  absence  of  ringworm  organisms  in  the 
scrapings  from  the  margin  made  the  diagnosis 
of  syphilis  certain.  In  the  other,  the  single 
lesion  was  on  the  calf  of  the  leg;  it  had  been 
present  two  months ; its  outline  was  almost  cir- 
cular ; its  margin  only  slightly  raised ; there  was 


no  central  scarring.  However,  the  presence  of 
a painless  tumor  on  the  tibia,  which  had  been 
slowly  increasing  in  size  for  the  previous  two 
months,  and  had  now  approached  the  surface 
of  the  skin,  made  us  very  suspicious.  A Wasser- 
mann  reaction  in  this  case  was  strongly  positive, 
and  two  injections  of  neo-arsphenamin  cleared 
up  the  skin  lesion.  In  general,  the  diagnosis  of 
ringworm  can  be  made  when  only  the  fungi 
have  been  demonstrated  in  scrapings,  best  taken 
from  the  margin  of  the  lesion.  The  border  is 
usually  less  infiltrated  and  more  inflammatory 
than  in  syphilis.  Minute  vesicles  and  pustules 
are  often  present,  and  the  lesions  never  ulcerate 
and  never  leave  scars. 

2.  Lupus  vulgaris. — Strangely  enough,  this 
is  a rare  disease  in  this  part  of  the  world,  al- 
though other  forms  of  tuberculosis  are  relatively 
common.  One  of  the  most  striking  features  of 
a European  clinic  is  the  presence  of  numerous 
examples  of  the  ravages  of  this  dread  disease. 
It  may  simulate  very  exactly  the  nodular  syphi- 
ioderm. However,  it  nearly  always  begins  in 
childhood ; its  course  is  infinitely  slower  than 
that  of  syphilis ; and  it  rarely  heals  spontane- 
ously. The  elementary  lesion  is  a small  nodule, 
which  under  glass  pressure  is  of  a brown- 
ish color  and  the  size  of  a pinhead.  The  disease 
on  the  skin  is  often  accompanied  by  ulcerations 
in  the  nasal  mucous  membranes.  It  is  often 
astounding  how  little  there  is  left  to  show  for 
an  extensive  syphilitic  lesion  of  the  skin,  when 
once  it  has  healed.  On  the  other  hand,  tuber- 
culous scars  cause  marked  deformity. 

3.  Psoriasis. — When  the  nodules  are  non- 
ulcerating and  scaling,  great  difficulty  may  be 
experienced  in  differentiating  the  syphiioderm 
from  psoriasis.  However,  psoriasis  tends  to  lo- 
calize on  the  elbows  and  knees,  its  manfestations 
on  the  nails  are  rarely  imitated  by  syphilis,  and 
careful  search  throughout  the  scalp  may  reveal 
the  dry  scaling  patches  of  psoriasis.  Psoriasis 
never  ulcerates  or  scars.  The  presence  of  an 
upturned  collarette  of  scales  is  very  suggestive 
of  syphilis.  The  scale  on  a psoriasis  papule  is 
laid  on  like  shingles  on  a roof. 

4.  Acne  rosacea. — The  hypertrophic  stage  of 
acne  rosacea  with  its  nodules  and  pustules  and 
scars  in  the  central  third  of  the  face  and  its 
hypertrophy  of  the  sebaceous  and  connective  tis- 
sue of  the  nose  is  at  times  simulated  by  or  as- 
sociated with  the  sluggish  nodules  of  syphilis. 
Careful  search  should  be  made  for  small  crusts 
which,  when  removed,  reveal  the  small  punched- 
out  ulcers  that  are  never  found  in  rosacea  alone. 

5.  Rodent  ulcer  or  basal  cell  epithelioma  may 
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at  times  be  confused  with  late  syphiloderm  be- 
cause of  its  advancing  border,  slow  course,  ul- 
cerating center,  and  because  in  certain  instances 
it  may  heal  in  the  center  spontaneously,  leaving 
an  atrophic  scar.  The  characteristic  feature  of 
rodent  ulcer  is  its  rolled  border,  which  is  much 
firmer  than  the  nodular  border  of  syphilis,  is 
somewhat  translucent  in  color  and  at  times 
minute,  telangiectatic  vessels  course  over  its  sur- 
face. One  cannot  distinguish  the  two  conditions 
on  age  incidence  alone,  for  syphilis  respects  no 
age  and  epithelioma  may  occur  very  early  in 
adult  life. 

6.  Blastomycosis  of  the  skin  is  a disorder 
which  is  peculiarly  indigenous  in  the  Middle  West. 
At  the  time  the  patient  consults  his  physician 
the  lesion  has  usually  attained  some  size!  and 
consists  of  a raised  flat  top,  warty  or  papilloma- 
tous area  with  a steeply  sloping  border  at  the 
margin  of  which  are  found  minute  pustules 
which  when  opened  with  a needle  exude  a drop- 
let of  glairy  pus.  If  this  pus  is  covered  with  a 
drop  of  twenty  percent  sodium  hydrate  and  ex- 
amined an  hour  later  under  the  microscope,  bud- 
ding, double  contoured,  yeast-like  organisms  are 
found.  The  center  may  heal  spontaneously 
leaving  corded  scars.  It  rarely  has  the  arciform 
configuration  of  syphilis. 

7.  Tuberculides. — Since  they  are  chronic 
nodules  that  ulcerate,  scar  and  at  times  appear 
in  crops,  they  are  often  mistaken  for  the  nodular 
syphiloderm.  However,  they  are  nearly  always 
bilaterally  symmetrical ; the  individual  nodules 
are  more  discrete  and  they  have  a tendency  to  ap- 
pear in  characteristic  areas,  such  as  the  backs 
of  the  hands  and  fingers,  the  legs  and  the  face, 
more  rarely  on  the  elbows,  the  knees  and  the  but- 
tocks. 

There  are  changes  in  the  buccal  and  more  par- 
ticularly in  the  lingual  mucosa  which  are  rela- 
tively, common  and  of  great  importance  in  mak- 
ing a diagnosis  of  syphilis. 

Late  syphilis  of  the  palms  and  soles. — 
Some  of  the  most  interesting  and  most  obscure 
manifestations  of  late  syphilis  are  the  result  of 
the  peculiar  terraine  found  on  the  palms  and 
soles.  The  nodules  become  hyperkeratotic  and 
scaly.  Often  large  areas  over  which  the  disease 
has  progressed  become  covered  with  dense  kera- 
totic  scales.  In  this  site  ulceration  rarely  oc- 
curs. The  lesions  usually,  but  not  always, 
are  unilateral.  However,  the  uniform,  cord-like 
infiltrated  advancing  border,  the  presence  of 
atrophy  and  finally  the  immediate  response  to 
neo-arsphenamin  may  serve  to  mark  the  dis- 
order as  syphilis.  Such  lesions  may  be  differ- 


entiated oftentimes  only  with  great  difficulty 
from : 

1.  Eczema  of  the  palms  and  soles. — In  its 
chronic  stages  this  disorder  may  produce  marked 
keratoses.  However,  there  is  usually  a history 
of  itching  and  vesication.  The  border  is  not 
so  well  defined  and  cord-like,  and  the  presence 
of  deep  vesicles  which,  when  punctured,  dis- 
charge fluid  rles  out  the  possibility  of  syphilis. 

2.  Ringworm  may  also  often  cause  a dense 
keratoderma  of  the  palm  or  soles.  This  is  usu- 
ally, however,  associated  with  some  maceration 
in  the  interspaces  and  deep  vesication.  The 
mycelia  of  ringworm  can  always  be  demon- 
strated in  this  disorder. 

3.  Psoriasis  at  times  may  offer  an  extremely 
difficult  problem  in  differential  diagnosis.  It 
has  a greater  tendency  to  occur  symmetrically. 
The  psoriasiform  nodules  are  not  so  infiltrated 
as  those  of  syphilis.  They  do  not  spread  per- 
ipherally with  the  same  arciform  configuration 
and  finally  the  presence  of  characteristic  lesions 
of  psoriasis  on  the  nails,  scalp,  elbows  and  knees 
may  serve  to  identify  the  condition. 

4.  Dysidrosis  may  be  associated  at  times  with 
acquired  keratoderma  of  the  palms  and  soles. 

5.  Arsenical  keratoses  are  always  symmetri- 
cal. At  first  they  are  punctate,  later  becoming 
diffuse.  History  of  arsenical  medication  over 
long  periods  can  usually  be  elicited. 

6.  Keratoderma  palmaris  et  plantaris,  in  the 
form  of  dense,  translucent,  horny  plates  may  oc- 
cur on  the  palms  or  soles.  This  condition  may 
be  familial  and  begin  early  in  life  or  may 
be  acquired  during  adult  life,  at  which  time  they 
are  usually  associated  with  keratotic  patches  over 
the  knuckles,  the  elbows  and  the  knees. 

Syphilitic  leukoderma. — Late  in  the  course  of 
secondary  syphilis  there  may  appear,  especially 
in  women,  a pigmentary  change  which,  while  un- 
common, is  so  distinctive  that  it  should  be  better 
known.  This  is  the  mottling  produced  by  the 
presence  of  bean  to  finger  nail  size,  oval  areas  of 
depigmentation  on  a background  which  appears 
hyperpigmented.  Its  classic  site  is  on  the  sides 
of  the  neck,  hence  its  name  of  “collar  of  Venus.” 
However,  it  may  extend  to  the  whole  back  and 
sides  of  the  trunk.  In  its  early  stages  it  is  often 
associated  with  a syphilitic  alopecia.  The  inci- 
dence of  central  nervous  system  changes  in  these 
patients  is  higher  than  the  average.  It  persists 
for  several  months  up  to  two  or  three  years.  It 
is  to  be  distinguished  from  chloasma,  which  con- 
sists of  irregular  patches  of  hyperpigmentation 
on  a normally  pigmented  background,  with  an 
entirely  different  distribution,  usually  over  the 
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face.  It  must  also  be  distinguished  from  vitiligo 
which  is  unsymmetrical.  The  depigmented 
patches  are  of  varying  size  and  very  irregular  in 
outline.  They  occur  usually  on  the  hands  and 
face. 

Sclerotic  tongue. — Very  often  during  the  late 
stage  of  the  disease  there  will  develop  an  irregu- 
lar, deep  furrowing  of  a whole  or  part  of  the 
tongue  as  a sequel  to  interstitial  gummatous  in- 
filtration. This  may  at  times  become  painful, 
due  to  irritation  in  the  depths  of  the  folds.  The 
involved  portion  is  somewhat  sclerotic,  stiff  and 
smooth,  and  the  normal  papillae  are  absent.  It 
is  often  associated  with  leukoplakia.  The  color 
may  be  a deep  red  or  milky  white.  At  times  the 
sclerosis  is  limited  to  small,  shiny,  depapulated 
areas  and  is  more  superficial.  In  either  case 
painful  fissures  may  occur.  This  condition  is 
easily  distinguished  from  congenital  scrotal 
tongue,  which  has  been  present  since  childhood 
and  is  often  familial,  and  does  not  change. 

Leukoplakia. — Leukoplakia  of  the  tongue  or 
buccal  mucosa  is  not  pathognomic  of  syphilis  but 
is  often  associated  with  it.  This  is  a callus  or 
thickening  of  the  mucous  membrane  which  feels 
rough  to  the  tongue.  It  is  often  found  in  patients 
who  use  tobacco,  but  may  occur  in  its  typical 
form  in  women  who  have  never  used  tobacco 
and  never  had  syphilis.  It  may  occur  on  the 
buccal  mucosa  opposite  the  line  of  occlusion  of 
the  teeth,  or  on  the  tongue,  less  frequently  on 
the  gums,  in  the  form  of  milky  streaks,  lines, 
points,  or  more  diffuse  patches.  It  causes  very 
little  sensation.  Even  when  associated  with 
syphilis  it  does  not  respond  to  antisyphihtic  ther- 
apy and  requires  some  type  of  destructive  treat- 
ment. It  is  always  potentially  malignant. 

CONCLUSIONS 

I am  well  aware  of  the  difficulties  involved  in 
making  a diagnosis  of  a disease  which  is  as  great 
an  imitator  as  syphilis.  However,  if  suspicion  is 
once  aroused  I believe  that  the  faithful  applica- 
tion of  the  criteria  outlined  above  will  enable 
one  to  diagnose  the  majority  of  the  manifesta- 
tions of  late  syphilis  on  the  skin  and  mucous 
membranes.  I think  you  will  agree  with  me  that 
this  effort  is  verv  much  worth  the  while. 


CARCASSONNE 


“I’m  growing  old,  I’ve  sixty  years, 

I’ve  labored  all  my  life  in  vain. 

In  all  that  time  of  hopes  and  fears, 

I’ve  failed  my  dearest  wish  to  gain. 

I see  full  well  that  here  below 
Bliss  unalloyed  there  is  for  none ; 

My  prayer  would  else  fulfilment  know — 
Never  have  I seen  Carcassonne! 

“You  see  the  city  from  the  hill, 

It  lies  beyond  the  mountains  blue; 

And  yet  to  reach  it  one  must  still 
Five  long  and  weary  leagues  pursue, 
And,  to  return,  as  many  more. 

Had  but  the  vintage  plenteous  grown — 
But,  Ah ! the  grape  withheld  its  store. 

I shall  not  look  on  Carcassonne. 

“They  tell  me  every  day  is  there 
Not  more  or  less  than  Sunday  gay ; 

In  shining  robes  and  garments  fair 
The  people  walk  upon  their  way. 

One  gazes  there  on  castle  walls 
As  grand  as  those  of  abylon, 

A bishop  and  two  generals ! 

What  joy  to  dwell  in  Carcassonne. 

“The  vicar’s  right : he  says  that  we 
Are  ever  wayward,  weak  and  blind ; 

He  tells  us  in  his  homily 
Ambition  ruins  all  mankind ; 

Yet  could  I there  two  days  have  spent, 
While  still  the  autumn  sweetly  shone. 
Ah,  me ! I might  have  died  content 
When  I had  looked  on  Carcassonne. 

“Thy  pardon,  Father,  I beseech. 

In  this  my  prayer  if  I offend; 

One  something  sees  beyond  his  reach 
From  childhood  to  his  journey’s  end. 
My  wife,  our  little  boy,  Aignan, 

Have  travelled  even  to  Narbonne; 

My  grandchild  has  seen  Perpignan; 

And  I — have  not  seen  Carcassonne!’’ 

So  crooned,  one  day,  close  by  Limoux, 

A peasant,  double-bent  with  age. 

“Rise  up,  my  friend,”  said  I ; “with  you 
I’ll  go  upon  this  pilgrimage.” 

We  left,  next  morning,  his  abode, 

But  (Heaven  forgive  him!)  half-way  on 
The  old  man  died  upon  the  road. 

He  never  gazed  on  Carcassonne. — Trans- 
lated from  the  French  and  compiled  by  Dr. 

D.  Van  Der  L.  Gleysteen,  of  Lamberton,  Minn. 
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Aluminum  Compounds  in  Food,  Including  a Digest 
of  the  Report  of  the  Referee  Board  of  Scientific 
Experts  on  the  Influence  of  Aluminum  Compounds 
on  the  Nutrition  and  Health  of  Man.  By  Ernest 
Ellsworth  Smith,  Ph.D.,  M.D.;  Fellow  and  former 
President,  New  York  Academy  of  Sciences;  Fel- 
low of  the  New  York  Academy  of  Medicine,  etc., 
Paul  B.  Hoeber,  New  York,  1928. 

Aluminum  Compounds  in  Food  by  Ernest  Ells- 
worth Smith  is  an  interesting  treatise  which  was 
written  following  the  controversy  which  arose  over 
the  question  of  harmfulness  of  aluminum  salts  used 
in  baking  powder.  Besides  matter  dealing  directly 
with  this  question,  there  are  interesting  chapters  of 
chemical  and  physiologic  experimental  work  which 
should  be  of  interest  to  all  who  are  doing  work  in 
medical  sciences. 

— L.  M.  Daniel,  M.D. 

Gonococcal  Urethritis  in  the  Male  for  practitioners 
by  P.  S.  Pelouze,  M.D.,  Associate  in  Urology  and 
Assistant  Genito-Urinary  Surgeon  at  the  Univer- 
sity of  Pennsylvania,  Fellow  of  the  Philadelphia 
College  of  Physicians.  Illustrated,  1928.  W.  B. 
Saunders  Co.,  Philadelphia  and  London. 

This  is  an  unusual  volume  and  deserves  careful 
reading  by  all  who  are  interested  in  the  subject.  It 
is  not  the  usual  textbook  but  rather  the  story  of 
gonorrhea  as  the  author  has  seen  it;  and  a discus- 
sion of  the  treatment  as  the  author  believes  it  shoud 
be  carried  out.  There  is  no  attempt  to  give  all 
possible  methods  of  treatment,  but  only  the  method 
which  has  been  best  in  the  author’s  experience; 
this  method  is  quite  completely  and  very  interest- 
ingly discussed.  There  is  no  attempt  to  discuss  the 
technic  of  the  more  complicated  cystoscopic  and 
urethroscopic  procedures.  The  volume  is  an  ex- 
cellent guide  to  the  understanding  of  the  gonococ- 
cus and  of  gonorrheal  urethritis  and  its  common 
complications;  and  a clear  and  safe  guide  in  the 
treatment  of  those  conditions.  The  style  is  clear 
and  interesting.  The  type  is  easy  to  read,  and  the 
illustrations  are  clear.  Ninety-three  pages  of  the 
book  are  devoted  to  an  analysis  of  28  illustrative 
case  histories.  There  is  a good  index. 

— Theodore  H.  Sweetser,  M.D. 
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Neurological  Examination.  An  exposition  of  tests 
with  interpretation  of  signs  and  symptoms.  By 
Charles  A.  McKendrce.  M.D.,  Associate,  Depart- 
ment of  Neurology,  College  of  Physicians  and  Sur- 
geons, Columbia  University.  With  a foreword  by 
Henry  Alsop  Riley,  M.D.  12  mo.  of  280  pages 
with  88  illustrations.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1928.  Cloth,  $3.25  net. 
The  purpose  of  this  book  is  to  familiarize  the 
medical  student  and  those  interested  in  postgradu- 
ate specialization  with  a comprehensive  and  sys- 
tematic form  of  examination  of  the  central  nervous 
system.  The  various  neurological  tests  used  in  mak- 
ing examinations  are  described  and  the  interpreta- 
tion of  these  tests  are  given  at  the  same  time.  The 
method  of  examination  which  is  described  and  elab- 
orated is  that  which  has  been  in  use  for  several  years 
in  the  Department  of  Neurology,  College  of  Phy- 
sicians and  Surgeons,  Columbia  University,  and  in 
the  Vanderbilt  Clinic. 

Any  review  of  this  work  is  entirely  superfluous  as 
it  is  completely  reviewed  in  the  preface.  The  ar- 
rangement is  very  good  and  the  book  is  well  illus- 
trated. It  is  a splendid  book  for  ready  reference 
in  making  the  neurological  examination. 

— A.  E.  Cardle,  M.D. 

The  Medical  Clinics  of  North  America.  (Issued 
serially,  one  number  every  other  month.)  Vol- 
ume 12,  No.  5.  Southern  Interurban  Clinical  Club 
Number.  Octavo  of  306  pages  with  40  illustra- 
tions. Per  Clinic  year,  July,  1928,  to  May,  1929. 
Paper.  $12.00;  cloth,  $16.00  net.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  March,  1929. 
This  is  the  number  containing  contributions  by 
the  active  members  of  the  Southern  Interurban  Clin- 
ical Club  and  is  an  extremely  interesting  number. 
Dr.  C.  C.  Bass  gives  a very  interesting  discussion 
on  Pellagra;  Dr.  George  Herrmann  a discussion  on 
Cardi  Othoracic  Distress;  Dr.  J.  E.  Paullin  and  Dr. 
Harold  M.  Bowcock  a very  excellent  article  on 
Glycosuria,  in  which  they  stress  the  point  that  both 
renal  glycosuria  and  diabetes  mellitus  may  exist  in 
the  same  individual  at  the  same  time  and  that,  in 
the  future,  it  is  going  to  be  the  differentiation  of 
these  two  which  may  throw  more  light  on  the  sub- 
ject of  glycosuria. 

Another  interesting  article  is  the  one  by  Dr.  John 
H.  Musser  on  “The  Leucocytic  Response  to  Throat 
Infections,”  together  with  an  excellent  discussion  on 
the  so-called  “agranulocytic  angina.” 

These  are  only  a few  of  the  interesting  articles 
which  go  to  make  up  this  very  complete  volume. 

— A.  E.  Cardle,  M.D. 
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WILL  YOUR  SONS  BE  DOCTORS? 

A ridiculous  idea  popped  into  the  editor’s  head 
the  other  night,  thinking  about  what  doctors 
looked  like  when  they  were  boys!  The  writer 
has  some  of  the  old  photographs  that  were  taken 
in  the  somewhat  olden  days  depicting  him  as 
young,  unsophisticated,  and  an  insignificant 
youth,  yet  somehow  he  has  gotton  through  life 
without  falling  into  very  serious  temptations 
and  finally  succeeded  in  making  a living,  which 
is  the  ultimate  object  of  most  boys  if  they  fol- 
low in  their  fathers’  footsteps.  The  thought 
occurred  as  to  what  kind  of  doctors  “Skeezix” 
and  “Corky”  would  make,  judging  from  their 
present  appearances  only.  The  probabilities  are 
they  will  grow  up  through  the  school-child  peri- 
od, young  manhood  and  maturity  with  the  chang- 
ing feelings  most  young  men  have,  considering 
themselves  the  salt  of  the  earth  and  ruling  their 
parents  with  an  iron  hand  only  to  slip  and  fall 
back  and  find  themselves  laughed  at.  Ultimately 
some  young  woman  will  fall  in  love  with  each 
of  them,  and  make  them  more  serious-minded. 
Ultimately,  too,  they  may  study  medicine,  but  not 
if  the  father  has  anything  to  say  about  it,  be- 
cause he  will  probably  know  better.  The  aver- 
age young  man  who  studies  medicine,  however, 
has  a serious,  inherent  inclination,  and  in  that 
event  he  will  probably  make  a good  doctor.  But 


to  become  a good  doctor  he  must  study,  first 
learning  to  think  things  cut  for  himself.  That 
is  the  greatest  problem  in  the  development  from 
the  young  to  the  old,  learning  to  think.  All 
young  people,  from  childhood  up,  should  be  in- 
structed by  their  parents  to  cultivate  the  art  of 
thinking  to  the  highest  degree.  Thinking  leads 
to  stud),  and  every  young  fellow  should  he 
taught  the  elements  of  study,  and  every  young 
man  should  cultivate  the  art  of  observation. 

We  are  trying  now  to  improve  our  doctors, 
our  medical  students,  in  the  art  of  the  study  of 
the  individual — not  professionally  so  much  as 
from  the  individual  aspect.  The  medical  ob- 
server will  soon  find  that  he  will  get  into  the 
confidence  of  his  patient  and  learn  more  about 
the  patient  more  quickly  if  he  considers  him  first 
as  an  individual  than  if  he  thinks  only  of  the 
disease.  The  specialist  may  be  looking  constant- 
ly for  a diseased  organ  which  is  either  to  be  re- 
moved or  treated,  but  that  is  not  the  height  of 
medicine.  The  study  of  the  individual  and  his 
habits  has  come  to  be  recognized  as  of  vital  im- 
portance ; it  is  considered  necessary  for  the  doc- 
tor to  know  his  patient  through  and  through. 
Then  he  can  estimate  the  seriousness  of  his 
temporary  or  permanent  illness,  if  he  has  any, 
but  one  must  make  quite  sure  of  it,  as  well. 

The  writer  recalls  a case  where  eight  op- 
erations had  been  performed  on  one  woman. 
She  was  red-headed  and  full  of  symptoms  and 
was  of  the  temperamental  type.  After  the  seventh 
operation  she  became  addicted  to  morphine.  She 
was  sent  to  a hospital  with  the  idea  of  finding 
out  whether  it  was  necessary  to  perform  any 
further  operations  or  whether  it  would  be  wiser 
to  build  up  her  nervous  system  a bit  and  cultivate 
a different  frame  of  mind.  The  removal  of  the 
morphine  was  a comparatively  simple  affair.  No 
prolonged  effort  was  made  gradually  to  reduce 
it,  which  is  all  tommy-rot,  but  it  was  gradually 
but  quickly  withdrawn,  and  then  she  got  better 
enough  to  go  home.  She  got  on  fairly  well  for 
a time,  but  soon  after  the  writer  met  her  in  a 
doctor’s  office.  She  had  just  left  the  consulting- 
room  of  an  operating  surgeon  who  decided  to 
remove  her  uterus,  and  this  was  done  by  his 
order  or  direction,  and  the  woman  died.  Now, 
a little  observation,  a little  study  of  this  red- 
headed woman’s  case  would  have  made  a verv 
decided  difference  in  this  case.  She  would  not 
have  undergone'  the  eight  operations  and  died 
as  a consequence.  She  would  have  been  treated 
for  her  brain  defect  rather  than  for  her  alleged 
diseases , and  probably  the  operator  would  hesi- 
tate some  time  before  performing  an  operation, 
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and  especially  in  dealing  with  a highly  neurotic 
individual. 

But  this  is  all  in  a lifetime.  Skeezix  or  Corky 
mav  grow  up  to  that  period  where  they  hesitate 
to  operate  on  everyone  who  comes  to  him  for 
treatment,  or  may  boldly  operate  on  everyone 
he  can  keep  on  the  table.  Some  of  our  readers 
mav  think  the  editor  is  laying  too  much  stress 
on  these  unnecessary  operations,  but  if  the  sur- 
geon could  see  the  patient  as  she  enters  the  neu- 
ropsychiatrist’s office  he  would  open  his  eyes  in 
surprise  many  times.  There  are  certain  forms 
of  disease,  of  course,  which  cannot  be  helped 
except  bv  operation,  and  very  naturally  the  pa- 
tient leaves  the  decision  to  her  physician.  She 
trusts  him  implicitly  until  she  finally  sues  him 
for  error  in  judgment  or  for  injury.  So  it  be- 
hooves us  all  to  study  our  patients  and  get  every 
scrap  of  information  we  can  about  them  and 
study  them  carefully  in  all  their  conditions. 
Even  in  the  neuropsychiatric  work  a case  is  re- 
called (in  the  good  old  days  of  railroad  injuries 
and  trials  in  court  where  four  or  more  physi- 
cians were  opposed  to  one  another)  where  a 
man  was  examined  who  was  apparently  unable 
to  lift  his  hand  or  to  move  himself  in  any  di- 
rection. But  going  in  upon  him  one  day  unex- 
pectedly, his  physician  discovered  him  writing 
a letter,  a thing  that  was  thought  impossible,  and 
the  case  was  quietly  but  gently  dropped,  and 
withdrawn  from  a possible  suit.  The  man  was 
looked  upon  as  a man  who  assumed  most  of  his 
symptoms.  He  could  write  or  turn  over  in  bed 
or  get  up  if  he  wanted  to,  but  no  one  believed 
it  until  his  own  physician  discovered  him  in  this 
falsity. 

LIPEMIA 

This  disorder  is  something  seemingly  new,  or 
at  least  very  rare,  as  there  have  been  only  three 
or  four  cases  reported  so  far  in  this  part  of  the 
country.  Of  course,  lipemia  associated  with  dia- 
betes mellitus  is  not  infrequent,  and  associated 
as  it  is  with  sugar  in  the  blood  or  sugar  in  the 
urine  it  is  not  so  strange  in  that  event.  But  the 
writer  is  tempted  to  describe  a case  seen  the 
other  day  in  consultation  with  an  old  friend  of 
his,  the  first  of  its  kind  the  editor  had  seen.  And 
the  practitioner  who  had  the  case  in  charge  has 
been  asked  to  write  it  up  so  that  the  detailed  re- 
port may  be  published  later  in  The  Journae- 
Lancet. 

In  looking  up  the  literature  on  the  subject, 
Nelson’s  Loose-Leaf  Living  Medicine  gives  the 
following  resume : 

“Lipemia. — Ingested  fat  is  split  by  fermented 


action  into  glycerol  and  fatty  acids,  absorbed  in 
that  form  and  then  resynthetized  and  absorbed 
by  the  intestinal  wall  so  that  the  fat  actually  en- 
ters the  blood  in  a form  not  very  different  from 
that  in  the  food.  The  creamy  emulsion  carried 
by  the  thoracic  duct  goes  mostly  into  colloid  so- 
lution in  the  blood,  the  fat  being  changed  into 
a form  not  extractable  with  ether  or  stainable 
with  fat  stains,  probably  being  a combination 
with  protein  salts  and  other  lipoids.  The  red 
globules  seem  to  play  some  part  in  the  trans- 
formation. The  principal  lipoids  present  contain 
the  neutral  fat  or  choleresterol  and  the  plios- 
phatids  which  are  grouped  into  the  name  of 
lecithin.  During  the  active  fat  absorption  the 
plasma  becomes  more  or  less  turbid  with  un- 
dissolved fat  droplets  known  microscopically  as 
the  hemoconia  or  blood  dust.  The  exact  process 
by  which  the  cells  take  up  fat  is  unknown  but  it 
probablv  passes  through  their  membranes  in  the 
‘occult’  soluble  form  mentioned  above  rather 
than  as  split  products.” 

There  is  another  side  to  this  question.  In  a 
man  who  is  in  an  unfavorable  or  dangerous  con- 
dition following  an  accident,  there  is  greater  dan- 
ger of  fat  absorption  of  some  sort,  which  we  real- 
ly know  very  little  about.  It  has  occasionally  fol- 
lowed shock  in  patients  suffering  from  injury 
by  accident,  and  it  is  thought  the  shock  of  the 
accident  produces  a change  in  the  absorption 
of  products  due  to  the  split  bone  or  disintegra- 
tion of  the  surrounding  fat.  Almost  invariably, 
so  far  as  we  can  determine,  these  cases  that  are 
brought  on  by  accident  are  clear  for  an  hour 
or  two,  then  they  become  confused,  irrational, 
and  fall  into  a coma  from  which  they  cannot 
be  aroused.  They  are  fed  on  dextrose  or  saline 
solutions  and  other  remedies  that  may  suggest 
themselves,  but  nothing  can  be  determined  about 
them  because  they  are  unable  to  give  any  infor- 
mation. The  only  proof  that  is  positive  and 
real  is  an  examination  of  the  blood  under  the 
microscope  and  here  one  may  see  fat  particles 
on'  the  slide  fat  globules  that  are  as  clear  as 
any  other  blood  finding.  One  may  be  led  to  a 
hasty  diagnosis  of  lipemia  from  this,  but  the 
facts  seem  to  warrant  the  assertion  that  it  is 
lipemia  and  the  accident  is  the  provoking  cause 
of  the  absorption  of  fat  into  the  blood. 

Aside  from  this,  lipemia  occurs  as  one  of  the 
prominent  features  of  diabetes  in  two  forms. 
First,  in  all  severe  cases  there  is  an  increase 
of  blood  lipoids  above  normal,  even  though  the 
plasma  be  perfectly  clear.  Second,  in  the  mi- 
nority of  these  the  increase  is  so  great  that  the 
plasma  resembles  milk  or  cream,  the  highest 
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figures  being  34  per  cent  fat,  by  Frugoni  and 
Marchetti,  in  the  blood  of  a child  in  a diabetic 
coma,  and  19.7  per  cent  in  the  case  reported  by 
Niesser  and  Derlin.  It  is  now  established,  ac- 
cording to  authorities  quoted  in  Nelson’s  Loose- 
Leaf  Living  Medicine,  that  “Lipemia  represents 
an  accumulation  of  food  fat  in  the  blood ; the 
liver,  kidney  tubules  and  various  phagocytic  cells 
are  stuffed  with  fat,  but  something  prevents  the 
tissues  from  taking  it  up  in  a normal  manner.” 
As  we  are  not  discussing  diabetes  definitely  we 
do  not  propose  to  go  into  a discussion  of  this 
phase  in  particular. 

Lipemia  shows  the  importance  of  very  careful 
investigation  of  every  case  with  stupor  or  uncon- 
sciousness, particularly  as  to  the  blood  findings. 
We  shall  be  glad  to  have  some  additional  refer- 
ence to  lipemia  if  any  of  our  readers  have  seen 
similar  cases. 

THE  FREQUENCY  OF  AUTOMOBILE 
ACCIDENTS 

Every  day  the  press  comes  out  with  news 
items  announcing  deaths  and  injuries  from  mo- 
tor car  accidents,  and  unless  something  drastic 
is  done  to  check  reckless  driving  before  it  gets 
to  be  a habit  with  the  American  people  the  law 
will  step  in  and  punish  the  careless  motor  driver 
before  he  has  a serious  accident. 

The  average  man  who  goes  on  a motor  trip, 
a picnic,  or  a business  trip  evidently  thinks  there 
is  no  one  on  the  road  but  himself,  or  else  he  is 
careless  and  thoughtless  and  inconsiderate  in 
every  way.  And  his  conduct  becomes  disgrace- 
ful, to  say  the  least,  when  he  is  responsible  for 
not  only  his  own  but  perhaps  the  deaths  of  his 
wife  and  children  through  an  accident  brought 
about  by  his  recklessness. 

It  is  tc  be  hoped  that  such  traffic  disasters  will 
be  greatly  reduced  in  Minnesota  now  that  Earle 
Brown  has  charge  of  the  patroling  of  highways, 
and  it  is  to  be  hoped,  too,  that  fast  and  reckless 
driving  will  be  checked. 

Already  in  1929  there  have  been  59  deaths 
from  auto  injuries  in  Minneapolis  alone.  On 
one  week-end  alone,  Sunday,  September  ninth, 
five  people  died  of  their  injuries  as  a result  of 
such  accidents  in  the  state  of  Minnesota,  and  a 
seventy-two  year  old  victim  of  an  accident  a 
day  or  two  previous  to  that  also  died  on  that 
day,  bringing  the  total  to  six  deaths.  If  this 
continues  Minnesota  will  be  avoided  by  motor- 
ists who  have  some  proper  ideas  of  speed  and 
careful  driving.  When  motorists  rush  through 
regardless  of  space  and  regardless  of  what  may 


happen  they  are  a menace  to  the  community  and 
ought  to  be  arrested  whenever  apprehended. 
Certainly  there  are  drivers  who  have  sense  and 
who  consider  the  danger  that  people  are  sub- 
jected to  when  too  great  speed  is  attempted.  But 
on  Sundays  in  particular,  when  most  people  go 
into  the  country  for  a holiday,  as  they  say,  the 
roads  are  crowded  with  automobiles,  and  it  has 
been  observed  time  and  again  that  there  may  be 
a line  of  automobiles  crawling  from  one  point 
to  another  on  the  highway  because  they  cannot 
get  our  of  the  line  without  endangering  the  lives 
of  others,  as  well  as  their  own,  and  they  know 
enough  not  to  break  out  of  line  and  drive  at 
terrific  speed  on  the  wrong  side  of  the  pavement 
in  order  to  get  to  some  place  or  other,  and  per- 
haps many  times  with  no  definite  objective.  But 
the  temptation  for  the  moron  and  the  fool  in  gen- 
eral to  cause  trouble  is  so  great  that  he  thinks 
he  can  afford  the  risk.  He  may  be  insured  and 
may  take  the  risk  on  that  account,  but  there  is 
no  warrant  for  such  proceedings.  He  is  a man 
to  be  watched  and  controlled  or  corrected  and 
punished.  The  only  way  tO'  control  some  of 
these  careless  drivers  would  be  to  put  them  on 
a pavement  without  their  automobiles  and  run 
three  or  four  trucks  over  their  bodies.  But  the 
public  could  not  adopt  such  severe  measures,  of 
course,  while  the  reckless  motorist  who  brings 
accidental  death  to  others  takes  it  jauntily.  He 
likes  to  skim  along  and  just  graze  the  fender  or 
running  board  of  another  car.  He  thinks  it  is 
smart,  but  it  is  not  clever — it  simply  shows  his 
lack  of  consideration  and  his  stupidity.  Another 
way  to  remedy  this  situation  is  to  treat  them  as 
they  Ireat  criminals  now,  that  is,  have  such 
drivers  brought  up  before  a tribunal  and  tested 
out  for  their  mentality ; 98  per  cent  will  prob- 
ably show  a defective  mentality. 

THE  HEALTH  COMMITTEE’S 
INVITATION 

The  local  committee  in  charge  of  the  Health 
Meetings,  coming  to  Minneapolis  from  Septem- 
ber 30th  to  October  5th,  is  anxious  to  serve  all 
interested  groups  of  our  people,  but  it  is  par- 
ticularly desirous  to  promote  the  attendance  of 
the  members  of  the  medical  and  dental  profes- 
sions at  any  or  all  the  events  of  the  week. 

Their  presence  will  bring  them  into  contact 
with  public  health  workers.  They  may  be  sur- 
prised to  learn  how  manv  sorts  and  conditions 
of  people, — health  officers,  child  hygienists,  in- 
dustrial hygienists,  vital  statisticians,  laboratory 
investigators  of  foods  and  drugs,  public  health 
engineers,  public  health  educators,  public  health 
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nurses,  in  various  lines  of  service,  sanitarians, 
chemists,  psychologists,  social  workers,  students 
of  child  development,  helpers  of  the  handicapped, 
etc., — there  are  among  them.  The  ramifications 
of  public  health  service  are  many. 

It  is  to  be  hoped  that  many  physicians  are  al- 
ready members  of  The  American  Public  Health 
Association,  The  American  Child  Health  Asso- 
ciation, The  American  Association  of  School 
Physicians,  The  American  Social  Hygiene  As- 
sociation, The  International  Society  of  Medical 
Health  Officers,  The  Conference  of  State  Sani- 
tary Engineers.  It  is  to  be  hoped  that  many 
more  among  them  will  become  members  before 
these  meetings  are  over.  A membership  com- 
mitte,  of  which  Dr.  Jay  Arthur  Myers  is  chair- 
man, is  at  work  in  making  it  easy  for  them  to 
join  the  ranks.  That  committee  is  provided  with 
membership  blanks  for  each  of  these  organiza- 
tions. 

The  meetings  will  give  our  medical  men  and 
women  the  opportunity  to  see  how  fast  and  far 
health  work  has  gone  in  these  many  fields. 
They  will  give  them  occasion  of  close  contacts 
with  leaders  and  workers  and  students  alike. 
They  will  have  a chance  to  test  the  fiber  of  these 
people  and  the  quality  of  the  service  they  are 
rendering  to  society. 

The  local  committee  hopes  that  they  will  join 
with  other  groups, — groups  of  mothers,  fathers, 
teachers,  nurses,  sociologists,  child  students, — 
in  taking  in  the  sessions  of  the  Third  Northwest 
Conference  for  Child  Health  and  Parent  Educa- 
tion on  October  2 and  3.  They  will  be  aston- 
ished, perhaps,  to  discover  how  far  the  interest 
of  the  people  in  parent  education  is  spreading. 
They  will  certainly  be  attracted  to  the  program, 
led  by  outstanding  men  and  women,  at  the  four 
sessions  of  the  Conference,  on  the  foregoing 
dates,  three  of  which  are  held  in  the  general 
assembly  hall  of  the  Auditorium  and  the  fourth, 
by  way  of  luncheon  round-tables  at  the  Curtis 
Hotel.  Early  registration  will  be  desirable  in 
securing  seats  for  these  sessions.  Among  the 
speakers  to  appear  are : Dr.  Abraham  Myerson, 
Tufts  College,  Boston;  Dr.  Bruce  Robinson,  Di- 
rector of  the  Child  Guidance  Clinic,  of  Newark, 
New  Jersey;  Dr.  John  E.  Anderson,  Director  of 
the  Institute  of  Child  Welfare,  University  of 
Minnesota;  Professor  Carlton  Washburne,  Su- 
perintendent of  Schools,  Winnetka,  Illinois;  Mr. 
James  C.  Lawrence,  Office  of  Administration, 
University  of  Minnesota;  Reverend  Paul  H. 
Furfey,  Catholic  University  of  America,  Wash- 
ington, D.  C. ; Professor  Carrol  Reed,  Superin  - 
tendent of  Schools,  Minneapolis,  Minnesota ; Dr. 


Mark  A.  May,  Department  of  Education,  Yale 
University;  Mrs.  Sidonie  M.  Gruenberg,  Direc- 
tor of  the  Child  Study  Association  of  America, 
in  addition  to  those  named  below,  at  the  evening 
session  of  Wednesday,  October  2. 

The  local  committee  suggests  that  members 
will  find  visits  to  the  Educational  Health  Exhibits 
interesting.  These  will  have  a very  varied  range 
and  will  interpret  health  to  the  people  in  its  many 
relations.  For  health  means  so  many  phases  of 
function  in  the  individual,  in  the  family,  in  the 
community,  in  the  State.  These  object  lessons 
of  the  health  exhibits,  it  is  believed,  will  be  well 
worth  while. 

The  medical  profession  should  assist  the  lo- 
cal committee  actively  in  the  entertainment  of 
its  many  guests.  It  will  find  them  conspicuously 
interesting  folks.  Various  trips  or  excursions 
have  been  planned  for  the  different  groups,  fo- 
cussing on  their  special  interests. 

There  will  be  social  events,  each  of  which  is 
in  charge  of  chosen  committees : The  opening 
general  session  of  The  American  Public  Health 
and  the  American  Child  Health  Association  will 
occur  on  Monday  evening,  September  30,  at  the 
Hotel  Nicollet.  A reception,  a program  and, 
finally,  a dance  will  fill  the  evening.  Mrs.  A.  E. 
Zonne  and  her  Committee  will  be  in  charge.  Dr. 
Ray  Lyman  Wilbur,  filling  the  double  role  of 
President  of  Stanford  University  and  Secretary 
of  the  Interior,  will  be  the  principal  speaker  and 
medical  people  know  him. 

The  next  morning,  the  Health  Guests  will  aid 
the  University  of  Minnesota  in  the  Dedication 
of  the  new  Public  Health  Pavilion  on  the  medi- 
cal campus.  Addresses  will  be  given  by  Presi- 
dent Coffman,  Dr.  C.  E.  A.  Winslow  of  Yale 
University,  Dr.  Harold  S.  Diehl,  of  the  Univer- 
sity Department  of  Preventive  Medicine  and 
Public  Health,  and,  again,  Dr.  Ray  Lyman 
Wilbur. 

On  Tuesday  evening,  October  1,  the  Minne- 
sota Public  Health  Association  will  have  its  an- 
nual dinner,  in  the  Grand  Ball  Room  of  the 
Hotel  Nicollet,  at  which  Dr.  Kendall  Emerson, 
Director  of  the  National  Tuberculosis  Associa- 
tion, the  Reverend  W.  C.  Sainsbury,  of  St.  Paul, 
and  Dr.  Gerald  Webb,  Director  of  the  Sunny- 
rest  Sanatorium  of  Colorado  Springs,  will  speak. 
This  will  prove  a rallying  place  for  all  the  health 
groups. 

On  Wednesday  evening,  October  2,  at  the 
Minneapolis  Auditorium,  there  will  be  a joint 
evening  session  of  the  Northwest  Conference 
for  Child  Health  and  Parent  Education  and  the 
American  Child  Health  Association,  its  guest. 
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The  speakers  of  the  evening  will  be  Dr.  Arthur 
E.  Morgan,  President  of  Antioch  College,  Ohio, 
and  Dr.  Mary  Dabney  Davis,  of  the  Bureau  of 
Education,  Washington,  D.  C. 

On  Thursday  evening,  October  3,  the  annual 
banquet  of  the  American  Public  Health  Asso- 
ciation and  its  related  organizations  will  be  held 
at  the  Hotel  Nicollet.  The  speakers  of  the 
evening,  following  the  banquet,  will  be  Dr. 
Frederick  M.  Snyder  of  the  Chautauqua  As- 
sembly, and  Dr.  George  Edgar  Vincent,  Presi- 
dent of  the  Rockefeller  Foundation  and  Past- 
President  of  the  University  of  Minnesota,  whom 
everybody  in  the  State  knows  and  will  delight 
to  honor  in  his  coming  back. 

On  Friday  evening,  October  5,  the  annual 
dinner  of  the  American  Social  Hygiene  Associ- 
ation, at  which  its  President,  Dr.  William  F. 
Snow,  will  preside,  will  be  held  at  the  Curtis 
Hotel. 

Following  it  an  open  meeting  will  occur  at  the 
Municipal  Auditorium  under  the  auspices  of 
the  American  Social  Hygiene  Association,-  at 
which  Mrs.  David  F.  Simpson  will  preside  and 
where  Dr.  Valeria  Parker,  of  New  York,  will 
speak  upon  the  topic,  “Social  Hygiene  and  So- 
cial Betterment,”  and  Dr.  C.  E.  A.  Winslow, 
of  Yale  University,  upon  the  subject  “Social 
Hygiene  and  Public  Health.” 

Here  is  food,  surely,  for  the  flow  of  wit, 
reason  and  soul ! 


NEWS  ITEMS 


Dr.  C.  E.  Lowe,  of  Mobridge,  S.  D.,  is  to 
build  a new  hospital. 

Dr.  A.  Sommerfelt  has  moved  from  Epping, 
N.  D.,  to  Williston,  N.  D. 

Dr.  G.  A.  Landmann,  of  Scotland,  S.  D.,  has 
just  completed  a new  clinic  building. 

Dr.  John  Folta,  a recent  graduate  of  the  Med- 
ical School  of  the  U.  of  M.,  has  located  at  Tay- 
lors Falls,  Minn. 

Dr.  L.  R.  Roller  and  wife,  of  Minneapolis, 
have  returned  from  a three  months’  trip  to  the 
clinics  of  Vienna. 

Dr.  John  O.  Taft,  of  Minneapolis,  will  soon 
be  home  from  Europe  where  he  spent  four 
months  on  a motor  trip. 

Dr.  W.  A.  Fansler,  of  Minneapolis,  accom- 
panied by  his  wife  and  daughter,  is  expected 
home  from  Europe  this  week. 


Dr.  F.  F.  Lang,  of  Montpelier,  N.  D.,  has 
returned  from  a visit  to  the  clinics  of  Berlin 
and  Vienna,  where  he  spent  six  months. 

Dr.  A.  M.  Smith  and  wife,  of  Minneapolis, 
have  returned  from  a tour  of  six  months  in 
Europe.  Most  of  their  time  was  spent  in  Vienna. 

The  Minnesota  State  Board  of  Examiners  for 
Nurses  will  hold  examinations  on  October  14  and 
15  at  St.  Paul,  Duluth,  Rochester,  and  Crook- 
ston. 

A conference  school  for  medical  reserve  of- 
ficers is  to  be  established  at  Rochester,  Minn., 
to  train  reserve  officers  unable  to  attend  the  sum- 
mer camps. 

The  American  Chemical  Society  held  its  sev- 
enty-eighth annual  meeting  in  Minneapolis  last 
week,  drawing  distinguished  chemists  from  all 
parts  of  the  world. 

Work  on  the  Sioux  Valley  Hospital  building 
at  Sioux  Falls,  S.  D.,  is  being  rapidly  pushed. 
The  building,  which  will  cost  about  $300,000,  will 
be  done  by  January  1. 

At  the  annual  convention  of  the  Hospital 
Clinic  Managers  at  Minot,  N.  D.,  last  month, 
Memphis,  Tenn.,  was  selected  as  the  place  for 
the  meeting  next  year. 

Two  nurses,  graduates  of  the  school  of  Nurs- 
ing of  the  University  of  Minnesota,  have  been 
appointed  to  positions  in  the  municipal  hospitals 
of  Brussels,  Belgium. 

Dr.  George  E.  Vincent,  former  president  of  the 
University  of  Minnesota,  will  address  the  Ameri- 
can Public  Health  Association  in  Minneapolis  on 
October  3 at  the  Nicollet  Hotel. 

Drs.  A.  J.  Moe  and  O.  V.  Opheim,  of  Sioux 
Falls,  S.  D.,  have  dissolved  their  partnership 
conducted  as  the  Moe  Hospital  Clinic.  The 
Clinic  will  be  continued  by  Dr.  Moe,  and  Dr. 
Opheim  will  take  offices  in  another  building. 

The  Journal-Lancet  announces  with  pleas- 
ure the  election  as  dean  of  the  Dental  College 
of  the  University  of  Minnesota  Dr.  William  F. 
Lasby  to  succeed  Dr.  Alfred  Owre,  who  was 
called  to  the  head  of  the  Dental  College  of 
Columbia  University  several  months  ago. 

There  has  just  come  from  the  press  of  F.  A. 
Davis  Company,  of  Philadelphia,  a volume  on 
“Varicose  Wins,  with  Special  Reference  to  the 
Injection  Treatment”  by  H.  O.  McPheeters,  M. 
D.,  F.A.C.S.,  of  Minneapolis,  who  is  Director 
of  the  Varicose  Vein  and  Ulcer  Clinic  of  the 
Minneapolis  General  Hospital.  The  volume  will 
soon  be  reviewed  in  these  columns. 
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The  annual  meeting  of  the  Northern  Minne- 
sota Medical  Association  was  held  at  Bemidji 
last  week,  and  an  excellent  program,  as  given 
in  our  issue  of  August  la,  was  carried  out.  1 he 
following  officers  were  elected  for  the  curient 
year:  President,  Dr.  H.  C.  Cooney,  Princeton; 
vice-president,  Dr.  E.  \\  . Johnson,  Bemidji, 
secretary-treasurer,  Dr.  O.  W.  Larson,  Detroit 
Lakes  (re-elected). 

The  program  for  the  homecoming  meeting  of 
the  Minnesota  alumni  will  appear  in  our  columns 
shortly.  The  meeting  will  be  on  November  15, 
the  day  before  the  Michigan  game.  Dr.  Otto 
Folin  "has  promised  to  apper  on  the  program, 
likewise,  Drs.  Braasch,  Tuohy,  Head,  Birch, 
Sweitzer,  Durand,  etc.  There  will  probably  be 
a banquet  Friday  evening.  Saturday  will  be  de- 
voted to  a business  session  at  the  Medical 
School. 

The  North  Dakota  State  Nurses’  Association 
hold  their  annual  meeting  in  Minot  on  October 
30  and  31.  Dr.  J.  A.  Meyers,  of  Minneapolis, 
and  Miss  Mary  E.  Gladwin,  instructor  in  St. 
Mary’s  Hospital,  of  Rochester,  Minn.,  will  be 
the  principal  speakers,  the  former  on  “Tuber- 
culosis” and  the  latter  on  “Nursing  Education.” 
An  epidemic  of  diphtheria  is  threatened  at 
Wishek,  N.  D.  Dr.  J.  D.  Jungman,  the  State 
epidemiologist,  has  taken  prompt  steps  to  meet 
the  situation. 

The  new  Hospital  unit  added  to  the  Swedish 
Hospital  of  Minneapolis  was  dedicated  last  week 
with  appropriate  ceremonies  in  which  the  Gov- 
ernor of  the  State,  the  Mayor  of  the  City  and 
other  distinguished  citizens  took  part.  This  unit 
cost  $700,000  and  is  in  itself  a complete  and  beau- 
tiful structure,  well  worth  a visit  by  every  physi- 
cian of  the  Northwest.  The  Swedish  Hospital 
of  Minneapolis  is  a splendidly  conducted  hospital, 
doing  a great  public  and  beneficent  work,  directed 
by  a staff  of  physicians  and  a group  of  public 
spirited  men  and  women  whose  work  is  an  index 
of  our  higher  civilization. 


Hennepin  County  Medical  Society  Celebration 

For  thirty  years  the  Hennepin  County  Medical 
Society  has  occupied  the  same  quarters  in  the  Don- 
aldson Building  of  Minneapolis.  In  that  time  the 
membership  of  the  Society  has  grown  from  less 
: than  one  hundred  to  its  present  roster  of  more  than 

six  hundred  physicians. 

This  month  we  are  moving  into  a commodius, 
beautiful  home  on  the  roof  of  the  new  twenty-story 
Medical  Arts  Building.  The  occupying  of  these 
I new  quarters  after  for  so  many  years  having  out- 
grown our  old  home,  is  an  occasion  of  great  re- 


joicing and  importance  to  the  men  of  the  Society. 

We  wish  to  celebrate  this  event  in  a fitting  man- 
ner, and  on  the  26th,  27th  and  28lh  of  September, 
will  hold  an  inaugural  program  of  clinics  and  enter- 
tainment, to  which  we  extend  a cordial  invitation  to 
the  physicians  of  Minnesota  and  the  Northwest. 

Program 

Thursday 

Dedication  Exercises,  8 p.  m. 

Dr.  Malcolm  L.  Harris,  President,  American  Medical 
Association,  Chicago. 

Dr.  William  J.  Mayo,  Mayo  Clinic,  Rochester. 

Dr.  J.  T.  Christensen,  President,  State  Medical  As- 
sociation, St.  Paul. 

Rev.  Phillips  E.  Osgood,  Pastor  St.  Mark’s  Episco- 
pal Church,  Minneapolis. 

Friday 

Surgical  Clinics 
8:30  a.  m.  to  12:30  p.  m. 

Dr.  Harry  M.  Richler,  Professor  of  Surgery,  N.  W. 
Medical  School,  Chicago. 

Dr.  Evarts  Graham,  Professor  of  Surgery,  Washing- 
ton University,  St.  Louis. 

Dr.  Thos.  G.  Orr,  Professor  of  Surgery,  University 
of  Kansas,  Kansas  City,  Mo. 

Dr.  William  Braasch,  Mayo  Clinic,  Rochester. 

Friday  Afternoon 

Public  Reception. 

Annual  Golf  Tournament  of  Minnesota  Medical 
Alumni  Association. 

Friday  Evening 

Dance  and  party  under  the  auspices  of  the  Women’s 
Auxiliary,  Hennepin  County  Medical  Society. 

Saturday 
Medical  Clinics 
8:30  a.  m.  to  12:30  p.  m. 

Dr.  Ralph  Ivinsella,  Professor  of  Internal  Medicine, 
St.  Louis  University,  St.  Louis,  Missouri. 

Dr.  Jos.  A.  Capps,  Clinical  Professor  of  Medicine, 
Rush  Medical  College,  Chicago. 

Dr.  Jos.  S.  Evans,  Jr.,  Professor  of  Medicine,  Uni- 
versity of  Wisconsin,  Madison. 

Dr.  L.  G.  Rowntree,  Mayo  Clinic,  Rochester. 

Saturday  Evening 
8:00  p.  m. 

Stag  Smoker.  Appropriate  entertainment. 

Sunday  Afternoon 

Golf  Tournament — Hennepin  County  Medical  So- 
ciety vs.  Mayo  Clinic. 

Visitors  are  cordially  invited  to  take  part  in  these 
events. 

— The  Hennepin  County  Medical  Society. 

Location  Wanted 

A well-qualified  physician  is  looking  for  a Min- 
nesota location.  Address  649,  care  of  this  office. 

Wanted — Assistant  General  Surgeon  in 
Minneapolis 

Scandinavian;  single;  of  good  personality.  Op- 
portunity to  share  in  the  business.  Address  651, 
care  of  this  office. 
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Hospital  Superintendent  Wanted 

For  a 12-bed  hospital  in  a South  Dakota  town 
of  1500.  Send  photo.  Give  age,  experience,  weight 
and  where  graduated.  Address  654,  care  of  this 
office. 

Wanted — An  Associate 

With  opportunity  of  taking  over  a small  private 
hospital,  well  equipped  in  every  way  in  S.  E.  South 
Dakota.  Must  be  seen  to  be  appreciated.  Address 
652,  care  of  this  office. 

For  Sale — Creap 

A-l  complete  diathermy  outfit;  high  tension  ma- 
chine; also  auto-condensation  table;  therapeutic 
lamp.  Mrs.  L.  G.  Green,  915  3rd  Ave.  S.,  Minne- 
apolis, Tele.  Ge.  3060. 

Physician  Wanted  Immediately 

Protestant  physician  as  assistant  to  doctor  in 
modern  Wisconsin  village  near  Twin  Cities.  Good 
salary.  Address  841,  care  of  this  office,  giving  age, 
religion,  married  or  single,  school,  etc. 

Hospital  in  Minnesota  for  Sale 

Modern  private  hospital  for  sale  in  thriving  town, 
large  territory,  prosperous  community,  do  a great 
deal  of  major  surgery.  Contains  a block  of  land  in 
heart  of  town.  Large  garage,  coal  shed,  granary  and 
fine  chicken  house,  fine  orchards  and  vineyards, 
woven  wire  fenced,  plenty  of  hedges.  Might  con- 
sider some  Minneapolis  city  income  property  as  part 
trade.  Address  631,  care  of  this  paper. 


Minnesota  Practice  Sale 

In  Southern  Minnesota,  unopposed  $12,000  prac- 
tice in  thriving  town  of  600;  large  territory.  Will 
sell  for  reasonable  price  for  my  home  and  office. 
Buyer  must  have  some  cash.  A real  opportunity 
for  a man  who  wants  to  work.  Address  650,  care 
of  this  office. 

Hospital  for  Sale 

In  South  Dakota,  10-bed  private  hospital,  well 
equipped  operating  room  and  physiotherapy  depart- 
ment. Office  and  living  rooms  in  connection;  good 
farming  community.  Well  established  surgical  and 
general  practice.  Ill  health  only  reason  for  selling. 
Further  information  on  request.  Address  638,  care 
of  this  office. 

Wanted — A Dentist 

To  take  over  a well-established  practice  recently 
vacated  by  a former  dentist  taking  up  institutional 
work  in  New  York  City.  Town  500,  large  and  un- 
opposed territory;  good  office  rooms,  heat,  light 
and  running  water.  Rent  reasonable.  Nothing  to 
buy.  Give  references.  Address  Dr.  W.  E.  Wray, 
Campbell,  Minn. 

Part  of  Office  in  Minneapolis  for  Rent 

Two  rooms  for  physician  in  general  practice  or 
specialist  with  old  established  'eye,  ear,  nose  and 
throat  specialist  with  privilege  of  large  waiting 
room  and  services  of  stenographer.  Call  upon  Dr. 
George  A.  Kohler,  611-617  Besse  Building  or  phone 
Geneva  2175. 


Equip  that  new  office  with 
Gowns  and  Linens 

Supplied  by 

The  Medical  Arts  Service 

Incorporated 

All  g arments  made  to  ORDER.  Call  for 
our  representative  to  take  measurements 
prior  to  your  moving  date. 


Geneva  1851 


72-74  South  11th  Street 


Minneapolis,  Minn. 
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CARDIAC  CLINIC* 

By  M.  C.  Howard,  M.D. 

Assistant  Professor  of  Medicine,  Creighton  University  School  of  Medicine 
OMAHA,  NEBRASKA 


Due  to  unavoidable  circumstances  Dr.  A. 
Sachs,  of  Omaha,  Nebraska,  is  unable  to  be 
present  to-day.  In  his  absence  I shall  conduct 
the  Cardiac  Clinic  this  morning,  and  must  com- 
pliment Dr.  E.  W.  Jones  and  his  confreres  on 
the  number  and  variety  of  patients  for  this  pre- 
sentation. Even  from  the  wards  that  I have  at 
the  County  Hospital  and  other  hospitals  in 
Omaha,  I do  not  think  that  a better  series  could 
have  been  assembled. 

I am  sorry  to  say,  however,  that  one  of  the 
patients  whom  I desired  to  present  to  you  to-day 
took  a sudden  turn  for  the  worse,  and  it  is  im- 
possible to  bring  him  here  this  morning.  He  is 
one  of  those  unfortunate  individuals  who  has 
been  neglected  most  of  his  life.  At  the  age  of 
five  he  had  his  first  attack  of  tonsillitis.  Fol- 
lowing this  he  suffered  from  rheumatic  fever 
and  later  an  attack  of  chorea.  Five  years  later 
he  had  an  acute  upper  respiratory  infection  ac- 
companied by  definite  cardiac  changes.  Dr. 
Jones  and  I examined  this  boy  yesterday.  He 
had  all  the  signs  and  symptoms  of  a complete 
pancarditis. 

When  I say  that  he  is  one  of  the  neglected 
series,  it  has  no  reference  to  the  medical  profes- 
sion. The  neglect  is  usually  due  to  some  in- 
fluence brought  to  bear  on  the  family  which 
makes  it  reluctant  to  have  the  individual  treated 
for  the  removal  of  the  focus  of  infection.  I am 

•Presented  at  the  Forty-eighth  Annual  Session  of  the 
South  Dakota  State  Medical  Association  at  Mitchell,  S.  D., 
May  7-9,  1929. 


sure  if  this  boy  had  been  looked  after  six  years 
ago,  he  would  have  been  in  fairly  good  health 
to-day. 

The  first  patient  (L.  H.)  is  a young  man; 
age,  twenty-eight  years ; occupation,  movie  op- 
erator. His  chief  complaint  is  shortness  of 
breath  and  palpitation  on  exertion.  His  past 
history  shows  that  he  had  measles  at  the  age 
of  fifteen  and  rheumatic  fever  at  the  age  of 
eighteen.  Since  this  latter  infection,  he  has  suf- 
fered from  repeated  attacks  of  tonsillitis  and 
joint  pains.  The  physical  examination  is  nega- 
tive other  than  the  cardiac  findings.  There  is 
a diffuse  slapping  apex  beat  with  a thrill  at  the 
apex.  Dullness  in  the  left  third  intercostal 
space,  the  second  pulmonic  sound  is  accentuated 
and  at  the  apex  there  is  a rasping  systolic  mur- 
mur transmitted  into  the  axilla  and  back.  There 
is  no  arrythmia.  We  have  here  a rheumatic 
heart  with  valvular  changes  giving  rise  to  a com- 
bined mitral  regurgitation  and  stenosis. 

The  social  history  of  this  man  is  interesting. 
He  formerly  lived  in  Wisconsin.  While  there 
he  was  a mail  carrier  in  the  rural  districts.  Be- 
cause of  failing  health  he  was  advised  to  change 
climate.  He  came  to  South  Dakota  and  took 
up  work  in  a garage.  This  proved  too  heavy  for 
him.  He  finally  drifted  into  the  occupation 
which  he  now  has,  that  of  a movie  operator. 
This  latter  occupation  appears  to  agree  with  the 
young  man.  You  will  find  the  same  condition 
existing  in  other  cases.  To  illustrate,  when  you 
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are  passing  a school  at  recess  time  you  will  see 
certain  little  cardiac  cases  who  are  standing  off 
to  one  side,  away  from  the  crowds  of  other  chil- 
dren who  are  playing  games.  What  does  that 
imply  to  us?  To  me,  at  least,  it  argues  that  the 
individual  affected  with  the  heart  condition 
gradually  realizes  that  he  can  stand  only  a cer- 
tain amount  of  physical  exertion  and  that  if  he 
wishes  to  be  comfortable,  he  will  have  to  watch 
his  step.  For  this  reason  he  gives  up  the  grati- 
fication which  one  ordinarily  derives  from  ex- 
ercise and  gradually  drifts  into  a corner  where 
his  chief  satisfaction  in  lieu  of  exercise  is  the 
exhilaration  he  gets  from  watching  the  activity 
of  other  individuals,  or  in  some  form  of  mental 
activity,  such  as  reading  or  studying. 

The  same  is  true  in  this  case.  When  L.  H. 
gave  up  his  work  in  Wisconsin  and  later  aban- 
doned the  job  in  the  garage,  he  did  so  because 
he  realized  that  he  was  not  comfortable  per- 
forming that  type  of  work.  He  soon  found 
when  he  had  a job  at  which  he  could  sit  a great 
deal  during  the  day  or  was  not  forced  to  exer- 
cise too  strenuously,  that  life  had  a more  pleas- 
ureable  aspect  than  it  had  before. 

There  is  one  thing  about  this  patient  to  which 
I wish  to  call  your  attention.  It  is  the  fact  that 
he  still  has  attacks  of  tonsillitis  and  he  still  has 
his  tonsils.  If  this  patient  is  to  lead  a normal 
life  without  serious  symptoms,  it  is  my  advice 
that  all  foci  of  infection  be  removed  so  as  to 
eradicate  any  possible  source  of  further  danger 
to  the  heart. 

The  next  patient  is  twenty-four  years  of  age. 
(Pat  Ellwein).  Occupation,  student.  His  chief 
complaint  is  shortness  of  breath  on  exertion,  ex- 
haustion, loss  of  weight  and  inability  to  do  any 
work.  His  past  history  is  negative,  except  for 
the  fact  that  he  had  a submucous  resection  on 
April  16,  1927.  Three  days  later  he  had  a severe 
nasal  infection  which  confined  him  for  ten  days 
in  the  hospital.  This  was  accompanied  hv  chills, 
fever,  swollen  joints  and  rapid  pulse.  He  re- 
turned to  the  hospital  in  May,  1927,  and  re- 
mained there  until  June,  1927.  This  took  place 
in  Iowa  City.  He  returned  to  Mitchell  during 
vacation  and  was  in  bed  until  August  with  rheu- 
matic fever  and  endocarditis.  At  the  present 
time  he  has  rheumatic  pains  in  the  joints  and 
a winter  cough  necessitating  his  spending  the 
winter  in  a moderate  climate.  His  blood  pres- 
sure is  108/70.  The  laboratory  findings  are 
negative. 

My  reason  for  showing  another  patient  with 
acute  rheumatic  fever,  such  as  we  have  here,  is 
to  bring  out  several  facts.  First,  the  boy, 


twenty-four  years  of  age,  up  to  the  time  he  had 
a submucous  resection  in  1927,  was  in  fairly 
good  health.  The  submucous  resection  was  nec- 
essary because  of  a marked  nasal  obstruction. 
Evidently  he  had  a focus  in  his  nose  and  when 
a piece  of  cartilage  was  removed,  the  focus  was 
stirred  up  and  resulted  in  his  present  condition. 
This  is  not  uncommon. 

Two  years  ago  after  some  operative  work  in 
the  nose  and  throat,  I had  a patient  who  suffered 
from  a severe  streptococcic  infection.  Thre^ 
other  cases  in  which  antra  were  opened  and 
drained  while  in  the  hospital  suffered  severe  re- 
actions with  fever,  rash,  sore  joints,  etc.,  and 
these  were  considered  to  be  the  the  result  of  a 
streptococcic  infection.  There  cases  had  the 
characteristic  features  of  scarlet  fever  and  re- 
sponded as  scarlet  fever  does  to  the  serum. 

This  patient  has  had  his  tonsils  removed  and 
has  been  leading  the  type  of  life  that  I should 
decide  to  lead  if  I had  rheumatic  fever  with 
cardiac  involvement  at  his  age.  From  the  day 
this  boy  came  down  with  his  first  acute  attack 
of  rheumatic  fever  he  has  been  treated  primarily 
as  a heart  patient.  I am  sure  the  men  at  Iowa 
State  did  not  consider  for  one  moment  the  ar- 
thritis this  boy  was  having.  They  may  have 
given  certain  drugs  to  him  to  relieve  his  pain, 
but  they  did  not  worry  about  his  arthritis.  What 
they  were  anxious  about,  and  what  Dr.  Jones 
is  watching,  is  his  heart.  Due  to  the  kind  of 
treatment  this  boy  has  had,  and  is  likely  to  have 
in  the  future,  I am  sure  his  is  a case  of  acute 
rheumatic  disease  which  will  have  a fair  chance 
in  the  struggle  ahead  of  it.  It  is  a slow  process, 
as  it  takes  time  for  the  individual  to  raise  his 
resistance  and  to  stamp  out  all  signs  of  infec- 
tion as  far  as  the  heart  is  concerned. 

The  boy  made  an  interesting  remark  while  we 
were  in  Dr.  Jones’  office  yesterday.  He  stated 
that  while  he  was  in  Texas  he  was  considered  a 
rare  bird.  From  this  I conclude  that  cases  of 
acute  rheumatic  fever  are  not  common  in  the 
locality  where  he  resided,  that  is,  in  San  An- 
tonio. It  seems  to  be  the  opinion,  relayed 
through  the  patient,  that  acute  rheumatic  heart 
disease  is  not  a common  condition  found  in  the 
southwestern  portion  of  the  United  States. 

I am  not  presenting  this  patient  exactly  as  a 
case  of  acute  rheumatic  fever,  but  merely  to 
show  a man  who  has  been  given  the  best  of  care, 
a man  who  was  treated,  not  for  his  rheumatism 
but  for  his  heart  condition.  When  I see  a pa- 
tient with  acute  inflammatory  rheumatism,  I 
ask  him:  “Will  you  do  what  I order  you  to  do?” 
If  he  says  “Yes,”  I tell  him  that  I will  take  the 
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case.  If  he  intends  to  handle  the  case  himself, 
seeking  advice  from  quacks,  relatives,  or  friends 
whom  he  meets,  then  I do  not  care  to  handle 
the  case.  It  is  simple  enough  to  relieve  the  pain 
in  acute  rheumatic  fever.  It  may  be  only  a mat- 
ter of  days  or  weeks  until  the  individual  is  free 
from  any  symptom  which  he  may  have  had  in 
the  various  joints,  but  there  is  something  else 
of  much  greater  importance,  and  that  is  the  in- 
fection in  this  boy’s  heart  muscle. 

The  electrocardiogram  on  this  bov  and  the 
X-ray  are  practically  normal,  and  the  electro- 
cardiogram is  a fairly  good  example  of  what  a 
normal  electrocardiogram  should  be.  There  is  an 
even  spacing  of  each  beat  of  the  heart,  and  the 
leads  are  absolutely  normal.  The  X-ray  shows 
possibly  a little  more  enlargement  than  we  care 
to  see,  but,  I am  sure,  with  careful  observation, 
this  heart  will  not  enlarge,  nor  will  it  become 
any  worse. 

(Miss  E.  T.)  The  little  girl  whom  I am  now 
going  to  show  is,  without  doubt,  one  of  the  most 
interesting  cardiac  cases  I have  seen.  She  is 
seven  years  of  age  and  at  the  present  time 
weighs  thirty  pounds.  Her  chief  complaint,  ac- 
cording to  her  mother,  is  the  fact  that  she  has 
rickets ; there  is  also  an  undergrowth  and  mal- 
nutrition. Her  past  history  is  important.  This 
little  girl  was  a normal  baby ; that  is,  not  a blue 
baby.  The  mother  thinks  she  weighed  about 
four  or  five  pounds  at  birth.  She  was  breast 
fed  for  fourteen  months  and  took  her  feedings 
normally.  At  fourteen  months  of  age  she  had  a 
severe  attack  of  pneumonia ; at  the  age  of  four 
she  had  a severe  attack  of  tonsillitis,  and  during 
the  past  year  she  has  had  growing  pains.  She 
had  measles  at  the  age  of  six  and  whooping 
cough  at  the  age  of  seven.  The  Wassermann  re- 
action is  negative. 

She  is  underdeveloped  as  you  see,  weighing 
only  thirty  pounds.  Examination  shows  the  little 
girl’s  eyes  as  slightly  watery,  and  she  has  con- 
siderable pigmentation  due  to  freckles  over  the 
face.  There  is  a small  cold  sore  on  her  upper 
lip.  No  abnormality  is  palpable  in  the  thyroid 
area.  The  chest  has  some  signs  of  early  rickets. 
The  extremities  are  prectically  negative.  The 
skin  of  the  hands  is  dry.  The  mother  states  that 
the  child  sweats  around  the  forehead  but  never 
on  the  body. 

The  physical  examination  of  this  little  girl 
may  be  summed  up  in  this  statement : She  has 
all  the  signs  of  an  aortic  regurgitation  minus  a 
regurgitation. 

The  examination  also  shows  a mild  systolic 
murmur  at  the  apex.  At  the  aortic  area  we  have 


normal  sounds.  In  the  pulmonic  area  there  is 
systolic  thrill.  In  addition  there  is  what  might 
be  termed  a cogwheel  type  of  murmur  in  the 
same  area.  This  murmur  is  transmitted  directly 
backwards  into  the  region  at  about  the  third  and 
fourth  dorsal  vertebrae.  The  transmission  of 
this  murmur  directly  backwards  helps  to  make 
the  diagnosis.  The  condition  is  a patent  ductus 
arteriosus.  The  only  condition  that  can  be  con- 
founded with  it  is  a pulmonary  stenosis  or 
atresia  of  the  pulmonary  artery.  A pulmonary 
stenosis,  which  may  be  congenital  or  due  to  an 
infective  endocarditis  during  fetal  life,  would 
give  us  the  following  symtoms : First,  I asked 
the  mother  if  the  child  was  blue  at  the  time  of 
birth.  She  said  no.  I asked  her  then  if  the 
child,  during  exercise,  had  ever  become  marked- 
ly cyanotic,  the  face  turning  a purple  color,  or 
if  the  child  had  attacks  of  dyspnea,  frequently 
ending  in  severe  coughing  spells,  or  in  epileptic 
form  of  convulsions.  All  the  questions  were 
answered  in  the  negative.  The  only  thing  she 
has  which  may  be  associated  with  a pulmonary 
stenosis  is  the  fact  that  she  is  markedly  under- 
developed. 

If  you  will  bear  with  me  for  a minute,  I shall 
attempt  to  show  you  what  this  little  girl  has  as 
far  as  the  heart  is  concerned.  A patent  ductus 
arteriosus  is  a fetal  remnant  which  has  hung 
over  and  continued  to  function  in  and  during 
the  life  of  the  individual  as  the  individual  grows. 
During  fetal  life  the  ductus  arteriosus  is  the 
direct  outlet  for  blood  coming  from  the  pul- 
monary artery,  which  is  shunted  away  from  the 
pulmonary  circulation  in  the  lungs  directly  into 
the  aorta  itself.  When  it  fails  to  close,  as  it 
normally  should,  we  have  physical  findings  and 
signs  such  as  are  found  in  this  little  girl. 

Why  do  I say  this  little  girl  has  all  the  signs 
of  aortic  regurgitation  except  the  regurgitation 
itself?  That  is  due  to  the  fact  that  she  has 
enough  play  back  and  forth  from  the  aorta  into 
the  pulmonary  artery  to  give  us  many  of  the 
signs  which  we  find.  Other  physical  findings 
in  this  patient  are  as  follows : An  aortic  nod,  a 
capillary  pulse,  a cubital  tone,  Duroziez’s  double 
murmur  over  the  femoral,  a blood  pressure  of 
86/30  giving  a pulse  pressure  of  56.  The  elec- 
trocardiogram shows  a uniform  preponderance 
in  all  leads. 

This,  without  doubt,  is  an  absolute  case  of 
congenital  heart  disease,  due  to  a patent  ductus 
arteriosus.  The  only  other  condition  that  could 
be  confounded  with  it  would  be  a .pulmonary 
stenosis.  I should  like  to  have  you  examine  this 
little  girl  following  the  clinic,  if  you  care  to.  I 
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should  never  have  known  a condition  such  as 
this  unless  the  findings  as  they  exist  in  this  little 
girl  had  been  pointed  out  to  me.  If  you  once 
listen  to  a heart  of  this  type  you  will  always  rec- 
ognize it  as  a congenital  heart. 

As  to  the  treatment  of  a case  like  this,  there 
is  none.  What  is  the  prognosis  in  a case  of  this 
kind?  As  soon  as  the  mother  heard  us  talking 
over  this  case,  she  immediately  wanted  to  know 
what  is  in  store  for  the  little  girl,  llie  oldest 
patient  I have  seen  with  this  type  of  heart  lived 
to  be  forty-two  years  of  age  and  bore  two  chil- 
dren. The  only  case  I had  in  this  country,  where 
I autopsied  the  individual  and  confirmed  the  clin- 
ical diagnosis  at  autopsy,  died  at  twenty-one 
years  of  age.  The  usual  history  is  very  similar 
to  that  of  pulmonary  stenosis;  that  is,  some  in- 
fection will  take  hold  of  the  patient  and  carry 
her  off,  such  as  pneumonia,  influenza,  tubercu- 
losis or  an  infective  endocarditis.  As  far  as 
prognosis  is  concerned,  we  do  not  know.  We 
can  say  with  some  degree  of  certainty  that  if 
the  little  girl  is  protected  against  unnecessary 
exposure,  either  to  cold  or  to  infection,  and  if 
everything  is  done  for  the  patient  that  can  be 
done,  she  may  live  to  a normal  expectancy ; but 
the  possibility  is  that  she  will  not  develop  suf- 
ficiently to  lead  a normal  life. 

(Mrs.  L.)  Here  is  a woman  about  thirty-nine 
years  of  age.  Her  occupation  is  that  of  house- 
wife. Her  chief  complaint  is  shortness  of  breath 
and  palpitation  which  comes  on  while  working. 
The  history  is  as  follows : She  had  acute  rheu- 
matic fever  at  thirteen  years  of  age  and  was  in 
bed  for  weeks  at  that  time.  She  apparently  re- 
covered from  rheumatism,  got  up  and  went  to 
school  and  led  a normal  life.  She  married  and 
has  borne  two  children.  During  childbirth  she 
says  she  had  no  serious  trouble  and  that  both 
births  were  apparently  easy.  A year  ago  in  her 
work  she  noticed  a shortness  of  breath  and  pal- 
pitation on  exertion.  She  did  not  experience 
these  symptoms  while  sitting  around  the  house, 
but  only  when  pushed  for  a little  extra  time  or 
in  attempting  a little  more  work  in  taking  care 
of  her  household  duties.  The  question  came  up 
as  to  whether  a case  of  this  type  should  be  pre- 
sented. This  woman  had  had  an  acute  rheu- 
matic infection  at  the  age  of  thirteen  years,  and 
to  all  outward  appearances  there  were  no  signs 
or  symptoms  that  her  heart  had  been  affected  at 
that  time.  If  there  had  been  any  cardiac  in- 
volvement it  was  evidently  of  a minor  degree  and 
had  caused  her  no  embarrassment. 

At  thirty-nine  years  of  age  she  complains  of 
cardiac  symptoms.  It  is  now  a question  whether 


the  present  symptoms  are  due  to  the  old  infec- 
tion or  whether  new  foci  of  infection  have  de- 
veloped. She  tells  me  that  she  is  now  having 
her  teeth  fixed  and  that  her  dentist  has  found 
several  dead  and  abscessed  teeth.  She  is  in  that 
period  of  life  when  alveolar  infection  is  the  most 
probable  cause  of  her  cardiac  pathology. 

We  are  also  interested  in  this  patient  because 
she  has  an  involvement  of  that  specialized  tissue 
of  the  heart,  that  is,  the  neuromuscular  tissue. 
When  I saw  her  yesterday,  I told  Dr.  Jones  that 
in  my  opinion  we  were  dealing  with  a beginning 
auricular  fibrillation. 

In  looking  at  the  electrocardiogram  I see  that 
she  has  a fibrillation  with  an  occasional  space 
where  there  is  a normal  cardiac  cycle.  As  far 
as  she  is  concerned,  she  may  have  been  consid- 
ered a fair  risk  without  this  electrocardiaogram. 
The  latter  data  give  us  absolute  evidence  that 
she  has  a damaged  heart.  What  would  you  do 
with  a patient  of  this  type?  There  is  just  one 
thing  to  do,  and  this  is  to  advise  the  woman 
to  have  all  foci  of  infection  eradicated.  She  has 
had  some  bridges  removed  and  is  about  to  have 
the  abscessed  and  dead  teeth  pulled.  There  may 
be  some  infection  left  in  the  tonsil.  There  may 
be  infection  in  the  pelvic  or  genito-urinary  sys- 
tem. If  she  will  accept  the  best  advice,  it  is  to 
take  care  of  this  heart  condition  now  and  not 
a week  later. 

In  addition  to  the  electrocardiogram  we  find 
that  all  the  other  laboratory  data  are  negative  and 
that  her  blood  pressure  is  within  normal  bounds. 

(Miss  N.  J.)  Age,  twenty-seven  years;  occupa- 
tion, trained  nurse.  Chief  complaint,  shortness 
of  breath  on  light  exertion,  loss  of  weight  and 
invalidism.  Her  past  history  shows  that  she  had 
influenza  in  1919,  had  two  attacks  of  tonsillitis 
in  1922;  later  she  had  the  tonsils  removed.  In 
1926  she  says  she  first  noticed  dyspnea  on  ex- 
ertion and  in  1927  was  bed  fast  for  ten  months. 
At  this  time  her  chief  complaint  was  that  of 
marked  weakness  and  inability  to  do  her  work. 
She  complained  some  of  pain  in  the  precordia. 
There  was  a question  whether  or  not  the  patient 
was  a neurotic  or  a beginning  pulmonary  tuber- 
culosis. 

Physical  examination  of  this  patient  shows  that 
there  is  no  marked  bulging  of  the  precordium  nor 
any  dilatation  or  enlargement  of  the  vessels  of 
the  neck.  Examination  for  a toxic  goiter  is  neg- 
ative. Examination  of  the  chest  is  negative  on 
palpation.  On  percussion  we  find  the  cardiac 
border  extending  beyond  the  normal  limits  in  the 
second  and  third  intercostal  spaces  on  the  left 
side. 
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On  ausculation  there  are  a presystolic  murmur 
in  the  fifth  intercostal  space  and  a faint  mid- 
diastolic murmur.  Second  pulmonic  is  accentu- 
ated. Blood  pressure  is  118/68.  The  electro- 
cordiogram  is  interesting  in  that  we  have  the  va- 
rious leads  showing  a right  heart  preponderance 
with  a split  P-wave  in  the  first  lead.  Other  lab- 
oratory data  are  negative. 

In  discussing  this  case,  it  will  be  interesting  to 
consider  for  a moment  the  reports  which  come 
from  Dr.  Brown  at  Saranac  Lake.  Saranac 
Lake  is  one  of  the  largest  tuberculosis  institu- 
tions in  the  east.  It  is  there  that  a great  deal 
of  the  best  work  on  the  pulmonary  tuberculosis 
is  being  done.  Several  years  ago  Dr.  Brown 
stated  in  one  of  his  articles  that  a large  number 
of  patients  seeking  admittance  to  his  Sanitarium 
did  not  have  tuberculosis.  They  may  have  had 
symptoms  of  some  pulmonary  disorder,  either 
another  infection  or  a cardiac  condition,  but 
that  they  were  not  fit  subjects  for  his  institution. 

The  patient  that  we  are  now  examining  has 
some  of  the  symptoms  which  are  suggestive  of 
a pulmonary  tuberculosis.  On  examination  of 
her  lung  fields,  I find  that  she  has  a few  moist 
rales  at  both  bases.  This,  we  rather  expect.  In 
going  ov„er  the  apices  of  her  lungs  I also  find 
that  she  has  a few  moist  rales  just  above  the 
cardiac  dullness  in  the  left  second  and  third  in- 
tercostal spaces.  These  rales  are  fairly  well  lo- 
calized and  do  not  extend  into  the  upper  portions 
of  the  lung  fields.  Nor  are  these  rales  heard 
over  the  upper  posterior  region  of  the  lungs. 

The  rales  which  I have  thus  pointed  out  to 
you  are  a frequent  finding  in  cases  of  mitral 
stenosis.  It  is  my  opinion  that  they  are  due  to 
the  excessive  pressure  of  the  left  auricle  and 
the  pulmonary  artery  on  normal  lung  tissue 
which  covers  the  heart  in  this  area.  On  deep 
inspiration  and  coughing  these  rajes  have  a 
tendency  to  lessen  and  in  mild  cases  to  disap- 
pear. 

My  reason  for  showing  this  patient  is  that 
we  must  consider  mitral  stenosis  as  an  etiologi- 
cal factor  in  those  individuals  in  whom  there  is 
a suspicion  of  pulmonary  disease.  In  making 
a diagnosis  of  pulmonary  tuberculosis  I would 
insist  not  only  on  certain  toxic  symptoms  being 
present,  but  also  would  like  to  check  these  symp- 
toms against  the  X-ray  findings  and,  if  possible, 
to  confirm  my  suspicion  with  a positive  sputum. 

Here  is  a woman  before  you  who  has  these 
physical  findings  and  subjective  symptoms  but 
in  whom  the  X-ray  films  and  sputum  analysis 
are  negative.  The  positive  findings  in  her  case 
are  those  associated  with  a mitral  stenosis. 
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(Mrs.  G.)  Age  sixty-seven  years;  occupation, 
housewife;  chief  complaint,  shortness  of  breath 
on  exertion ; rapid  heart  and  very  nervous.  Her 
past  history  shows  that  she  had  rheumatic  fever 
twenty-five  years  ago  and  again  fourteen  years 
ago.  Her  teeth  were  extracted  in  1918.  Six 
years  ago  she  complained  of  palpitation,  short- 
ness of  breath  and  some  edema.  She  was  put 
to  bed  and  given  digitalis.  The  symptoms  dis- 
appeared. At  the  present  time  her  physical  ex- 
amination is  as  follows : She  has  a blood  pres- 
sure of  150/90.  There  are  marked  pulsations 
of  the  vessels  of  the  neck.  In  the  thyroid  area 
both  lobes  are  considerably  enlarged.  Examin- 
ation of  the  heart,  both  by  X-ray  and  on  per- 
cussion, shows  it  to  be  enlarged  in  all  diameters. 
The  rhythm  is  normal  and  the  electrocardiogram 
shows  a left  heart  preponderance.  Ausculation 
discloses  a systolic  murmur  at  the  apex,  the  sec- 
ond aortic  sound  is  of  a ringing  quality. 

Several  months  ago  this  patient  was  placed 
on  digitalis  for  her  heart  condition.  At  the 
time  digitalis  had  no  effect.  She  was  then 
placed  on  Lugol’s  solution.  She  responded  very 
well ; she  complains  very  little  of  her  heart  and 
has  gained  twenty-one  pounds  in  weight.  This 
is  a type  of  heart  case  where  we  are  now  deal- 
ing with  a toxic  goiter.  The  negative  results 
from  digitalis  and  the  positive  results  from 
Lugol’s  solution  would  lead  one  to  believe  this 
to  be  the  case.  It  is  my  opinion  that  this  pa- 
tient can  be  greatly  benefited  by  removal  of  the 
focus,  namely,  the  toxic  goiter. 

(Mrs.  J.  B.)  Age,  thirty-three;  occupation, 
housewife;  chief  complaint:  weakness,  short- 
ness of  breath,  palpitation,  precordial  pain  and 
vertigo.  About  five  years  ago  the  patient  first 
complained  of  severe  headaches.  Later  she  no- 
ticed pain  in  the  region  of  the  heart  and  was 
unable  to  sleep  in  the  recumbent  position.  These 
symptoms  continued  over  a period  of  several 
years.  A year  and  one  half  ago  she  began  to 
have  severe  uterine  hemorrhages  and  with  the 
onset  of  the  bleeding  the  patient  was  relieved 
of  many  of  her  symptoms. 

I am  presenting  this  case  merely  to  show  that 
many  of  the  symptoms  associated  with  high 
blood  pressure  may  be  relieved  by  a loss  of 
blood,  as  in  her  case.  However,  if  this  bleed- 
ing should  continue  over  a long  period  of  time, 
and  in  too  large  quantities,  the  resulting  anemia 
would  offset  any  benefit  she  might  gain  from  the 
hemorrhages.  , 

(H.  P.)  Age,  Sixty-three;  occupation,  mer- 
chant; chief  complaint,  flatulence  coming  on 
after  meals  or  exercise.  Precordial  pain  and 
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shortness  of  breath  on  exertion.  His  history 
shows  that  for  the  past  several  years  he  has 
complained  of  stomach  trouble.  This  consisted 
chiefly  in  what  he  called  gas  attacks,  which  came 
on  shortly  after  eating.  These  attacks  were 
more  marked  if  he  attempted  any  exercise  im- 
mediately after  eating.  At  times,  when  he  felt 
greatly  distended,  he  also  complained  of  pain  in 
the  precordium.  This  pain  seemed  to  radiate 
from  the  heart  down  into  the  abdomen. 

He  first  consulted  Dr.  Malloy  several  months 
ago.  At  this  time,  a complete  examination  was 
carried  out  making  use  of  all  laboratory  means, 
including  X-ray  films  of  his  gastro-intestinal 
tract.  After  seriously  considering  Mr.  P.  it 
was  the  Doctor’s  opinion  that  he  was  dealing 
with  an  individual  suffering  with  a general 
arteriosclerosis,  with  an  angina  abdominalis. 
He  was  placed  on  a dietary  regime  for  his  heart 
condition,  and  was  given  nitro-glycerine  for  his 
pain.  This  procedure  has  given  the  patient  con- 
siderable relief  and  his  attacks  have  been  re- 
duced to  a minimum. 


I present  this  case  this  morning  for  the  simple 
reason  that  he  is  the  type  of  individual  who  is 
frequently  diagnosed  chronic  gall-bladder  dis- 
ease. It  is  only  by  a careful  history  and  bv 
elimination  that  the  correct  diagnosis  is  made. 
These  patients  are  frequently  operated  on  for 
an  abdominal  condition,  most  frequently  a gall- 
bladder. About  forty-eight  hours  later  they 
frequently  develop  a syncope  and  die  within  the 
next  twelve  hours.  The  cause  of  death  is  usu- 
ally given  as  a cholemia, — whatever  that  is. 
With  the  newer  methods  of  diagnosis  and  with 
a consideration  for  the  thoracic  viscera  giving 
rise  to  abdominal  pain,  I am  sure  that  our  sur- 
gical mortality  will  he  lessened. 

This  concludes  the  Cardiac  Clinic,  and  I wish 
to  thank  the  members  of  the  South  Dakota  State 
Medical  Association  for  the  privilege  of  ad- 
dressing them  this  morning.  I appreciate  the 
courtesy  of  the  Victor  X-ray  Corporation  in 
sending  a man  here  from  Chicago  to  obtain  the 
electrocardiograms  for  us. 


THE  ART  AND  SCIENCE  OF  MEDICINE* 

By  W.  A.  Jones,  M.D 

MINNEAPOLIS,  MINNESOTA 


It  seems  to  me  that  it  is  a rather  difficult 
problem  to  present  to  you  men  of  the  State 
Medical  Association  of  North  Dakota,  a talk 
on  the  art  and  science  of  medicine,  hut  it  is 
fundamentally  observation  and  study,  care  and 
treatment.  It  is  said  the  two  most  important 
things  in  life  are  food  and  skillful  medical  at- 
tention. The  great  necessity  for  food  that  has 
arisen  during  the  recent  earthquakes,  tornadoes, 
floods  and  other  destructive  influences  becomes 
of  prime  importance.  And  then,  in  order  to 
prevent  the  spreading  of  epidemics  of  various 
types,  skilled  medical  attention  is  the  next  most 
important  thing  to  consider. 

Those  of  you  who  have  read  a recent  book 
by  Dr.  Howard  W.  Haggard,  of  Yale  Univer- 
sity, on  “Devils,  Drugs,  and  Doctors”  will  be 
very  much  entertained  and  enlightened  by  the 
recital  of  the  development  of  medical  science. 
It  begins  with  the  earliest  history  of  medicine, 
with  the  conquest  of  death  at  childbirth,  as  well 
as  childbirth  and  civilization.  In  medieval  times 

•Presented  at  the  Banquet  of  the  North  Dakota  State 
Medical  Association,  given  at  its  annual  Session  at  Fargo, 
June  7,  1929. 


child-bearing  women  did  not  receive  very  much 
attention.  They  were  left  to  their  own  devices 
even  in  delivery,  or  to  the  uncertain  care  of  mid- 
wives. At  that  time,  of  course,  there  were  very 
many  filthy  things  to  consider,  but  which  were 
never  considered.  For  instance,  they  had  a rite 
of  baptism  before  birth.  Instead  of  concerning 
themelves  with  the  problems  of  saving  the  lives 
not  only  of  the  child-bearing  women  but  the  in- 
fants, as  well,  they  devised  an  intrauterine  tube, 
by  means  of  which  the  unborn  child  could  be 
baptised  and  its  soul  saved  before  mother  and 
child  were  left  to  die  together.  Compare  the 
early  non-regulation  of  childbirth  with  the  pres- 
ent attitude  of  the  obstetrician  toward  his  pa- 
tients, and  it  seems  to  me  it  would  convince 
anyone  that  this  form  of  civilization  has  ad- 
vanced tremendously.  In  fact,  if  you  look  over 
all  the  arts  and  sciences  they  have  all  improved 
to  such  a remarkable  degree  that  they  can  only 
be  recorded  now  as  past  and  present,  and  of 
the  future.  How  much  the  obstetrician  can  im- 
prove upon  obstetrics  at  the  present  time  is 
something  for  us  to  consider.  The  attitude  of 
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the  careless  attendants  in  early  obstetrical  meth- 
ods had  some  rather  queer  results.  First,  it 
gave  rise  to  the  midwives,  as  I have  said  before, 
and  to  the  obstetrical  chair,  an  innovation  of 
using  a bed  for  childbirth.  Even  at  that  time 
there  were  legends  of  Esculapius,  and  Hygeia, 
and  the  depopulation  of  Hades  in  the  fable  of 
Esculapius.  There  was  marked  discrimination 
against  child-bearing  women.  During  this  peri- 
od Hippocrates,  the  greatest  man  in  the  medi- 
cal world,  produced  a radical  change  for  a time 
in  the  people’s  attitude.  He  believed  in  going 
into  the  fundamentals  simply  but  thoroughly, 
and  he  discarded  all  the  rites  and  mysticism  that 
surrounded  his  people  at  that  time.  And  for  a 
time  after  this  medicine  was  on  the  downward 
path,  due  to  the  rise  of  fanaticism.  Religion  of 
that  time  held  that  woman  must  pay  for  the 
fall  of  man.  Ban  was  put  upon  abortion ; evi- 
dently before  that  it  was  recognized  as  an  or- 
dinary practice.  Now  it  is  looked  upon  as  a 
criminal  offense.  Then  began  the  rise  of  the 
Sairey  Gamps.  At  that  time,  too,  a physician 
was  burned  for  attending  a case  of  childbirth, 
and  this  state  of  affairs  persisted  until  Ambroise 
Pare  came  into  existence  and  recognized  the 
importance  of  medical  aid.  From  that  time  on 
his  influence  has  been  felt  under  many  forms 
of  medicine.  So  little  attention  was  paid  to  the 
child-bearing  period  that  overcrowding  was  com- 
mon, and  an  instance  is  cited  of  two  hundred 
infants  being  confined  to  eight  beds.  But  Pare’s 
influence  surmounted  everything;  he  approved 
of  gentler  treatment  and  he  re-introduced  po- 
dalic  version.  Even  in  the  time  of  Hippocrates 
there  were  methods  of  assisting  a parturient 
woman  but  they  were  sometimes  direct  and 
brutal-.  Sometimes  the  woman  was  lifted  into 
the  air  and  dropped  on  a couch.  Uncivilized 
peoples  used  similar  or  even  more  brutal  meth- 
ods. The  women  were  sometimes  strapped  to 
a couch  which  turned  on  end  and  pounded 
against  a bundle  of  faggots  on  the  ground.  But 
the  Greeks  dispensed  with  these  rough  treat- 
ments, fortunately.  They  were  revived  bv  the 
midwives  in  the  Middle  Ages  and  persisted  for 
some  time  thereafter. 

In  reading  the  early  history  of  the  doctor 
we  are  astounded  at  the  ignorance  of  so  large  a 
majority  of  them.  They  took  advantage  of  the 
gullible  Romans.  Cato — that  irritable  misan- 
thrope— had  a condemning  word  to  say  of  Greek 
physicians,  but  Cato  was  a Roman  Cotton 
Mather  and  had  a good  opinion  only  of  Cato, 
for,  in  his  words,  he  owed  less  to  the  people  of 
Rome  than  the  people  of  Rome  owed  to  him. 


But  he  must  have  been  a hard  man,  even  though 
he  was  recognized  as  a leading  physician.  But 
if  he  spoke  unkindly  of  his  fellowmen,  some  of 
us  have  followed  him  in  our  opinions  of  our 
brother  practitioners.  At  one  time  Cato  told 
the  Romans  that  they  needed  no  physicians,  and 
the  Romans  got  along  for  600  years  without 
physicians.  Some  of  Cato’s  ire  may  have  arisen 
from  jealousy,  however,  for  he  is  said  to  have 
had  a famous  book  of  recipes  by  aid  of  which 
he  treated  the  maladies  of  his  sons,  his  servants 
and  also,  Pliny  says,  his  friends,  although  know- 
ing Cato’s  character  this  seems  dubious.  Evi- 
dently, from  our  point  of  view,  it  is  considered 
a very  doleful  and  unhappy  period  in  medical 
literature  and  medical  life,  for  there  were  no 
laws  which  punished  malpractice,  poisoning,  and 
the  manipulation  of  wills  by  hired  physicians. 
There  is  also  a history  of  criticism  of  all  sorts 
of  medical  practice,  whether  good,  justifiable,  or 
bad.  There  is  a popular  belief  that  Julius  Cesar 
was  born  by  means  of  the  so-called  Cesarean 
operation,  but  in  his  time  the  operation  was  not 
performed  on  a living  woman  but  only  after 
death,  as  a religious  measure ; Cesar’s  mother 
lived  for  several  years  after  he  was  born.  The 
operation  really  obtained  its  name  from  the  fact 
that  Roman  law  required  this  procedure  in  case 
of  the  mother’s  death  ; the  laws,  under  the  Em- 
peror, became  Cesarean  laws,  and  the  operation 
therefore  was  called  the  Cesarean  operation. 
Naturally  there  were  but  few  of  these  opera- 
tions later  on,  as  there  was  no  anesthetic  at  hand 
or  adequate  means  of  controlling  hemorrhage. 

In  the  Fifteenth  Century  the  quacks  were  on 
earth  iust  as  they  are  to-day,  and  there  are  il- 
lustrations to  show  the  so-called  surgeon,  a 
quack,  who  removed  stones  from  the  skulls  of 
patients  by  a clever  bit  of  legerdemain.  Think 
of  the  agony  and  suffering  a man  must  have 
gone  through  in  mediaeval  times  to  permit  an 
operation  for  a stone  to  be  removed  from  his 
head  without  an  anesthetic  of  any  kind,  or  to 
have  his  leg  sawed  off  without  any  possible 
means  of  deadening  the  pain  ! Most  of  the  old 
illustrations  show  the  man  with  his  leg  stuck 
on  a chair  surrounded  bv  many  other  men  in 
ordinary  dress,  not  in  antiseptic  costumes,  hold- 
ing him  in  position  while  the  so-called  surgeon 
used  a common  hand  saw  and  sawed  through 
skin  muscle,  and  bone  Yet  many  survived  even 
this  operation.  Compare  the  surgeon  of  then 
with  the  surgeon  of  to-day,  and  again  you  will 
see  the  advancement  in  medicine. 

Then  it  is  quite  natural  to  turn  one’s  atten- 
tion to  the  ways  and  treatment  of  the  insane. 
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Compare  the  method  of  housing  them  in  jails, 
dungeons,  and  any  place  where  they  could  be 
kept  secure,  to  our  present  comfortable  hospi- 
tals and  advanced  treatment,  where  they  are 
cared  for  by  trained  nurses  and  treated  by  phy- 
sicians who  have  acquired  a knowledge  of  the 
mental  state,  both  normal  and  abnormal.  Of 
course,  we  know  that  the  brain  of  the  paretic 
is  pathologically  damaged,  and  that  he  cannot 
be  cured  by  any  means.  He  has  been  neglected, 
very  often,  in  that  his  condition  has  not  been 
recognized  and  his  lues  has  been  overlooked. 
Then  suddenly  he  breaks  out  with  these  paretic 
symptoms,  and  then  we  know  he  is  practically 
beyond  hope.  But  if  he  were  treated  early,  the 
spirochetes  may  have  been  arrested  in  their 
progress  by  the  use  of  salvarsan  or  by  the  later 
method  of  malarial  treatment,  followed  by  the 
cure  of  malaria  by  the  old-fashioned  remedy, 
quinine.  However,  taking  into  consideration  the 
cases  from  hospitals  all  over  the  country,  com- 
paratively few  are  restored  to  any  special  degree 
of  activity  after  developing  paresis.  At  the 
present  time,  too,  we  must  remember  that  there 
are  but  two  resources  to  be  used  against  lues, 
the  social  and  the  medical ; the  social  means  have 
failed,  it  has  nothing  practical  to  offer  against 
the  immorality  which  maintains  syphilis.  But 
even  with  all  this  discouragement  the  control  of 
syphilis  of  the  nervous  system  is  infinitely  great- 
er than  it  was  in  olden  times,  during  the  Middle 
Ages,  and  even  in  more  modern  times. 

^ et  with  all  this  we  try  to  advance  our  skill 
and  knowledge  of  individuals,  not  of  disease  es- 
pecially but  of  the  individual  who  has  a disease, 
and  the  art  and  science  of  medicine  consist 
largely  in  a better  understanding  of  the  individu- 
al ; and  not  infrequently  he  recovers  from  his 
disease  simply  because  he  has  more  confidence 
in  himself,  as  well  as  because  he  is  properly 
taken  care  of  and  treated.  It  is  safe  to  assume 
that  with  experience  and  medical  practice  and 
by  the  introduction  of  the  newer  methods  of  edu- 
cation the  science  of  medicine  became  an  art, 
and,  naturally,  as  we  nil  know  as  we  go  through 
our  experiences,  we  improve  upon  various  things. 
Scientific  medicine,  being  one  of  the  first  of  the 
real  sciences,  has  shown  marvelous  progress. 
Look  back  upon  your  own  lives,  and  see  how 
much  education  has  accomplished  and  how  nec- 
essary it  is  for  the  younger  man  to  be  carefully 
prepared  for  his  additional  course  of  study.  But 
we  all  know,  too,  that  there  are  many  who  are 
unfitted  for  the  business  side  of  medicine ; how- 
ever, they  may  be  educated  into  it  under  the 
proper  influences  and  surroundings.  Many  of 


us  know  physicians  who  are  perhaps  fitted  for 
other  work  in  life.  Others  do  not  make  a good 
impression  yet  their  patients  are  devoted  to  them 
because  they  understand  the  individual  heart 
case  as  well  as  the  ailment  from  which  he  is 
suffering.  Many  a man  who  prides  himself  on 
his  development  and  enlightenment,  on  the  other 
hand,  is  really  less  skillful,  medically  speaking, 
and  consequently  is  of  very  little  service,  and 
the  patients  soon  find  this  out.  Then,  too,  the 
approach  of  the  doctor  makes  it  possible  for  him 
to  gain  the  confidence  of  the  patient  because 
each  sees  the  other  face  to  face ; there  is  a sort 
of  understanding,  a personal  relationship,  that 
they  both  grasp.  On  the  part  of  the  patient  it 
is  due  to  his  confidence.  On  the  part  of  the 
doctor  it  is  due  to  a cultivation  and  discernment, 
and  the  improvement  that  he  makes  during  his 
life  time  in  the  study  of  disorders. 

So  we  can  safely  say  that  modern  science 
has  made  the  world,  and  particularly  our  cities, 
very  much  more  comfortable  in  which  to  live 
than  it  was  only  a generation  or  two  ago.  The 
chemist,  the  physicist,  and  the  engineer  take  a 
proper  pride  in  the  fact  that  their  discoveries 
and  inventions  have  facilitated  travel  and  other 
forms  of  human  activity  and  have  enormously  ; 
increased  the  production  of  wealth — except  dur- 
ing the  last  year  or  two,  when  for  some  reason 
or  other  there  has  been  a slump ! The  trained 
nurse,  the  welfare  worker,  the  public  speakers 
who  go  about  the  country  addressing  meetings 
of  various  kinds,  have  done  a tremendous 
amount  of  good  to  aid  the  civilization  and  re- 
store the  confidence  of  the  people,  and  inciden- 
tally to  lighten  the  work  of  the  physician,  which 
he  more  or  less  deplores  according  to  his  atti- 
tude toward  life. 

Suppose  the  city  of  New  York  or  London  was 
deprived  of  its  electrical  power,  one  of  the  mod- 
ern inventions  and  discoveries.  The  city  would 
be  in  darkness,  electric  trains  and  elevators 
would  be  stopped,  telephones  and  telegraph' 
rendered  useless,  the  machinery  in  many  fac- 
tories stalled,  and  the  streets  empty  of  automo- 
biles. If  no  substitute  form  of  power  could  be 
found,  civilization  would  go  back  half  a cen- 
tury,  to  the  prehistoric  days  perhaps,  and  New 
York  and  London  would  become  as  they  were 
in  1875,  with  oil  lamps,  buildings  only  a few 
stories  high,  and  using  horse  cars  for  transpor- 
tation. But  this  is  not  the  worst  of  it.  If  they 
were  permanently  deprived  of  these  inventions, 
or  for  a long  period,  the  demoralization  of  such 
enormous  cities  would  result  in  inestimable  loss 
of  life  and  population.  The  people  could  not 
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be  expected  to  keep  up  the  life  as  they  were  as- 
customed  to  live  it,  and  they  would  degenerate 
in  every  way  and  before  very  long  they  would 
become  utterly  demoralized,  and  epidemics  of 
all  kinds  would  spread  and  depopulate  the  cities. 

The  adherents  of  cult-healing  advocate  the 
abolition  of  all  medical  science  and  it  would 
give  the  cultists  an  opportunity  to  show  what 
they  could  do  and  how  much  was  dependent, 
really,  upon  medical  science.  The  antivaccina- 
tionists and  the  antivivisectionists  and  many 
other  cults  would  attempt  to  dominate  the  situ- 
ation, but  in  the  end  hopelessly,  For  the  modern 
sciences  of  to-day,  including  medical,  chemical, 
and  engineering  sciences  of  all  kinds,  are  very 
necessary  to  our  comfort  and  welfare.  Let  us 
continue  to  carry  on  what  has  been  so  well  be- 
gun by  good  work.  And  remember  that  we  are 
not  two  thousand  years  old  but  that  we  may 
be  two  or  three  millions  of  years  old,  and 
some  scientists  estimate  the  race  as  thirty 
million  years  old.  Some  people  accept  and 
adapt  themselves  to  the  material  conditions 
of  modern  life  which  are  the  products  of 
physical  science,  but  they  have  not  kept  pace 
with  the  changing  philosophies  of  modern  life, 
hence  they  become  merely  savages  riding  in 
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automobiles.  As  we  have  said  before,  Hippocra- 
tes did  more  to  improve  medicine  and  to  separate 
medicine  from  religion  than  anyone  else,  and 
he  gave  rational  medicine  the  general  form  it 
holds  to-day.  He  laid  down  certain  principles 
of  science  upon  which  modern  medicine  is  built. 
These  principles  are  in  substance:  (1)  There  is 
no  authority  except  facts;  (2)  facts  are  ob- 
tained by  accurate  observation;  (3)  deductions 
are  made  only  from  facts.  Hippocrates  also 
recognized,  although  he  did  not  appreciate  his 
recognition  as  much  as  a man  would  now,  that 
tuberculosis  was  no  modern  disease  but  an  old 
infection,  and  he  had  sense  enough  to  realize, 
too,  that  a change  of  occupation  and  scene  did 
much  toward  the  relief  of  the  tuberculous.  So 
he  considered  all  phases  of  medical  life  and  drew 
his  own  conclusions,  which  were  rational,  rea- 
sonable and  accurate.  He  was  not  like  Galen, 
whom  we  used  to  look  upon  as  one  of  the  an- 
cients in  medicine,  who  had  his  own  speculative 
theories  which  were  usually  without  foundation. 
Hippocrates  must  have  recognized  some  of  the 
facts  which  Vesalius,  the  first  anatomist,  did 
when  he  was  the  first  man  to  open  the  human 
body. 


SOME  ATYPICAL  ABDOMINAL  CASES* 

By  Lavritz  A.  Larsen,  A.B.,  M.D. 
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In  the  text-books,  we  deal  with  typical  cases, 
in  practice,  often  with  atypical  ones.  If  only  pa- 
tients .would  confine  themselves  to  symptoms 
given  in  the  text-books,  it  would  make  life  much 
easier  for  the  physician.  But  it  is  not  so.  We 
find  a case  of  appendicitis  with  no  pain  over  the 
appendix.  We  find  a strangulated  hernia  with 
no  pain  over  the  offending  organ.  We  find  a 
woman  about  to  become  a mother,  and  there  are 
no  pains.  We  find  a case  of  pneumonia,  and 
there  is  no  cough ; and  another  one  that  has  no 
increase  of  temperature — and  so  on  ad  infinitum. 
We  have  all  met  such  cases  and  had  our  dismal 
failures. 

The  attending  physician  may  be  unable  to  do 
justice  to  his  patient  because  he  may  live  miles 
away  and  cannot  see  him  as  often  as  he  should. 
In  addition  there  may  be  no  hospital,  laboratory 
or  nursing  facilities  to  aid  the  physician. 

•Presented  at  the  Eighteenth  Annual  Meeting  of  the 
Minneapolis,  St.  Paul,  and  Sault  Ste.  Marie  Railway  Surgical 
Association. 


Another  source  of  many  of  our  wrong  diag- 
noses lies  in  a lack  of  team-work  between  the 
attending  man  and  the  consultant.  The  consult- 
ant may  come  a long  way,  is  in  a hurry,  does 
not  know  the  family  or  the  patient  and,  at  times, 
not  even  the  doctor.  Very  often  the  patient  is 
at  fault.  He  may  be  a malingerer  or  he  may  be 
afraid  to  tell  the  truth  for  fear  of  an  operation. 

Then  there  are  the  cases  where  the  symptoms 
are  so  complex  and  misleading  that  it  takes  a 
lot  of  head-work  and  sometimes  even  guess-work 
to  arrive  at  a proper  diagnosis.  These  are  the 
so-called  atypical  cases,  a few  of  which  I will 
now  report. 

Case  1. — A number  of  years  ago  I was  called  to 
see  an  old  lady.  I found  that  she  had  been  sick 
for  several  days  and  had  been  vomiting  incessantly. 
There  was  no  pain,  no  increase  of  temperature,  and 
the  pulse  was  normal.  Examination  of  her  abdomen 
was  negative.  The  bowels  were  normal.  I asked 
for  a report  of  her  condition  the  next  day,  but  this 
was  neglected.  The  following  day  I was  called 
again  and  found  the  condition  the  same.  There 
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was  no  tenderness,  and  the  abdomen  was  flat.  The 
next  day  there  was  still  no  pain  or  tenderness,  but 
her  pulse  was  more  rapid  with  a moderate  rise  in 
temperature  and  slight  abdominal  distention.  As 
her  vomiting  continued  and  she  was  growing  worse 
despite  medication,  I suggested  consultation.  The 
following  morning  my  consultant  and  I finally  found 
a small  left  femoral  hernia,  which  was  soft  and  not 
the  least  tender,  but  which  was  irreducible.  We 
decided  that  this  was  probably  the  cause  of  the 
vomiting,  in  spite  of  the  lack  of  pain  and  tenderness, 
and  so  operated.  She  grew  rapidly  worse  and  died 
the  next  day. 

Case  2. — P.  P.,  aged  70,  complained  of  severe 
diarrhea  with  vomiting  and  colicky  pains.  There 
was  no.  fever  and  the  pulse  was  normal.  I made  a 
diagnosis  of  “summer  complaint”  and  gave  him  a 
diarrhea  mixture  containing  opium  and  bismuth. 
After  a few  doses  the  pains  and  diarrhea  subsided, 
but  the  vomiting  continued.  There  was  no  localized 
pain  in  the  abdomen.  The  following  day  he  felt 
fairly  well,  but  looked  rather  septic.  The  vomiting 
had  ceased,  and  the  bowels  had  not  moved  since 
the  day  before.  The  abdomen  was  slightly  dis- 
tended. The  next  day  he  began  to  develop  a fever, 
the  pulse  went  up  to  106,  the  tongue  was  very 
coated,  the  abdomen  more  distended,  and  the  bowels 
refused  to  move,  but  still  there  was  no  pain.  I 
then  made  up  my  mind  that  he  must  have  a ruptured 
appendix,  and  I called  for  consultation.  My  con- 
sultant did  not  agree  with  my  diagnosis,  but  thought 
it  was  an  intussusception  and  advised  operation. 
The  patient  refused  to  be  operated  on  at  first,  but 
finally  yielded.  I brought  him  down  to  the  hospital 
that  afternoon.  After  he  had  been  in  the  hospital 
a short  while,  the  nurse  reported  that  he  had  had 
a fair  movement  of  the  bowels.  We  therefore  de- 
cided to  postpone  the  operation  to  the  following 
day.  The  next  day  the  surgeon  called  me  up  and 
asked  me  to  come  down  at  once  as  he  thought  it 
best  to  operate  immediately.  We  operated  that 
afternoon  and  found  a gangrenous  and  ruptured 
appendix.  The  patient  passed  away  after  about 
twelve  hours.  Now,  this  patient  had  some  colicky 
pains  to  start  with,  but  had  no  local  pains  at  any 
time. 

Case  3. — My  daughter,  aged  14,  suffered  for  sev- 
eral years  from  repeated  attacks  of  vomiting.  These 
would  generally  comd  on  after  some  excitement,  ir- 
regular hours,  or  a cold.  Occasionally  they  would 
come  on  without  any  apparent  cause,  and  last  about 
a week.  The  temperature  and  pulse  were  normal, 
and  there  was  no  pain.  She  was  a high-strung,  ner- 
vous child  and  underweight.  She  continued  to  have 
the  attacks  about  twice  a year.  During  the  last 
few  attacks,  she  had  some  epigastric  pains  which 
we  attributed  to  the  retching,  but  none  elsewhere. 
Her  abdomen  was  not  in  the  least  tender.  The 
only  way  I could  stop  her  vomiting  was  by  enemas 
of  chloral  and  potassium  bromide.  Finally  this 
ceased  to  help,  and  I was  compelled  to  resort  to 
morphine  during  the  last  two  attacks.  I had  con- 
sultation with  several  physicians,  but  we  were  un- 
able to  come  to  any  conclusion  as  to  the  cause. 
Finally  last  fall,  while  watching  an  exciting  foot- 
ball game,  she  began  to  feel  her  old  sickness  coming 
on  again  and  went  home.  About  noon  the  follow- 


ing day  she  began  to]  vomit  and  kept  it  up  the  rest 
of  the  day.  The  next  day  her  temperature  was 
99.6.°  I gave  her  a hypodermic  and  she  slept  most 
of  the  night.  The  next  morning  her  temperature 
was  101.°  There  was  a rapid  pulse,  very  coated 
tongue,  and  a slight  tenderness  over  McBurney’s 
point.  She  became  delirious.  Her  blood  count  was 
20,000.  We  operated  immediately  and  found  a 
buried  appendix.  With  some  difficulty  it  was  re- 
moved and  was  found  to  contain  two  fecoliths  as 
large  as  beans  with  one  of  them  half  way  through 
the  appendix.  Although  we  found  no  pus  we  es- 
tablished drainage  for  safety’s  sake,  and  plenty  of 
pus  began  to  flow  before  morning.  About  two 
weeks  after  the  operation  she  had  another  vomit- 
ing spell,  of  short  duration  but  she  has  not  had  an 
attack  since. 

Case  4. — J.  J.,  aged  14,  was  taken  sick  with  vomit- 
ing and  a temperature  of  102.°  The  local  physician 
was  called  and  pronounced  it  ptomaine  poisoning. 
After  a couple  of  days  I was  called  in  consultation. 
His  physician  and  the  parents  told  me  he  was  better 
since  they  had  established  good  bowel  movement 
by  means  of  enemas.  They  told  me  also  that  he 
was  in  the  habit  of  gorging  himself  with  peanuts 
and  that  after  every  such  debauch  he  would  de- 
velop a fever  and  vomit  and  have  a stomach  ache. 
There  was  no  pain  or  tenderness  over  McBurney’s 
point,  still  I thought  it  must  have  been  an  attack 
of  appendicitis,  and  told  them  so.  I gave  him  some 
intestinal  antiseptics  and  ordered  an  ice-bag.  The 
following  morning  they  called  me  up  and  said  he 
was  all  right.  About  three  months  afterwards, 
they  called  me  one  morning  at  about  3 o’clock.  I 
found  the  boy  had  been  vomiting  for  a couple  of 
days.  There  was  no  fever,  pulse  normal,  and  no 
pain.  This  seemed  incredible.  I used  deep  pres- 
sure over  the  whole  abdomen,  but  could  not  make 
him  flinch.  I gave  him  some  medicine  and  ordered 
an  ice-bag.  I felt  certain  it  must  be  an  appendicitis. 
About  9 p.  m.  they  called  me  up  and  said  that  he 
had  not  vomited  since  I was  there,  but  wanted  some 
more  tablets.  I now  found  a fever  of  102°,  pulse 
125,  a decided  distention  of  the  abdomen,  and  a 
furry  tongue.  Still  there  was  no  pain,  but  a slight 
tenderness  over  McBurney’s  point.  I immediately 
took  him  down  to  the  hospital,  where  we  operated 
on  him  in  the  wee  hours  of  the  morning  and  found 
a belly  full  of  pus.  He  hovered  between  life  and 
death  for  awhile,  but  eventually  recovered. 

Case  5. — Mrs.  O.  P.,  aged  72,  was  taken  sick  on 
July  2.  On  July  3,  I was  called  and  found  her 
vomiting.  She  would  not  admit  having  any  pain, 
and  I was  unable  to  elicit  any  by  manipulation. 
Temperature  and  pulse  were  normal.  She  told  me 
that  her  bowels  had  moved  freely  the  night  before 
the  onset  but  had  not  moved  since.  I gave  her 
high  enemas  with  no  results.  I gave  her  a hypoder- 
mic, and  she  slept  all  night.  The  next  morning 
she  began  vomiting  again  and  kept  it  up  all  day. 
On  the  evening  of  the  4th,  I gave  her  another  hypo- 
dermic. By  this  time  I came  to  the  conclusion  that 
it  must  be  an  obstruction,  either  an  intussusception 
or  a hernia,  that  I had  not  found.  The  next  morn- 
ing, the  5th,  I found  her  about  the  same  with  the 
exception  of  the  temperature,  which  had  risen  to 
99.6.°  The  pulse  was  normal  and  the  abdomen  flat, 
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and  not  tender.  I noticed  that  when  she  held  her 
covers  down,  she  was  careful  not  to  put  them  lower 
down  than  absolutely  necessary.  I therefore  pushed 
her  hands  away  and  turned  the  clothes  way  down, 
and  there  on  her  left  side  I discovered  a femoral 
hernia  about  the  size  of  an  egg.  She  looked  sheep- 
ish and  told  me  she  had  had  that  for  thirty  years, 
and  it  had  never  bothered  her  and  did  not  now 
either.  She  had  not  mentioned  it,  she  said,  because 
she  was  afraid  that  if  I saw  it  I might  want  to 
operate  on  it.  I tried  to  reduce  it,  but  was  unsuc- 
cessful. I worked  with  it  for  about  fifteen  minutes. 
There  was  not  the  least  pain  or  tenderness.  I in- 
formed her  that  was  undoubtedly  the  solution  of 
the  problem  and  that  she  would  have  to  have  an 
operation  if  she  wanted  to  live.  During  the  after- 
noon I called  consultation,  mainly  to  induce  her  to 
submit  to  an  operation.  My  consultant  thought  it 
strange,  too,  that  she  had  no  localized  pain,  but 
could  not  see  but  that  the  hernia  was  the  cause  of 
her  trouble.  After  a great  deal  of  persuasion  she 
was  induced  to  submit  to  an  operation.  The  opera- 
tion revealed  a double  sac  filled  with  some  amber 
colored  fluid  containing  a dark-blue  knot  of  in- 
testine with  two  nearly  black  spots  on  it.  The  in- 
testine was  replaced  and  the  wound  sutured  after 
which  she  made  an  uneventful  recovery.  I found 
out  that  this  woman  had  had  several  similar  at- 
tacks with  no  localized  pains,  and  had  succeeded 
in  deceiving  several  physicians. 

DISCUSSION 

Dr.  August  F.  Hammargren  (Harvey,  N.  D.) : In 
appendicial  cases  we  have  all  fallen  down  when  the 
condition  has  been  atypical.  In  illustration  of  this 
point  I will  mention  a case  of  a man  28  years  old, 
whom  I was  called  to  see  at  4 o’clock  in  the  morn- 
ing. He  had  eaten  a hearty  supper  at  6,  at  8 went 
to  his  room,  at  10  became  sick,  and  shortly  after 
midnight  started  vomiting.  At  the  time  I saw  him 
he  complained  of  severe  pain  right  over  the  stom- 
ach. He  gave  a history  of  gastric  ulcer  and  of 
having  taken  soda  for  some  time  with  relief.  He 
appeared  to  be  very  sick,  there  was  pallor,  rapid 
pulse,  and  the  temperature  was  only  99.°  Just  from 
his  history  and  general  condition  one  would  think 
that  perhaps  he  had  a perforated  ulcer.  The  upper 
part  of  the  abdomen  was  very  rigid,  with  absolutely 
no  tenderness  in  the  lower  part  of  the  abdomen. 
At  about  11  o’clock  his  leucocyte  count  was  over 

20.000.  By  12  o’clock  the  temperature  was  101.° 
We  made  a right  rectus  incision,  examined  the 
stomach  and  found  it  negative;  extended  the  in- 
cision downwards  and  found  a high  retrocecal  ap- 
pendix, gangrenous  and  ruptured,  which  was  re- 
moved, drainage  established,  and  the  patient  went 
on  to  uneventful  recovery. 

Dr.  Peter  J.  Cristopherson  (Waupaca,  Wis.):  A 
school  teacher  came  to  me  complaining  of  pain  in 
her  stomach.  She  said  that  she  had  had  two  or 
three  attacks,  that  she  did  not  feel  very  badly  at 
the  time,  but  was  afraid  of  another  attack.  She 
wanted  an  operation.  A blood  count  was  over 

13.000.  We  found  a fecal  stone  as  large  as  the  end 
of  my  finger  in  the  inflammed  appendix. 

I believe  there  are  a great  many  cases  of  ob- 
scure pains  in  the  abdomen  in  which  a diagnosis  of 


appendicitis  might  be  confirmed  by  a blood  count. 

Dr.  John  H.  Rishmiller  (Minneapolis,  Minn.):  A 
blood  count  should  always  me  made.  We  should  also 
take  the  blood  pressure  and  the  temperature,  and 
there  should  be  a thorough  physical  examination. 
The  leucocyte  count  gives  us  great  information  in 
these  cases.  The  temperature  and  the  blood  pres- 
sure are  in  some  cases  atypical  and  do  not  furnish 
us  any  information.  I have  had  cases  with  normal 
leucocyte  count  and  normal  temperature,  resulting 
in  lessened  assurance  as  to  why  the  abdomen  should 
be  opened.  Four  years  ago,  in  consultation  with 
Dr.  George  G.  Eitel,  I said,  What  is  the  matter 
with  the  patient?  He  replied,  “I  do  not  know, 
open  her  up.”  We  opened  up  the  abdomen  and 
found  a pint  of  pus.  There  were  a normal  leuco- 
cyte count  and  normal  temperature,  and  yet  she 
had  an  abscess.  In  large  cities  we  do  not  appreci- 
ate the  difficulties  that  country  doctors,  such  as 
Dr.  Larsen  and  Dr.  Hammargren,  are  up  against. 
All  we,  need  to  do  is  to  give  orders  and  have  these 
things  done,  but  the  doctor  in  the  small  town  is 
handicapped.  He  has  to  do  these  things  more  or 
less  himself.  Still,  whenever  we  have  an  acute  ab- 
dominal case  we  have  plenty  to  think  about.  We 
are  never  sure  of  our  diagnosis  and  never  will  be. 

Dr.  David  J.  Twohig  (Fond  du  Lac,  Wis.):  There 
is  one  very  interesting  and  important  point  in  this 
paper,  and  that  is  atypical  appendicitis  in  children. 
The  essayist  brought  that  out  very  well  in  connec- 
tion with  the  case  of  his  daughter.  I have  had  oc- 
casion to  see  several  cases  of  youngsters  from  the 
age  of  6 to  15  years  who  have  been  subject  to  at- 
tacks of  what  one  might  call  indigestion.  The  only 
symptoms  that  one  can  elicit  are  a little  distress, 
perhaps  a slight  increase  in  the  white  blood  count 
and  a little  vomiting.  Sometimes  the  vomiting  is 
quite  persistent.  If  you  have  a youngster  at  that 
age  who  is  having  those  attacks  repeatedly  every 
two  or  three  months,  with  no  apparent  reason  to 
bring  them  on — nothing  wrong  with  the  digestion 
or  diet  or  liver, — in  practically  every  one  of  those 
cases  I believe  the  source  of  the  trouble  is  appendi- 
citis. 

Dr.  Ernest  L.  Schroeder  (Shawano,  Wis.):  I am 
glad  that  Dr.  Rishmiller  is  considerate  of  the  coun- 
try doctor.  As  he  says,  “the  doctor  with  hospital 
facilities  sends  his  patients  to  the  hospital  with 
orders  to  make  all  possible  tests  to  aid  in  diagnosis.” 
With  all  these  data  before  him  he  attempts  his  diag- 
nosis. In  spite  of  this  he  has  failures  just  as  does 
his  country  colleague.  The  country  doctor  calls 
consultation  more  often  than  the  city  doctor  because 
he  has  not  the  armamentarium  at  his  command  as 
has  the  doctor  with  hospital  facilities. 

I believe  that  the  pendulum  has  swung  too  far 
toward  the  side  of  radical  treatment.  Every  little 
pain  in  the  belly  should  not  be  subjected  to  an  op- 
eration. It  would  be  better  in  a great  many  in- 
stances if  the  pendulum  would  swing  the  other 
way,  and  a more  conservative  course  be  taken. 
One  man  has  advocated  that  every  child  should 
have  its  appendix  out.  I ami  not  quite  ready  to  ac- 
cept that  ultimatum. 

I was  called  to  a family  to  see  a young  man  about 
30  years  old.  He  complained  of  pain  in  the  epi- 
gastrium. After  taking  the  routine  history  I sus- 
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pccted  ulcer.  I went  over  him  very  carefully  and 
found  a right  lower  lobe  pneumonia.  He  had  a 
slight  cough  but  little  or  no  pain  in  the  chest.  The 
Widal  was  negative.  All  cardinal  symptoms  of 
typhoid  were  absent.  The  leucocyte  count  was 
18,000.  This  could  be  accounted  for  by  the  pneu- 
monia. Not  until  three  other  members  came  down 
with  the  same  sickness  and  we  got  a positive  Widal 
on  the  second  patient  did  we  diagnose  typhoid.  All 
of  these  patients  had  “atypical  abdomens.” 

Dr.  Alfred  M.  Ridgway  (Annandale,  Minn.):  Dr. 
Larsen  has  presented  a wonderful  paper  and  Dr. 
Twohig’s  discussion  is  excellent.  They  have  cov- 
ered the  subject  thoroughly.  The  only  suggestion  I 
would  make  is  that  they  did  not  begin  early  enough. 
I believe  Dr.  Twohig,  in  his  consideration  of  the 
subject,  started  with  patients  of  ten.  In  our  coun- 
try we  start  at  two  or  one  and  one-half  years.  I 
have  had  under  my  care  for  appendicitis  a number 
of  babies.  I will  never  forget  my  first  case  a num- 
ber of  years  ago.  The  youngster  was  taken  sick, 
with  the  history  of  having  eaten  beans  for  supper. 
For  two  days  I treated  the  case  for  indigestion, 
then  oeprated,  and  lost  the  baby  from  appendicitis. 

In  my  second  case  I sent  the  patient  to  a large 
hospital,  and  the  doctor  sent  the  baby  home  as  not 
having  appendicitis.  It  had  a ruptured  appendix  and 
died  three  days  later. 

Another  patient  I sent  to  the  hospital  was  re- 
ported as  not  having  appendicitis,  and  I told  the 
superintendent  that  I did  not  send  her  down  for 
diagnosis,  but  to  be  operated  on.  The  case  was 
operated  on,  and  they  found  a gangrenous  appendix. 

Recently  I sent  a little  patient  to  the  hospital, 
and  the  surgeon  at  first  refused  to  operate,  but  op- 
erated the  next  morning  and  established  drainage. 

I think  the  surgeons  should  be  wdlling  to  operate 
on  babies,  and  I am  sure  we  have  a great  many 
cases  of  appendicitis  in  babies  from  two  years  up 
and  perhaps  younger.  And  it  is  to  be  remembered 
that  these  patients  do  not  put  on  any  false  symp- 
toms. Place  your  hand  over  the  abdomen,  and 
you  will  find  muscle  spasm  and  tenderness,  just 
the  same  as  you  will  find  them  in  the  adult. 

Dr.  John  H.  Rish miller  (Minneapolis,  Minn.): 
At  the  time  of  our  last  meeting  I went  to  the 
office  during  the  noon  hour  and  found  waiting  for 
me  a man  who  complained  of  abdominal  pain  and 
nausea  and  felt  rather  sick.  I took  his  temperature, 
which  was  normal,  gave  him  some  salol  as  an  in- 
testinal antiseptic,  and  sent  him  home,  directing 
that  he  keep  quiet  and  come  back  in  two  days.  I 
always  felt  chagrined  because  I was  in  a hurry,  for 
I think  that  when  we  have  an  acute  condition  of 
the  abdomen  we  had  better  just  put  the  patient 
to  bed  under  observation  and  be  prepared  to  oper- 
ate at  any  time.  He  came  back  as  indicated  and  I 
was  glad  to  see  him,  because  I had  wondered  how 
he  was  getting  along.  He  was  very  sick,  had  a 
temperature  and  all  the  characteristic  symptoms 
of  acute  appendicitis.  It  was  apparent  that  he  was 
a man  who  could  not  pay  the  regulation  hospital 
fee  so  I sent  him  in  a taxicab  to  the  General  Hos- 
pital. They  operated  on  him  shortly  after  admis- 
sion. He  left  the  hospital  about  two  months  later. 
This  case  simply  illustrates  the  situations  we  are 
sometimes  up  againt.  In  a case  of  an  acute  condi- 


tion of  the  abdomen  we  should  treat  the  patient 
just  as  we  would  have  somebody  else  treat  us.  We 
have  to  insist  that  the  patient  be  kept  under  close 
observation. 

Dr.  Carl  von  Neupert,  Jr.  (Stevens  Point,  Wis.): 
From  my  experience  in  these  cases  I am  a little  bit 
skeptical  in  regard  to  the  leucocyte  count.  It  is 
not  necessary  to  have  a high  leucocyte  count  to 
have  a very  bad  abdomen.  Then,  again,  we  some- 
times have  a high  leucocyte  count  when  the  ab- 
domen is  not  in  bad  condition.  Just  a few  days 
ago  I saw  a little  boy  in  whose  case  the  leucocyte 
count  was  only  9,500,  yet  I felt  that  he  was  very 
sick.  He  was  somewhat  tender  especially  on  deep 
pressure  over  the  right  side.  I operated  on  him  and 
found  an  extremely  distended  and  inflamed  ap- 
pendix with  a blood  count  of  only  9,500. 

Dr.  Gilbert  Hendrickson  (Enderlin,  N.  D. ) : I 
wish  to  emphasize  the  point  the  Chief  Surgeon 
made  in  regard  to  taking  the  temperature  in  these 
cases.  A few  years  ago  I was  called  in  consulta- 
tion in  the  case  of  a man  who  sixty  hours  previously 
had  experienced  acute  pain  in  the  epigastrium.  The 
patient  was  kept  under  observation  by  the  attend- 
ing physician  without  a definite  diagnosis  having 
been  made.  When  called  to  see  him  it  was  very 
easy  to  make  a diagnosis  of  peritonitis  due  to  a 
perforated  gastric  ulcer.  The  attending  physician 
informed  me  that  the  temperature  had  never  been 
higher  than  99.4,°  and  that  on  this  particular  morn- 
ing it  was  normal.  I took  the  mouth  temperature. 
It  was  normal.  I then  took  the  rectal  temperature, 
and  it  was  104.°  It  was  a typical  case  of  gastric 
perforation  with  peritonitis,  and  the  patient  died 
about  fourteen  hours  later.  I have  observed  a num- 
ber of  cases  in  which  the  mouth  temperature  was 
normal,  while  the  rectal  temperature  would  show 
fever. 

Dr.  Herbert  H.  Leibold  (Parkers  Prairie,  Minn.): 
In  nearly  all  these  cases  if  the  temperature  is  taken 
per  rectum  one  will  find  an  elevation  of  tempera- 
ture. 

Another  point  is  that  in  many  cases  we  wait  too 
long  before  making  a diagnosis.  You  are  then 
choosing  between  a safe  early  operation  and  a 
dangerous  secondary  operation.  That  is,  if  you  can 
operate  a case  within  the  first  twenty-four  hours 
you  hardly  ever  will  lose  a patient  and  you  seldom 
have  any  reason  to  establish  drainage,  but  after  an 
interval  of  24  hours  it  does  not  take  long  until 
you  are  in  trouble.  Deaver  draws  attention  to  the 
fact  that  we  vaccinate  a man  to  keep  him  from 
getting  smallpox  and  predicts  that  in  the  future 
we  probably  will  remove  a child’s  appendix  to  pre- 
vent him  from  dying  of  appendicitis.  It  is  the  early 
case,  diagnosed  and  operated  promptly,  that  keeps 
us  out  of  trouble. 

In  regard  to  atypical  cases,  we  sawT  a young  man 
who  had  had  twelve  different  attacks  of  appendi- 
citis. He  was  under  the  care  of  another  physician. 
Finally  I saw  him  when  he  had  the  last  attack  and 
insisted  on  immediate  operation,  to  which  he  would 
not  consent.  I told  him  the  appendix  would  rup- 
ture, but  he  replied  that  he  would  not  have  it  done 
and  did  not.  He  recovered  from  that  attack  and 
finally  submitted  to  an  operation  during  a quiescent 
interval.  We  had  great  difficulty  in  finding  the  ap- 
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pendix.  This  man  had  had  so  many  intestinal  in- 
flammations that  his  secum  was  covered  over  with 
layers  of  inflammatory  tissue  which  had  been  laid 
down  at  every  attack.  The  condition  of  the  ap- 
pendix revealed  why  rupture  had  not  occurred.  The 
appendix  was  about  as  large  as  a bean,  with  a little 
bit  of  a neck  about  a quarter  of  an  inch  long  ex- 
tending into  the  cecum.  Every  time  an  attack  de- 
veloped this  thing  wbuld  stretch  open  and  eventu- 
ally it  would  open  up  this  little  duct  and  the  con- 
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tents  would  shoot  into  the  cecum,  when  the  condi- 
tion would  subside.  This  accounted  for  the  fact 
that  he  had  suffered  so  many  violent  spells  which 
would  suddenly  get  better. 

Dr.  Larsen  (closing):  My  purpose  in  presenting 
the  paper  was  to  get  away  from  the  scientific  aspect 
of  the  subject,  open  our  hearts  and  tell  our  experi- 
ences. The  ready  response  accorded  my  paper 
shows  that  you  have  all  had  experiences  similar 
to  mine. 


MASSIVE  ATELECTASIS  OF  THE  LUNG* 

By  Richard  Bower,  M.D. 

FARGO,  NORTH  DAKOTA 


Massive  atelectasis  of  the  lung  has  until  re- 
cently been  popularly  called  massive  collapse  of 
the  lung,  but  the  term  collapse  is,  strictly  speak- 
ing, a misnomer.  To  have  a true  collapse  of  the 
lung,  some  external  compressive  force  is  neces- 
sary, such  as  hemothorax  or  pneumothorax, 
and  such  a force  does  not  prevail  in  the  subject 
under  discussion.  Consequently  we  shall  speak 
of  the  condition  as  massive  atelectasis,  for  it  is 
principally  an  airless  condition  of  the  alveoli  of 
the  lung. 

During  the  past  three  or  four  years  a num- 
ber of  cases  have  been  reported,  but  prior  to 
1924  only  a few  references  are  available.  The 
explanation,  of  course,  is  that  the  cases  of  mas- 
sive atelectasis  were  thought  to  be  pneumonias. 
In  fact,  such  an  excellent  observer  as  Cutler, 
formerly  of  Boston,  now  of  Cleveland,  who 
wrote  a very  thorough  paper  on  post-operative 
pulmonary  complications,  does  not  mention  mas- 
sive atelectasis  at  all,  although  several  of  his 
case-reports  are  typical  of  the  condition. 

Massive  atelectasis  may  be  defined  as  a total 
or  partial  atelectasis  of  the  lung,  occurring  par- 
ticularly after  operations,  injuries,  or  the  in- 
halation of  foreign  bodies,  and  characterized  by 
sudden  onset,  dyspnea,  cyanosis,  dullness  over 
the  involved  area,  absence  of  breath  sounds, 
marked  displacement  of  the  heart  and  mediasti- 
nal contents  to  the  affected  side,  pleuritic  pain 
and  slight  rise  of  temperature. 

W.  Pasteur,  an  Englishman,  in  1908  described 
his  findings  in  eight  autopsies  following  death 
due  to  diphtheria  in  which  he  found  the  condi- 
tion he  called  massive  collapse  of  the  lung.  He 
quoted  an  earlier  article  bv  Pearson  Irvine,  in 
1876,  who  found  much  the  same  condition  fol- 
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lowing  diphtheria.  The  explanation  of  Pasteur, 
after  that  of  Pearson  Irvine  was  that  the  con- 
dition was  due  to  a diphtheritic  paralysis  of  the 
muscles  of  respiration,  especially  the  diaphragm. 
Evidently  Pasteur  took  no  notice  of  the  earlier 
work  of  Mendelsohn,  in  1841,  and  of  Lictheim, 
in  1878,  who  showed  experimentally  that  bron- 
chial obstruction  was  a cause  of  atelectasis. 
Lictheim  introduced  a laminaria  tent  into 
a bronchus  and  found  it  was  followed  by  an 
atelectatic  condition  of  the  lung  distal  to  the 
plug.  In  1913  Elliott  and  Dingley  cited  some 
cases  following  operations,  under  both  general 
and  local  anesthesia,  and  gave  as  their  explana- 
tion of  the  cause  obstruction  of  the  bronchioles 
due  to  inflammatory  edema  and  secretion. 

Rose-Bradford,  in  1918,  described  a number 
of  cases  of  massive  atelectasis  of  the  lungs  due 
to  war  injuries,  particularly  chest  wound's,  and 
he  was  much  surprised  to  find  that  oftentimes 
the  atelectasis  would  be  contralateral  to  the  in- 
jury. The  explanation  of  Pasteur,  of  course, 
did  not  explain  these  cases,  and  Rose-Bradford 
thought  it  a result  of  the  immobility  and  retrac- 
tion of  the  chest  wall,  rather  than  a bronchial 
obstruction. 

Scrimger,  in  1922,  reported  eleven  cases  fol- 
lowing abdominal  operations,  ten  under  general 
anesthesia  and  one  under  local,  and  thought  that 
abdominal  interference  may,  through  a normal 
vagus  control,  cause  a contraction  of  the  mus- 
cular elements  in  the  lung.  This  aided  by  a 
collection  of  mucus,  was  sufficient  to  prevent 
the  passage  of  air  beyond  the  obstruction. 
Should  this  be  maintained  for  a few  hours  the 
absorption  of  the  air  beyond  the  obstruction 
would  produce  the  condition  known  as  massive 
atelectasis.  However,  this  theory,  I think,  can 
be  refuted  by  considering  such  a condition  as 
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asthma.  Here  we  know  that  a spastic  contrac- 
tion of  the  bronchial  muscles  obtains,  yet  atelec- 
tasis has  not  been  observed. 

For  some  years  Chevalier  Jackson  has  taught 
and  described  the  atelectasis  of  the  lung,  which 
results  from  the  impaction  of  a foreign  body  in 
a bronchus.  That  portion  of  a lung  distal  to 
the  foreign  body  is  deprived  of  its  incoming  air, 
and  the  blood  absorbing  the  residual  air,  the 
walls  of  the  alveoli  collapse.  Working  from  this 
well  known  fact,  Jackson  and  Lee  state  that  it 
is  their  conclusion  after  an  analysis  of  the  ap- 
parently diverse  conditions  found  in  massive 
atelectasis  that  two  factors  are  constantly  pres- 
ent, first,  obstruction  in  the  bronchial  tree ; and, 
second,  some  interference  with  the  respiratory 
movements.  Lee  has  experimentally  produced 
(1928)  massive  atelectasis  in  a dog  after  inject- 
ing into  the  main  bronchus  of  the  right  lung 
the  obstructing  bronchial  secretion  obtained  by 
bronchoscopic  drainage  from  the  main  bronchus 
of  the  left  lung  of  a patient  suffering  from  this 
condition,  which  followed  twenty- four  hours 
after  a herniorrhaphy.  Lee  is  emphatic  in  stat- 
ing that  to  produce  experimental  atelectasis,  the 
cough  reflex  must  be  abolished  in  the  dog.  This, 
then,  in  the  light  of  our  present  knowledge,  may 
be  considered  as  the  etiology  of  the  condition, 
namely,  bronchial  obstruction  and  respiratory 
interference. 

The  frequency  of  the  condition  is  hard  to  de- 
termine. Pasteur,  following  his  original  ob- 
servation, found  fifteen  cases  in  the  next  two 
and  one-half  years  and  thought  that  eight  per- 
cent of  all  post-operative  pulmonary  complica- 
tions were  collapsed  lungs.  The  condition  oc- 
curs not  only  following  operations  however,  but 
also  following  pulmonary  hemorrhages,  injuries, 
and  foreign!  bodies  in  the  lungs. 

The  symptoms  are  not  pathognomonic.  Usu- 
ally they  present  within  twenty-four  hours  fol- 
lowing an  operation,  such  as  pain  in  the  chest 
or  a feeling  of  uneasiness,  cough,  usually  ex- 
pectoration, dyspnea,  and  cyanosis.  The  tem- 
perature is  100°  or  above,  although  fever  is  not 
a marked  symptom.  The  physical  signs  are 
definite  and  conclusive,  however,  namely,  uni- 
lateral dullness  and  displacement  of  the  heart 
to  the  affected  side.  The  X-ray  readily  shows 
the  opaque  lung,  high  diaphragm  and  displaced 
mediastinal  contents.  No  other  acute  condition 
is  known  to  present  this  combination.  The  in- 
itial absence  of  breath  sounds,  followed  by  their 
augmentation  to  a tubular  character,  suggests 
that  at  first  the  bronchi  are  closed.  When  the 
bronchi  open,  the  breath  sounds  naturally  sound 


tubular  owing  to  their  conduction  through  ate- 
lectatic lung  substance,  while  later  as  the  alveoli 
become  aerated,  the  vesicular  type  is  heard,  with 
rales.  The  condition  may  be  confused  with  lo- 
bar pneumonia  or  confluent  bronchopneumonia, 
but  the  displacement  of  the  heart  to  the  affected 
side  and  X-ray  plates  will  differentiate  the  con- 
dition. Occasionally  an  early  pneumonia  in  chil- 
dren will  be  very  confusing.  As  a matter  of 
fact  Coryllos  in  the  January,  1929,  Archives  of 
Surgery  gives  some  very  good  reasons  why  he 
thinks  that  in  the  near  future  we  shall  consider 
lobar  pneumonia  to  be  an  infectious,  generally 
pneumococcic,  lobar  atelectasis  of  the  lung. 
Fluid  in  the  pleural  cavity  will,  of  course,  give 
dullness  on  percussion,  but,  whereas,  in  massive 
atelectasis  the  chest  wall  is  retracted  and  the 
interspaces  more  pronounced,  in  acute  pleural 
effusions,  the  chest  wall,  if  anything,  is  fuller 
than  the  normal  side,  and  here,  also,  the  cardiac 
displacement  is  not  to  be  the  affected  side,  as 
it  is  in  atelectasis. 

As  has  been  well  known,  practically  all  cases 
of  uncomplicated  massive  atelectasis  following 
an  operation  will  recover  without  any  special 
treatment  in  a variable  time,  usually  ten  to  four- 
teen days,  but  some  recent  suggestions  have  been 
made  which  will  markedly  reduce  this  period. 
First,  as  to  the  prophylaxis,  Crile  advises  a very 
careful  chest  examination  before  operation,  and, 
if  rales  are  present,  he  immediately  cancels  the 
operation.  Likewise,  any  unexplainable  eleva- 
tion of  temperature  is  sufficient  to  warrant  the 
postponement  of  the  operation.  He  goes  even 
further  and  cancels  the  operation  if  the  patient 
has  a premonition  of  an  impending  cold,  or  if 
coryza  is  present.  Lahey,  who  was  struck  by 
the  frequent  occurrence  of  an  elevated  dia- 
phragm on  the  right  side  following  gall-bladder 
operations,  as  shown  by  the  X-ray,  believes  that 
inhalations  of  carbon  dioxide  sufficient  to  pro- 
duce a definite  hyperpnea,  given  several  times 
a day,  is  an  effective  prophylactic  measure.  As 
added  measures,  the  surgeon  should  minimize 
operative  trauma,  expecially  in  the  upper  right 
quadrant ; the  patient  after  the  operation  should 
avoid  protracted  postures ; and  the  cough  reflex 
should  be  safeguarded. 

For  the  active  treatment  of  the  condition,  a 
recent  article  by  Santee  claims  that  if  the  patient 
is  rolled  back  and  forth  on  the  uninvolved  side, 
the  aeration  of  the  lung  will  be  promptly  re- 
established. The  procedure  is  simple,  available 
to  all,  and  carries  no  risk  to  the  patient.  I be- 
lieve the  explanation  to  be  the  fact  that  when 
the  patient  is  rolled  on  the  unaffected  side,  back 
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and  forth,  the  mediastinum  is  pushed  to  its 
proper  position  and  loosens  the  bronchial  plug, 
which  can  then  be  coughed  out. 

Chevalier  Jackson,  who  believes  that  most 
cases  of  atelectasis  are  due  to  some  bronchial 
obstruction,  thinks  that;  bronchoscopic  aspira- 
tion is  the  proper  treatment.  Certainly  in  the 
atelectasis  following  the  inhalation  of  a foreign 
body  or  a pulmonary  hemorrhage,  the  broncho- 
scopic removal  of  the  offending  foreign  body  or 
blood  clot,  as  the  case  may  be,  offers  the  only 
logical  treatment.  It  is  my  impression,  how- 
ever, that,  following  an  operation,  the  safest 
procedure  would  be  to  first  roll  the  patient  on 
the  uninvolved  side  and  to  do  a bronchoscopy 
for  the  removal  of  the  mucous  plug  only  as  a 
last  resort. 

DISCUSSION 

Dr.  Kent  Darrow  (Fargo,  N.  D.):  My  main  in- 
terest in  this  subject  is  in  the  surgical  end.  I do 
not  know  much  about  bronchoscope  and  foreign 
bodies,  but  we  are  glad  to  have  some  one  here  who 
can  take  care  of  those  things. 

I was  much  interested  in  St.  Louis  some  time 
ago  in  Dr.  Santee’s  Clinic.  He  was  mentioned  by 
Dr.  Bower  as  the  first  to  suggest  rolling  these 
patients  on  the  unaffected  side.  One  patient  who 
was  too  sick  to  fluoroscope  standing  was  wheeled 
into  the  room  on  a cart  and  turned  on  his  unaffected 
side,  so  that  the  affected  lung  could  be  examined 
under  the  fluoroscope.  Dr.  Santee  then  saw  the 
affected  side,  which  was  up,  clear  up  almost  at 
once.  This  gave  him  the  idea,  and  since  then  he 
has  treated  many  patients  in  this  way.  By  rolling 
these  patients  back  and  forth  they  probably  loosen 
the  slug  and  give  the  lung  a chance  to  expand. 

In  one  of  my  cases,  a woman  was  subject  to 
asthma.  She  had  cholelithiasis,  and  I did  a cholecys- 
tectomy. The  operations  on  the  upper  part  of 
the  abdomen  seem  to  have  a little  more  tendency 
toward  the  development  of  this  condition  of  atel- 
ectasis, although  it  may  follow  any  operation.  This 
patient  on  the  afternoon  of  the  operation  became 
completely  dull  on  the  affected  side.  The  heart  was 
completely  pulled  over  so  that  it  could  not  be  per- 
cussed at  all  on  the  left.  This  is  the  most  important 
sign  in  this  condition,  where  the  lung  is  collapsed 
the  heart  and  mediastinum  are  pulled  to  the  af- 
fected side.  She  was  very  cyanotic,  but  we  im- 
mediately rolled  her  over  on  the  unaffected  side, 
and  this  was  repeated  at  intervals  during  the  night, 
with  considerable  relief.  She  developed  a broncho- 
pneumonia, from  which  she  recovered  very  nicely. 

I wish  to  thank  Dr.  Bower  for  his  paper,  and  I 
hope  you  all  will  keep  this  little  thing  in  mind,  for 
it  will  help  you  out  when  you  are  not  able  to  do 
a bronchoscopic  examination. 

Dr.  Kenneth  A.  Phelps  (Minneapolis,  Minn.):  I 
think  Dr.  Bower  presented  his  paper  very  well.  He 
referred  to  the  condition  as  a massive  atelectasis 
rather  than  massive  collapse,  and  that  is  the  proper 
term.  He  described  the  condition  well,  and  there 


is  little  to  add,  but  I have  one  slide  that  I would 
like  to  show  of  a case  which  was  interesting  to  me. 
It  brings  out  the  danger  of  this  particular  type  of 
foreign  body.  It  is  a bean,  and,  as  you  all  know, 
beans  swell  very  rapidly.  If  one  lodges  in  a bron- 
chus it  will  fill  it  very  soon.  This  picture  (pre- 
senting a lantern  slide)  was  taken  within  a few  hours 
after  the  child  got  a bean  in  a bronchus,  and  you 
can  see  that  the  bronchus  is  occluded  so  tightly 
that  a massive  atelectasis  is  produced. 

Beans  should  be  placed  on  the  list  of  very  danger- 
ous things  for  children  to  play  with.  This  shows 
the  type  of  atelectasis  that  occurs  from  immediate 
occlusion  of  a bronchus.  Some  of  the  ones  Dr. 
Bower  showed  were  due  to  a slower  occlusion.  All 
foreign  bodies  do  not  produce  atelectasis.  I think 
the  etiology  of  this  condition  is  not  always  known. 

Dr.  Ralph  E.  Leigh  (Grand  Forks):  I became 
interested  in  this  subject  in  1925,  during  my  resi- 
dency in  Brooklyn.  We  saw  a series  of  five  cases, 
all  of  them  post-operative.  At  that  time  we  did 
not  know  much  about  treatment,  but  knew  they  got 
well  if  left  alone. 

Last  fall  Dr.  Glaspell,  of  Grafton,  reported  a case 
he  had  treated  at  Grafton  by  turning  the  patient 
on  the  unaffected  side.  The  following  day  Dr. 
Witherstine  and  I operated  on  a patient  who  de- 
veloped massive  atelectasis,  and  we  followed  Dr. 
Glaspell’s  suggestion.  The  patient  seems  to  be  more 
comfortable  when  lying  on  the  affected  side,  and 
when  first  turned  on  the  unaffected  side  it  is  rather 
painful,  but  in  our  case  I turned  the  patient  and 
held  her  in  that  position  for  five  minutes,  and  then 
she  became  more  comfortable.  Our  case  followed 
an  appendectomy. 

Dr.  J.  J.  Seibel  (Harvey):  I would  like  to  know 
how  they  differentiate  massive  atelectasis  from  a 
pneumothorax. 

Dr.  Bower  (closing):  In  reply  to  the  question, 
pneumothorax  is  an  external  compressive  force  and 
would  push  the  heart  away  from  the  affected  side. 
In  a massive  atelectasis  the  heart  and  mediastinal 
contents  are  drawn  toward  the  affected  side. 
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“PHYSICIAN  CLAIMS  DISCOVERY  OF 
FLUID  TO  CURE  STUPIDITY” 

The  man  who  discovered  this  is  Dr.  Eugene 
Steinach,  the  miracle  man,  whose  rejuvenation 
treatment  won  him  world  renown ; he  thinks  it 
can  be  done.  The  editor  wonders  if  it  can.  We 
think  we  have  seen  people  so  stupid  it  would 
take  a barrel  of  fluid  to  even  stimulate  them. 

To  conquer  stupidity  in  this  way  really  means 
that  the  endocrine  secretions  change  the  physio- 
logical and  anatomical  structure  of  the  brain,  and 
that,  of  course,  is  a fantastic  idea.  Aside  from 
the  fact  that  the  number  of  stupid  people  is 
listed  at  a high  figure,  and  consequently  it  would 
take  a vast  amount  of  endocrines  to  supply  the 
world,  this  discoverer  has  taken  on  a large  con- 
tract. He  is  going  to  call  it  “Centronervin,”  a 
very  good  name ; and  it  ought  to  work,  but  will 
it  ? We  have  seen  some  stupid  people  that 
could  be  given  the  whole  amount  manufactured 
in  the  laboratories  of  the  world  without  making 
a dent  in  their  stupidity. 

r\  he  frog  plays  an  important  part  in  supply- 
ing the  endocrine  fluid,  according  to  the  news  ac- 
count. It  is  from  a variety  of  tree  frog  the 
secretion  was  secured  which  was  used  in  supply- 
ing the  theory.  While  a modern  man  has  to  use 
his  brains,  such  as  they  are,  for  all  sorts  of 
things — like  committing  his  wife’s  instructions 


to  memory,  cleaning  carburetors,  keeping  books, 
and  running  elevators — the  tree  frog  need  only 
worry  about  his  appetite  and  his  aptitude  for 
catching  flies.  We  must  remember,  too,  that 
Doctor  Steinach  is  the  man  who  advanced  the 
rejuvenation  study  by  his  operation,  the  trans- 
planting of  glands.  He  admitted  he  had  been 
verv  successful  in  many  cases  in  the  latter,  but 
a similar  number  of  cases  were  reported  fail- 
ures because  the  transplanted  gland  often  atro- 
phies very  rapidly.  In  the  treatment  for  re- 
juvenation there  must  be  a very  large  number 
of  cases  that  need  attention;  and  it  requires 
fluids  or  secretions  from  the  brain,  spinal  cord 
and  the  glands  of  the  body  for  the  treatment  of 
mental  subnormalities  and  disorders  and  the 
limitations  of  these  treatments  had  been  quite 
well  determined,”  a member  of  the  Hennepin 
County  Medical  Society  is  quoted  as  saying. 

Personally,  the  editor  has  not  been  able  to 
find  a case  of  true  rejuvenation.  Such  cases 
may  be  lurking  about  our  streets,  or  in  the 
woods,  or  wherever  they  may  be  in  hiding,  but 
it  is  only  the  exceptional  case  and  largely  psychic 
case  that  may  be  benefited  by  such  discoveries, 
in  our  opinion.  However,  all  we  can  do  is  hope. 
We  ought  to  be  very  fair  with  our  patients, 
however,  and  tell  them  that  they  must  not  ex- 
pect too  much,  that  these  are  processes  of  de- 
preciation in  body  function  that  we  are  study- 
ing. And  the  editor  does  not  believe  there  is 
a man  in  existence  who  could  anticipate  and 
prove  that  structural  functions  could  be  restored 
in  this  manner.  But  we  must  take  heart  from 
the  fact  that  occasionally  there  is  a removal  of 
part  of  the  brain  by  surgery,  and  the  removal 
seems  to  have  no  appreciable  effect  on  or  injury 
to  the  individual,  showing  that  it  is  possible  that 
we  are  still  a little  in  the  dark  about  what  res- 
toration of  tissue  means.  It  usually  means  that 
there  is  an  entirely  different  tissue  which  de- 
velops from  its  place  of  growth  or  from  what 
we  may  expect  to  find. 

UNDERESTIMATION  OF  COST  OF  HOS- 
PITAL CARE  BY  THE  PUBLIC 

One  of  the  most  important  things  that  hospi- 
tals have  to  do  is  to  convince  the  public  that 
their  charges  are  not  exorbitant  or  unreason- 
able for  the  work  accomplished.  The  average 
person  from  the  country  or  the  small  town,  and 
even  from  the  large  city,  who  is  not  familiar 
with  hospital  work,  comes  into  a private  or  gen- 
eral hospital  without  consideration  for  anything 
but  the  care  of  the  patient  and  the  relationship 
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between  the  patient  and  himself  financially.  He 
does  not  stop  to  consider  all  the  expense  as- 
sumed by  the  hospital  management  in  order  to 
be  in  a position  to  render  the  needed  service 
to  the  sick.  Many  of  the  hospitals  have  to  pay 
rental  for  the  building  or  buildings  they  occupy. 
In  privately  owned  hospitals  this  item  is  elimin- 
ated, but  the  expense  of  owning  the  hospital  is 
still  there  in  the  upkeep,  the  original  investment 
required,  and  the  constant  renewals  and  repairs. 
Taxes  have  to  be  paid,  too,  and  they  are  greater 
in  the  city  than  in  the  country.  Nurses  have  to 
be  paid  regularly,  whether  the  patient  pays  his 
bills  or  not,  and  other  salaries  go  on  as  well ; 
food,  light,  and  heat  have  to  be  provided,  and 
the  general  equipment  kept  up  to  a high  standard 
of  efficiency.  In  addition  to  this  it  is  necessary 
to  carry  sufficient  insurance  to  cover  loss  or 
damage  to  the  property  as  well  as  liability  in- 
surance ; the  obligation  in  running  a private  hos- 
pital is  just  as  much  of  a hazard  as  that  en- 
countered by  the  larger  hospital  in  proportion  to 
its  size. 

The  public  must  consider,  too,  the  possibility 
or  probability  of  our  being  unable  to  collect  all 
that  is  coming  to  us.  Very  often  patients  are 
brought  in  and  “dumped”  on  the  hospital,  and 
in  such  instances  we  get  no  reward  for  our  serv- 
ices and  no  remuneration  for  the  nursing  care, 
food,  laundry,  and  housing.  Yet  one  hears  hos- 
pitals criticized  for  hesitating  to  admit  a patient 
without  having  someone  vouch  for  the  payment 
of  the  bills  and  making  some  attempt,  at  least, 
to  safeguard  the  interests  of  the  hospital. 

The  average  patient  thinks  that  suitable  board 
should  be  obtained  for  about  six  or  seven  dollars 
a week,  and  there  his  estimation  of  the  expense 
ends,  but  when  the  situation  is  explained  to  him 
and  to  his  family  they  see  things  in  a little  differ- 
ent light.  If  the  patient  were  to  be  cared  for 
in  a like  manner  in  his  home  it  would  require 
the  hiring  of  one  or  perhaps  two  trained  nurses 
at  an  expense  ranging  from  thirty  to  eighty  dol- 
lars a week,  and  this  would  not  include  all  the 
extra  expense  of  nurses,  board,  laundry,  and 
the  necessities  of  the  sick  room.  Considering, 
in  addition  to  this,  the  upsetting  of  the  routine 
in  the  home,  with  the  attending  discomfort  or 
inconvenience  to  the  patient,  as  well  as  the  fam- 
ily, the  public  can  understand  more  readily  the 
reasonableness  of  the  hospital  charges,  especial- 
ly for  the  acutely  ill  patient,  which,  in  private 
hospitals  includes  the  medical  fees  in  the  week- 
ly charge. 

If  one  has  noted  the  number  of  private  hos- 
pitals that  have  been  opened  and  then  closed  in 


Minneapolis  in  the  last  year  one  would  wondei 
why.  But  the  reason  is  probably  that  they  can- 
not make  expenses,  and  they  are  often  filled 
with  poor  people  who  cannot  pay  for  or  do  not 
understand  the  advantages  of  being  cared 
for  properly.  We  presume  the  same  situa- 
tion is  found  in  the  country  where  they  have 
community  hospitals.  But  they  must  be  paid 
for,  too,  in  the  end,  and  the  expense  of  main- 
tenance is  about  the  same  as  in  the  city  except 
that  taxes  in  the  latter  instance  may  be  higher. 

If  this  matter  is  thoroughly  threshed  out  and 
equally  understood  by  the  patient’s  relatives  and 
friends  and  the  owner  of  the  hospital  or  the  hos- 
pital management,  there  would  be  little  trouble 
because  the  average  patient  is  only  too  glad  to 
be  taken  care  of  under  proper  supervision. 

“WHAT  IS  WRONG  WITH  MEN’S 
CLOTHING” 

An  article  entitled  as  above  appeared  in  the 
October  issue  of  the  Reader’s  Digest,  taken 
from  the  Scientific  American  of  A.ugust,  1929, 
by  Donald  Laird,  suggests  a theme  that  might  be 
a little  more  elaborated  than  it  can  be  here. 

Men  have  changed  but  little  in  their  wearing 
apparel.  They  have  a coat,  vest,  trousers,  heavy 
shoes,  and  perhaps  heavy  underwear,  while  wo- 
men go  around  with  thin  clothing  even  in  mid- 
winter and  seem  to  suffer  no  ill  consequences 
therefrom.  Some  remarked  upon  this  sub- 
ject and  said  rather  facetiously  that  men  ought 
to  reduce  the  amount  of  clothing  they  had  and 
be  more  like  the  women,  using  more  sense  and 
judgment  and  not  carry  around  so  much  weight, 
but  that  it  was  not  on  account  of  the  heat  that 
men  wore  so  much  clothing  but  on  account  of 
the  timidity  in  imitating  women’s  clothing! 

For  years  it  was  known  that  slightly  more  boy 
than  girl  babies  are  born.  Boy  babies  are  more 
delicate ; perhaps  they  have  a hang-over  from 
that.  And  there  were  early  deaths  among  the 
boys.  By  the  time  the  high-school  age  has  been 
reached  there  is  an  alteration  in  the  ratio  with 
an  excess  of  females.  Then,  as  the  years  go  on, 
changes  go  on.  Industrial  accidents  eliminate 
more  men  than  women.  Diseases  also  reduce 
the  number  of  men  more  than  it  affects  women. 
English  medical  inspectors  have  just  reported 
on  thorough  studies  of  English  boys  and  girls 
who  are  entering  industry,  and  in  their  investiga- 
tions they  find  that  the  girls  are  much  better  de- 
veloped physically  than  the  boys.  The  medical 
inspectors  are  inclined  to  attribute  a large 
amount  of  this  difference  to  the  clothing  which 
is  being  worn. 
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Fifteen  pounds  of  clothing  was  the  average 
worn  by  man  a few  years  ago,  while  “women 
wore  a little  more.”  The  men,  too,  have  the 
unfortunate  habit  of  loading  their  pockets  down 
with  everything  under  the  sun,  from  flash-lights 
to  fountain  pens,  and  the  collection  may  include 
syringes  and  Lord  knows  what  in  some  instances. 
They  have  more  in  their  trousers’  pockets  than 
they  ever  had  before,  keys  and  bundles  of  stuff 
that  they  clear  out  once  in  a while  but  not  very 
often.  They  could  materially  reduce  their  weight 
by  reducing  their  pocket-carrying  capacities. 
Women,  typical  of  the  eighties,  seem  largely  to 
have  disappeared  along  with  several  square 
yards  of  woolen  clothing  per  woman,  while  men 
are  still  wearing  about  one-tenth  of  their  body 
weight  in  clothes!  Yet  a dog,  which  seems  to 
stand  cold  weather  remarkably  well,  carries  onlv 
about  one-fiftieth  of  his  weight  in  fur.  Man  has 
to  pay  the  price  for  the  extra  weight  in  several 
unusual  ways.  Energy  has  to  be  used,  for  ex- 
ample, to  carry  the  extra  weight  around.  This 
excess  clothing  worn  by  man  also  results  in 
men  living  in  a self-produced  tropical  climate 
the  year  around  with  their  clothing.  The  tem- 
perature within  the  clothing  of  the  average  man 
is  87.8°  E.,  while  for  women  it  is  80.6.°  The 
relative  humidity  inside  of  men’s  clothing  is  70 
per  cent  and  for  women  is  only  55  per  cent. 
The  observed  consequence  is  that  men  suffer 
from  heat  stasis  and  from  excess  perspiration. 
Our  bodies  have  to  continually  radiate  heat  in 
order  to  keep  our  temperature  at  the  healthful 
constant  of  98.8.°  \\  hen,  however,  the  environ- 

ment has  a higher  temperature  and  higher  hu- 
midity (not  timidity),  and  the  air  circulation  is 
diminished  by  the  clothing,  the  bodv  cooling 
function  is  hampered.  Thus  the  basal  metabo- 
lism is  lowered,  and  the  load,  which  may  reach 
a dangerous  point,  is  thrown  on  the  sweat  glands 
and  this  affects  the  water  distribution  in  the 
body  and  may  influence  the  kidneys  and  other 
vital  organs. 

How  well  sunlight  would  reach  the  bodies  of 
men  and  women  has  been  especially  studied  by 
Dr.  E.  briedberger,  in  Germany;  using  strips  of 
paper  which  were  sensitive  to  light,  he  discovered 
that  much  light  reached  the  body  surface  of 
clothed  women,  but  that  sun  rays  did  not  pene- 
trate men’s  ordinary  clothing.  Part  of  them  will 
penetrate  a shirt,  but  if  covered  by  a coat  prac- 
tically no  light  reaches  the  body.  Some  ob- 
servers advise  ultraviolet  rays,  but  the  author 
of  the  articles  suggests  that  better  than  an  over- 
dose of  ultraviolet,  as  on  the  seashore  with  its 
annoying  first-day  sunburn,  is  continuous  mild 


sunburn  such  as  would  be  given  by  proper  selec- 
tion of  clothing.  And  everyone  should  know 
by  this  time  that  the  ultraviolet  rays  are  those 
that  are  found  out-of-doors  by  exposure  to  the 
sun.  It  requires  no  instrument  to  acquire  this 
result. 

Belts  add  to  one’s  discomfort,  hence  the  re- 
sumption of  suspenders  which  lately  have  come 
into  vogue,  and  the  men  are  again  much  more 
comfortable  than  they  were.  Collar  manufac- 
turers have  been  having  trouble  finding  a market 
lately.  Perhaps  the  men  are  at  least  rationally 
revolting  against  the  last  remnant  of  the  corset 
which  was  originated  “as  a protection  against 
lance  and  sword  thrusts.”  The  blood  vessels 
in  the  neck  are  large,  but  limited  to  a small  area, 
and  it  is  advisable  to  loosen  the  collar  when 
discomfort  results,  or  wear  a soft  collar,  which, 
while  not  as  becoming,  is  a highly  beneficial 
change.  Then,  too,  in  addition  to  the  collar 
men  wear  garters  around  their  legs,  and  this 
the  writer  thinks  is  a very  uncomfortable  ar- 
rangement. Putting  an  elastic  garter  around 
one’s  leg,  either  above  or  below  the  knee,  is  a 
nuisance,  and,  in  summer,  one  can  keep  the 
stockings  up  by  attaching  one  end  of  an  elastic 
web  to  the  b.v.d.’s  and  the  other  end  to  the 
stocking,  making*  sure  that  the  elastic  is  long 
enough  for  comfort.  The  collar,  the  garter, 
the  long  heavy  underwear,  and  lined  clothing  re- 
sult in  only  the  face  and  hands  of  men  being 
exposed  to  the  sun  and  air.  In  the  case  of  wo- 
men fully  one-third  of  the  surface  is  exposed 
more  or  less  to  sunlight  and  ultraviolet  rays, 
while  practically  the  entire  body  surface  is  con- 
tinually ventilated  by  air  currents.  Consequent- 
ly they  are  much  better  physically  and  mentally 
for  this,  and  it  is  said  they  can  drive  an  auto- 
mobile with  more  accuracy  and  safety  than  men 
(this  latter  point  may  be  disputed,  but  we  don’t 
care).  And  this  suggests  “why  did  people  start 
wearing  clothes?”  This  reminds  us  of  the  news- 
paper account  of  the  man  who  has  gone  up  into 
the  north  woods,  near  Toronto  somewhere,  and 
attempted  to  live  without  anything  in  the  way 
of  conveniences,  in  a cave  and  without  clothes 
or  food  except  such  as  he  finds  for  himself.  He 
thinks  the  primitive  man  is  a better  man  than 
the  man  of  to-day,  but  the  writer  does  not.  It 
is  suggested  that  clothes  may  ruin  man  unless 
fickle  fashion  or  common  sense  brings  about  a 
change.  What  can  we  do  about  these  theories, 
for  or  against?  We  cannot  get  away  from  the 
fact  that  men  usually  wear  more  clothes  than 
they  should,  and  the  reduction  of  the  heaviness 
of  the  clothing  and  the  consequent  reduction  of 
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the  clothing  expense  would  be  a great  boon  to 
mankind. 

TUBERCULOUS  INFECTION  IN 
CHILDHOOD 

Proof  that  tuberculous  infection  in  childhood 
may  not  prove  serious  if  the  child  is  taken  away 
from  the  source  of  the  exposure  and  kept  under 
close  observation,  was  cited  by  Dr.  J.  A.  Myers, 
chief  of  staff  of  the  Lymanhurst  School  for  Tu- 
berculous Children,  of  Minneapolis,  in  a talk 
before  the  Wisconsin  State  Sanatorium  Associ- 
ation, midsummer  meeting,  June  6,  at  Toma- 
hawk Lake,  Wis. 

Dr.  Meyers  gave  figures  of  a survey  made  of 
231  Lymanhurst  children  infected  with  the  tu- 
bercle bacillus  on  or  before  the  age  of  2,  and 
164  of  whom  were  traced.  Many  of  these  chil- 
dren are  now  5-9  years  old,  and  only  five  have 
died  of  tuberculosis,  Dr.  Myers  stated. 

“We  are  entering  on  the  most  hopeful  period 
of  tuberculosis  work,  from  the  standpoint  of  its 
control,”  Dr.  Meyers  said.  This  is  the  age  of  the 
epidemiology  of  tuberculosis,  consisting  of  ap- 
plying a tuberculin  test  to  every  child  in  a com- 
munity, and  X-raying  every  child  who  reacts 
positively  to  the  disease.” 

“Where  this  has  been  done,  between  three  and 
four  per  cent  of  the  children  X-rayed  showed 
unmistakable  signs  of  childhood  tuberculosis,” 
Dr.  Myers  said. 

It  is  also  been  shown  that  this  group  of  three 
or  four  per  cent,  when  they  reach  the  teen  age 
contribute  at  least  50-75  per  cent  of  the  cases 
who  develop  tuberculosis  of  the  adult,  and  fatal 
form,  he  showed. 

The  best  method  of  attacking  the  tubercu- 
losis problem  consists  in  searching  for  tuber- 
culous children,  Dr.  Myers  believes.  A study 
of  the  children  examined  at  Lymanhurst  re- 
vealed that  the  3 or  4 per  cent  infected  with 
childhood  tuberculosis  were  living  in  contact 
with  a parent  or  other  tuberculous  associate. 
Where  the  parent  or  other  source  of  exposure 
had  died,  the  child’s  outlook  was  bright,  it  was 
shown. 

DR.  J.  D.  TAYLOR 

Again  we  are  called  upon  to  pay  tribute  to 
another  of  our  number.  Dr.  John  Duncan  Tay- 
lor was  born  of  Scottish  parents  in  the  city  of 
Detroit,  Michigan,  May  16,  1859,  and  died  at 
Grand  Forks,  N.  D.,  September  16,  1929. 

He  studied  pharmacy  and  when  he  came  to 
North  Dakota,  in  1879,  engaged  in  the  drug 
business.  He  also,  like  other  pioneers,  filed  on 
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a homestead,  near  Grandin,  and  proved  up  on 
it.  Shortly  after  this  he  entered  the  Michigan 
College  of  Medicine  and  Surgery,  and  gradu- 
ated in  1891.  He  began  the  practice  of  his  pro- 
fession at  Churches  Ferry,  N.  D.,  and  in  1893 
moved  to  Grand  Forks  where  he  has  since  re- 
sided. 

In  later  years  he  took  postgraduate  courses 
at  Chicago,  New  York,  Baltimore  and  Vienna. 
In  the  midst  of  a busy  practice  he  found  time 
to  devote  to  civic  duties.  His  pleasing  person- 
ality, his  sterling  integrity  and  honesty  of  pur- 
pose, his  ability  to  mingle  and  work  with  men, 
and  his  inside  knowledge  of  the  social  and  eco- 
nomic conditions  of  the  state  brought  him  into 
prominence. 

Men  of  this  type  are  always  in  demand ; and 
so  it  was  that  this  man  of  Medicine  and  of  af- 
fairs gave  freely  of  his  ripe  and  splendid  man- 
hood for  the  upbuilding  of  our  commonwealth. 
He  served  as  Health  Officer  of  the  City  of 
Grand  Forks  from  1896  to  1900.  When  the 
Grand  Forks  District  Medical  Society  was  or- 
ganized in  1903,  he  was  elected  as  its  first  presi- 
dent. In  1900  he  was  elected  State  Senator 
from  the  Seventh  District  and  served  for  eight 
consecutive  years.  During  this  period  he  was 
instrumental  in  having  placed  on  the  statute 
books  acts  establishing  the  Public  Health  Lab- 
oratory and  the  School  of  Medicine  at  the  Uni- 
versity, the  Bureau  of  Vital  Statistics  and 
other  departments. 

In  1908  he  was  elected  mayor  of  the  City  of 
Grand  Forks  and  in  1915  was  appointed  a mem- 
ber of  the  State  Board  of  Regents  in  which  ca- 
pacity he  served  for  four  years.  These  were 
busy  constructive  days  and  Dr.  Taylor  was  so 
intent  on  the  work  that  his  hands  found  to  do 
that  he  neglected  his  own  personal  health.  With 
a physical  handicap  that  would  have  consigned 
most  men  to  the  discard,  he  so  adjusted  his  life 
that  he  was  able  to  carry  on  for  ten  more  full 
and  useful  years. 

Dr.  Taylor  was  a pioneer.  He  came  to  Da- 
kota when  the  buffalo  roamed  at  will  and  the 
Red  River  cart  was  a means  of  transportation. 
For  half  a century  he  gave  the  best  of  which 
he  was  capable  for  the  upbuilding  of  the  State 
and  the  good  of  the  profession  that  he  loved 
so  well. 

As  we  “Hallow  the  Fiftieth  Year”  of  service 
of  this  pioneer  physician  of  Dakota,  he  will  be 
remembered  as  the  genial  companion,  the  trust- 
worthy friend,  the  faithful  public  servant,  the 
progressive  physician  and  the  kindhearted,  sym- 
pathetic and  courteous  gentleman. 

— James  Grassick,  M.D. 
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NEWS  ITEMS 


A small  community  hospital  has  been  opened 
in  Bowman,  N.  D. 

Dr.  P.  E.  Wigby  has  moved  from  Fulda, 
Minn.,  to  Minneapolis. 

Dr.  B.  H.  Sprague  has  moved  from  Huron, 
S.  D.,  to  Los  Angeles,  Calif. 

Dr.  C.  E.  Reynolds  has  moved  from  Herreid, 
S.  D.,  to  White  River,  S.  D. 

Dr.  Chester  Demaree  has  moved  from  Old- 
ham, S.  D.,  to  Woonsocket,  S.  D. 

Dr.  W.  A.  Fansler,  of  Minneapolis,  has  re- 
turned from  a short  trip  to  Europe. 

Dr.  Henry  W.  Meyerding,  of  the  Mayo  Clinic, 
has  gone  to  Europe.  He  will  return  in  Decem- 
ber. 

Dr.  C.  L.  Koehn,  of  Red  Lodge,  Mont.,  has 
taken  charge  of  the  Shelby  Hospital  at  Shelby, 
Mont. 

The  Lakeview  Memorial  Hospital  of  Still- 
water, Minn.,  will  conduct  a school  for  train- 
ing nurses. 

Taylors  Falls  (Minn.)  has  sold  its  hospital 
to  Dr.  V.  G.  Heseltine  of  that  city  for  $10,000. 
He  takes  possession  to-day. 

The  Methodist  State  Hospital  of  Mitchell,  S. 
D.,  received  2121  patients  last  year,  the  largest 
number  ever  admitted  in  one  year. 

Dr.  William  E.  Leonard,  who  had  practiced 
in  Minneapolis  for  over  fifty  years,  left  the  city 
last  month,  and  went  to  Hadley,  Mass. 

Dr.  Edward  G.  Giese,  who  formerly  prac- 
ticed at  East  Grand  Forks,  N.  D.,  died  at  Walla 
Walla,  Washington,  last  month  at  the  age  of  31. 

Dr.  J.  O.  Arneson,  of  Bismarck,  N.  D.,  has 
been  doing  postgraduate  work  in  the  Harvard 
University  Medical  School  in  diseases  of  the 
heart. 

Dr.  Liston  O.  Greeley,  of  Duluth,  died  last 
month  at  the  age  of  61.  Dr.  Greeley  was  a grad- 
uate of  the  Medical  School  of  the  University  of 
Minnesota,  class  of  ’96. 

Dr.  Henry  J.  Seeman,  of  Rockham,  S.  D.,  died 
last  month  at  the  age  of  65.  Dr.  Seeman  was  a 
graduate  of  the  University  of  the  South,  Se- 
wanee,  Tenn.,  class  of  ’00. 

The  New  Madison  (S.  D.)  Hospital,  a com- 
munity owned  institution,  cared  for  over  200 


patients  in  August,  giving  the  people  of  that  city 
much  pleasure  over  its  success. 

The  Deaconess  Hospital  of  Mandan,  N.  D., 
celebrated  an  extensive  line  of  improvements  on 
the  hospital  last  month  by  an  “open  house”  and 
an  address  by  Bishop  W.  E.  Brown. 

Dr.  Charles  H.  Swett,  of  Wagner,  S.  D.,  died 
last  month  at  the  age  of  50.  Dr.  Swett  was  a 
graduate  of  Creighton,  class  of  ’05,  and  had 
practiced  in  Wagner  over  twenty  years. 

Dr.  Dexter  Lufkin,  of  St.  Paul,  a recent  grad- 
uate of  the  Medical  School  of  the  University 
of  Minnesota,  was  appointed  assistant  superin- 
tendent of  the  Kula  Sanitarium  in  the  Hawaiian 
Islands. 

Dr.  C.  L.  Schneider,  of  Deer  Creek,  Minn., 
died  last  month  at  the  age  of  56.  Dr.  Schneider 
was  a graduate  of  the  Wisconsin  College  of 
Physicians  and  Surgeons  of  Milwaukee,  Wis., 
class  of  ’02. 

Dr.  N.  A.  Nelson,  of  Dawson,  Minn.,  died 
last  month  at  the  age  of  74.  Pr.  Nelson  was  a 
graduate  of  King  Eclectic  College  of  Des 
Moines,  Iowa,  class  of  ’84,  and  had  practiced 
nearly  fifty  years  in  Dawson. 

Numerous  dinners  were  given  in  St.  Paul  and 
Minneapolis  last  month  to  bid  farewell  to  Dr. 
and  Mrs.  Fred  L.  Adair,  of  Minneapolis,  who 
are  leaving  for  Chicago,  where  Dr.  Adair  has 
accepted  the  professorship  of  obstetrics  and 
gynecology  in  the  Medical  School  of  the  Uni- 
versity of  Chicago. 

As  this  issue  of  The  Journal-Lancet  goes 
to  press  the  Hennepin  County  Medical  Society 
is  celebrating  (September  26,  27  and  28)  its  re- 
moval into  handsome  and  commodious  quarters 
in  the  Medical  Arts  Building.  A fuller  notice 
of  this  important  step  in  the  Society’s  history 
will  appear  in  our  next  issue. 

Dr.  John  D.  Taylor,  of  Grand  Forks,  N.  D., 
died  last  month  at  the  age  of  70.  Dr.  Taylor 
was  a graduate  of  Rush,  class  of  ’93,  and  had 
practiced  in  Grand  Forks  since  that  date.  He 
served  as  mayor  and  health  officer  of  that  city, 
and  as  a member  of  the  State  Board  of  Regents. 
He  was  once  a State  senator.  A note  of  ap- 
preciation of  Dr.  Taylor  appears  in  our  editorial 
columns. 

Dr.  Marion  A.  Mead,  who  formerly  practiced 
in  Minneapolis  for  a number  of  years  and  re- 
tired a year  ago  because  of  ill  health,  died  last 
month  at  the  age  of  69.  Dr.  Mead  graduated 
from  the  Woman’s  Medical  College  of  the  N.  Y. 
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Infirmary  for  Women  and  Children  in  the  class 
of  ’95.  She  was  superintendent  and  physician 
of  the  Northwestern  Hospital  of  Minneapolis 
for  five  years. 

Dr.  Elmer  A.  Jones,  of  Sioux  Falls,  S.  D., 
died  on  September  10,  at  the  age  of  59.  Dr. 
Jones  graduated  from  the  Medical  School  of  the 
University  of  Kentucky  at  Louisville  in  the  class 
of  ’98.  He  spent  several  years  in  the  army  dur- 
ing the  World  War,  and  upon  his  discharge  he 
did  postgraduate  work  in  New  Orleans.  After 
the  War  he  continued  his  practice  in  Sioux  Falls 
until  his  death.  He  was  prominent  in  Masonic 
circles,  the  Elks,  Modern  \\  oodnren,  and  other 
fraternal  organizations  and  in  medical  societies. 

Dr.  John  H.  James,  of  Mankato,  Minn.,  died 
on  September  19,  at  the  age  of  83.  Dr.  James 
was  the  oldest  physician  in  Mankato.  He  was 
a graduate  of  the  New  York  L niversitv  Medical 
College,  class  of  75,  and  came  to  St.  Peter, 
Minn.,  a year  later.  He  at  once  joined  the  staff 
of  the  State  Hospital  for  the  Insane  and  served 
there  for  fifteen  years.  In  1901  he  moved  to 
Mankato  and  specialized  in  eye,  ear,  nose,  and 
throat  work.  He  at  once  became  prominent  in 
medical  circles  and  was  a member  of  the  several 
medical  societies  to  which  his  work  drew  him. 

The  Minnesota  Medical  Alumni  Association 
announces  that  the  annual  meeting  this  year  will 
be  bigger  and  better  than  any  other  annual  meet- 
ing yet  held.  There  will  be  a scientific  program 
for  Friday,  November  15.  The  papers  will  be 
one-half  hour  each,  with  no  discussion,  and  will 
be  given  by  the  following  men : from  the  Uni- 
versity, Drs.  Leo  Rigler,  Owen  Wangensteen, 
J.  C.  Litzenberg,  S.  E.  Sweitzer,  Emil  Geist, 
and  Frank  Burch  ; from  St.  Paul,  Drs.  W.  I\. 
Shannon  and  E.  M.  Hammes ; from  Minneapo- 
lis, Dr.  G.  D.  Head ; from  Duluth,  Dr.  E.  L. 
Tuohy;  from  Rochester,  Dr.  W.  F.  Braasch. 
We  shall  also  have  Dr.  Jay  Durand,  Minnesota 
alumnus  from  Seattle,  and  Dr.  Otto  Folin,  Min- 
nesota alumnus  at  Harvard  Medical  School.  A 
luncheon  will  be  served  at  the  University  Hos- 
pital at  noon  Friday.  There  will  be  a dinner  in 
the  evening,  with  entertainment.  Saturday 
morning  the  business  meeting  will  be  held,  fol- 
lowed by  a luncheon  and  attendance  at  the  Mich- 
igan-Minnesota  football  game. 

The  Cancer  Institute,  University  Hospitals, 
University  of  Minnesota,  will  conduct  an  edu- 
cational exhibit  during  the  meetings  of  the 
American  Public  Health  Association  which  will 
be  of  interest  to  both  the  profession  and  the  laity. 
This  exhibit  will  include  demonstration  of  vari- 
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ous  methods  of  applying  radium  to  the  body, 
daily  demonstrations,  3-5  p.  m.,  of  the  measure- 
ment of  radium  radiation  by  the  electroscope, 
shown  by  Dr.  W.  K.  Stenstrom  and  his  associ- 
ate physicists;  and  daily  demonstrations,  10-12 
A.  m.,  of  the  appearance  of  cancer  under  the 
microscope,  by  Dr.  W.  A.  O’Brien.  The 
Canti  film  will  be  demonstrated  by  Dr.  A.  C. 
Strachauer,  Director  of  the  Cancer  Institute. 
The  American  Society  for  the  Control  of  Can- 
cer, New  York,  will  demonstrate  their  educa- 
tional campaign  methods  which  are  addressed 
particularly  to  the  public.  Dr.  C.  C.  Little, 
former  president  of  the  University  of  Michigan 
but  recently  elected  Managing  Director  of  the 
Society,  will  attend  the  meetings  and  will  be  the 
guest  of  Dr.  Strachauer. 


ANNOUNCEMENT  OF  A SERIES  OF  SIX 
POSTGRADUATE  COURSES  IN  TUBER- 
CULOSIS FOR  PHYSICIANS 

Of  interest  to  Minnesota  medical  men  is  the  an- 
nouncement of  a series  of  short  postgraduate  courses 
in  tuberculosis  for  physicians,  scheduled  for  October 
and  November,  and  sponsored  by  the  Minnesota 
Public  Health  Association,  various  district  sana- 
toria, and  the  Minnesota  State  Medical  Association. 

Successful  similar  courses  held  last  year  through- 
out the  various  sanatoria  in  the  state,  warranted 
the  further  extension  and  development  of  the  plan, 
as  an  important  part  of  the  extension  educational 
program  of  the  s'tate  medical  society  and  the  anti- 
tuberculosis campaign  of  the  Christmas  Seal  organi- 
zaiton. 

Courses  will  be  held  at  Pokegama  sanatorium, 
Pine  City,  October  24;  Ottertail  County  sanatorium 
will  co-operate  with  Fair  Oaks  Lodge  sanatorium, 
at  Wadena,  October  29;  Sand  Beach  sanatorium, 
Lake  Park,  October  30;  Sunnyrest  sanatorium, 
Crookston,  October  31;  Southwestern  Minnesota 
sanatorium,  Worthington,  November  8;  State  sana- 
torium, Walker,  November  13. 

The  program  will  include  lectures  on  gastroin- 
testinal tuberculosis,  sanatorium  care  and  manage- 
ment, childhood  tuberculosis,  X-ray  diagnosis,  man- 
agement of  tuberculosis  and  chest  surgery. 

The  program  scheduled  for  the  courses  names 
many  Minnesota  physicians,  including:  Dr.  H.  A. 
Burns,  superintendent  of  the  State  Sanatorium  at 
Ah  Gwah  Ching;  Drs.  F.  F.  Callahan,  E.  K.  Geer, 
and  R.  G.  Allison,  members  of  the  staff  of  Pokegama 
sanatorium,  Pine  City;  Dr.  W.  S.  Broker,  superin- 
tendent Ottertail  County  sanatorium,  Battle  Lake; 
Dr.  S.  A.  Slater,  superintendent,  and  Dr.  L.  A. 
Jordan,  assistant  superintendent,  Southwestern  Min- 
nesota sanatorium,  Worthington;  Dr.  L.  H.  Flanch- 
er,  Superintendent  Sand  Beach  Sanatorium,  Lake 
Park;  Dr.  W.  G.  Paradis,  superintendent  Sunnyrest 
Sanatorium,  Crookston;  Dr.  J.  A.  Myers,  Chief  of 
Chest  Clinic,  University  of  Minnesota,  and  medical 
director  of  Lymanhurst  School  for  Tuberculous 
Children,  Minneapolis;  Dr.  C.  B.  Wright,  Associate 
Professor  Preventive  Medicine,  University  of  Min- 
nesota; Dr.  Arnold  Anderson,  executive  secretary, 
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Tuberculosis  Division,  State  Board  of  Control;  Dr. 
H.  L.  Taylor,  past  president  National  Tuberculosis 
Association;  Dr.  L.  G.  Rigler,  Chief  of  Roentgen- 
ology, University  of  Minnesota;  Dr.  Earl,  chair- 
man of  the  committee  on  health  education  of  the 
State  Medical  Association;  Dr.  W.  A.  O’Brien,  asso- 
ciate professor  of  pathology,  University  of  Minne- 
sota; and  Dr.  Fred  Kumm,  Superintendent,  Fair 
Oak  Lodge  Sanatorium,  Wadena. 

Public  health  meetings,  and  institutes  for  Christ- 
mas Seal  workers  are  being  arranged  in  connection 
with  the  series  of  courses. 

Registration  for  the  courses  may  be  made  only 
through  the  Minnesota  Public  Health  Association, 
11  West  Summit  Avenue,  St.  Paul,  Minn. 


X-Ray  Table  Wanted 

Second  hand  X-ray  table  combining  vertical  and 
horizontal  fluoroscope.  Describe  what  you  have. 
Address  Drayton  Hospital,  Drayton,  N.  D. 

For  Sale — Cheap 

A-l  complete  diathermy  outfit;  high  tension  ma- 
chine; also  auto-condensation  table;  therapeutic 
lamp.  Mrs.  L.  G.  Green,  915  3rd  Ave.  S.,  Minne- 
apolis, Tele.  Ge.  3060. 

Wanted — Assistant  General  Surgeon  in 
Minneapolis 

Scandinavian;  single;  of  good  personality.  Op- 
portunity to  share  in  the  business.  Address  651, 
care  of  this  office. 

Doctor  Wanted  in  Minneapolis 

Good  neighborhood  location  for  general  practice; 
fine  suite  of  rooms  especially  designed  for  doctor’s 


office,  cheap  rent;  located  over  our  Drug  Store. 
Will  gladly  co-operate  with  the  right  kind  of  a man. 
Kadlec  & Danek,  625  Plymouth  Ave.,  Minneapolis, 
Minn. 

Hospital  Superintendent  Wanted 

For  a 12-bed  hospital  in  a South  Dakota  town 
of  1500.  Send  photo.  Give  age,  experience,  weight 
and  where  graduated.  Address  654,  care  of  this 
office. 

Hospital  for  Sale 

In  South  Dakota,  10-bed  private  hospital,  well 
equipped  operating  room  and  physiotherapy  depart- 
ment. Office  and  living  rooms  in  connection;  good 
farming  community.  Well  established  surgical  and 
general  practice.  Ill  health  only  reason  for  selling. 
Further  information  on  request.  Address  638,  care 
of  this  office. 

Part  of  Office  in  Minneapolis  for  Rent 

Two  rooms  for  physician  in  general  practice  or 
specialist  with  old  established  eye,  ear,  nose  and 
throat  specialist  with  privilege  of  large  waiting 
room  and  services  of  stenographer.  Call  upon  Dr. 
George  A.  Kohler,  611-617  Besse  Building  or  phone 
Geneva  2175.  • 

X-ray  Outfit  for  Sale 

Victor  Universal  Junior  Transformer  in  Mahog- 
any cabinet,  with  auto  transformer  and  resistance 
controls,  ammeter,  $125  Coolidge  tube,  $200  tube 
stand  No.  6,  overhead  wiring  system,  $70  Victor- 
Alien  head  rest,  film  cabinet,  trays,  holders,  hangers, 
lamp,  etc.,  for  110  or  220  volt  alternating  current. 
Costs  $1500  new.  Guaranteed  in  good  working  or- 
der. Will  install  at  $600.  Dr.  C.  C.  Hoagland, 
Madison,  South  Dakota. 


Equip  that  new  office  with 
Gowns  and  Linens 

Supplied,  by 

The  Medical  Arts  Service 

Incorporated 

All  garments  made  to  ORDER.  Call  for 
our  representative  to  take  measurements 
prior  to  your  moving  date. 

Geneva  1851 

72-74  South  11th  Street  Minneapolis,  Minn. 
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Address  of  DR.  N.  O.  PEARCE 

President  Hennepin  County  Medical  Society 
MINNEAPOLIS,  MINNESOTA 

Almost  75  years  ago,  in  a little  frontier  settle- 
ment on  the  banks  of  the  Mississippi  River,  just 
above  the  Falls  of  St.  Anthony,  a group  of 
pioneer  physicians  gathered  in  the  residence  of 
Dr.  A.  E.  Ames,  and,  for  the  purpose  of  inter- 
change of  medical  knowledge  and  regulation  of 
their  professional  conduct,  organized  themselves 
into  what  was  known  as  the  Union  Medical  So- 
ciety, a name  that  was  60  years  ago  changed  to 
the  present  name,  The  Hennepin  County  Medical 
Society.  The  charter  members  were  nine  in 
number. 

Our  historian,  Dr.  Arthur  Hamilton,  after  an 
exhaustive  search,  gathered  the  information  that 
the  meetings  were  held  twice  monthly  and  that 
much  time  was  devoted  to  the  discussion  of  prob- 
lems of  medical  ethics,  public  health,  and  essays 
on  disease.  The  meetings  usually  ended  in  a 
social  function  of  some  sort. 

I suppose  that  the  founders  of  this  Society  on 
that  historic  occasion  little  dreamed  that  they 
were  laying  the  foundation  for  this  gathering  to- 
night, in  this  beautiful  building,  representing  an 
organization  of  500  physicians  in  a city  of  nearly 
half  a million  people.  Neither  could  they  con- 
ceive of  the  wonderful  progress  to  be  made  in 
the  science  of  medicine  and  surgery  in  this  short 
period  of  less  than  100  years.  To-night  we  are 
taking  part  in  another  historical  event  in  the  life 
of  the  Society  and,  as  I turn  my  thoughts  to  the 
far  future,  I wonder  what  kind  of  a group  will 
be  holding  a meeting  of  the  Hennepin  County 


Medical  Society  100  years,  or  better,  500  years 
hence,  and  will  some  future  historian  of  the  So- 
ciety recite  the  events  of  this  occasion  and  pos- 
sibly see  in  our  present  conception  of  disease,  its 
diagnosis  and  treatment,  as  much  that  is  queer 
and  possibly  humerous  as  we  now  do  in  looking 
back  on  the  ideas  entertained  by  the  pioneers  of 
this  organization. 

To-night  opens  a new  era  of  activity  in  the 
life  of  this  Society.  With  the  conveniences  and 
comforts  of  this  new  home,  it  will  be  possible 
to  carry  out  a program  of  scientific,  business, 
and  social  activity  which  will  mean  much  for  the 
advancement  of  physicians  and  benefit  to  the 
citizens  of  Minneapolis. 

I wish  to  express  on  this  occasion  the  appre- 
ciation of  the  officers  of  the  Society  for  the 
wholehearted  and  almost  unanimous  co-opera- 
tive participation  of  the  members  in  making  it 
possible  for  the  Society  to  acquire  these  new 
quarters  and  facilities.  To  Mr.  Clifford  and 
his  associates  we  wish  to  express  our  profound 
thanks  for  their  generosity  in  expending  so 
much  to  give  us  pleasant  and  delightful  sur- 
roundings: to  Mr.  Yeates  goes  much  credit  for 
his  vision  and  tenacity  of  purpose  in  the  creation 
of  this  beautiful  structure;  and  to  Mr.  Tyre, 
Mr.  Johnson  and  Mr.  Madsen  our  thanks  for 
their  interest,  helpfulness,  and  patience  in  work- 
ing out  many  problems.  We  express  our  thanks 
to  Mr.  Kellogg,  who  is  responsible  for  the  dec- 
orations of  the  Lounge,  and  it  is  a pleasure  to 
publicly  thank  Mr.  Danielson  for  his  generosity 
in  providing  the  floral  decorations  for  the  cele- 
bration. I am  sure  you  would  not  like  me  to 
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close  without  a word  of  appreciation  to  all  the 
committees  who  have  wyorked  so  conscientiously 
to  make  all  this  possible.  It  is  hard  to  men- 
tion any  one  individual  without  mentioning 
many,  but  I should  feel  remiss  in  my  duty  did 
I not  call  your  attention  to  the  generous  service 
of  Dr.  Erb  and  Dr.  Benjamin  and  the  build- 
ing and  financial  committee.  And  lastly,  we  ex- 
press our  appreciation  to  the  Women’s  Auxiliary 
for  presenting  the  Society  with  the  chairs  and 
drapes  for  the  auditorium  and  for  their  partici- 
pation in  the  new  home  celebration. 


Address  of  DR.  WILLIAM  J.  MAYO 

ROCHESTER,  MINNESOTA 

It  is  certainly  a pleasure  and  pride  to  me  to 
be  with  you  here  to-night  and  felicitate  the  Hen- 
nepin County  Medical  Society  upon  these  splen- 
did quarters  that  they  have  for  their  future  work. 
There  is  something  I had  in  mind  that  the  presi- 
dent has  remarked  upon  and  that  is:  The  Twin 
Cities  are  great  centers  of  education  and  the 
great  leaders  in  all  lines  of  thought,  including 
medicine,  and  we  down  at  Rochester,  only  100 
miles  south,  feel  that  after  all  we  are  only  a 
suburb  of  Minneapolis  and  St.  Paul,  and  we  are 
grateful  for  the  opportunity  to  met  with  you  as 
part  of  your  body. 

Now,  there  is  something  significant  in  the  dedi- 
cation of  these  rooms  and  the  dedication  of  this 
building  which  is  to  be  occupied  by  doctors.  If 
we  go  back  to  the  earlier  times  in  medicine  (and 
I wish  to  say  we  could  go  back  a number  of 
years)  we  find  that  doctors  are  great  individu- 
alities. We  have  the  greatest  difficulty  in  an  or- 
ganization in  which  we  can  work  comfortably 
with  each  other,  and  that  has  been  so  absolutely 
essential  in  the  practice  of  medicine  in  the  past, 
because  each  man  within  himself  must  find  his 
needs  and  sources  of  action  which  enable  him 
most  to  take  care  of  the  patient.  Myself  for 
one  am  not  able  to  know  more  than  a small  part 
of  some  one  of  the  various  sources  of  informa- 
tion. What  are  we  going  to  do?  We  are  dedi- 
cated to  the  care  of  the  sick.  We  no  longer  in- 
dividually and  personally  can  take  care  of  the 
sick  as  we  did  in  our  fathers’  time.  The  time 
lias  come  when  we  must  come  together,  because 
it  is  only  as  we  can  call  upon  each  other  as 
sources  of  specialized  information  that  we  can 
do  our  duty  by  the  patient.  And  so  we  see  in 
this  building  the  home  for  the  type  of  organiza- 
tion that  will  permit  us  to  secure  from  each  other 
those  types  of  knowledge  that  are  the  highest 
of  construction  and  those  aids  that  will  enable 


us  to  carry  out  our  intentions  to  the  people.  So, 
as  we  look  at  medicine,  at  least  from  my  stand- 
point, we  are  looking  at  medicine  of  a new  type 
from  that  of  our  fathers.  We  look  to  organized 
medicine  in  which  each  one  will  play  his  part, 
not  as  an  individual,  but  as  part  of  a group  or 
army,  and  it  is  only  as  we  recognize  this  neces- 
sity for  group  practice  of  medicine  are  we  going 
to  be  able  to  do  our  duty  by  the  patient. 

Now,  it  is  easy  to  see  that  this  union  must  be 
an  organic  one.  I do  not  know  personally  of 
any  practice  of  medicine  that  is  practiced  alone. 
We  are  calling  unconsciously  upon  the  Health 
Department  for  all  those  sources  of  information 
that  will  help  us  take  caie  of  a case.  We  are 
calling  upon  the  X-ray — unconsciously  no  longer 
individual,  but  only  one  of  a group,  and  we  must 
not  think  that  it  does  not  necessitate  organic 
union,  but  in  some  such  manner  as  you  are  at- 
tempting to  achieve  here,  we  are  going  to  be  able 
to  organize  the  profession  as  a whole  for  the 
practice  of  medicine,  in  which  each  man  will  pre- 
serve his  individuality  and  still  will  be  able, 
through  his  sources  of  information,  to  give  the 
patient  that  which  he  has  a right  to  have,  and 
which  it  is  the  best  for  modern  medicine  to  give. 


Address  of  DR.  J.  T.  CHRISTISON 

President,  State  Medical  Association 
ST.  PAUL,  MINNESOTA 

I can  assure  you  it  is1  with  a great  deal  of 
pleasure  and  satisfaction  that  I am  able  to  be 
here  to-night  to  bring  to  you  the  felicitations  and 
congratulations  of  the  State  Medical  Association 
and  of  the  sister  society  of  Ramsey  County. 

I do  not  believe  it  is  encumbent  upon  me  to 
say  very  much  upon  the  question  of  dedication. 
This  charming  ensemble,  from  the  roof  garden 
and  the  library  to  this  room,  is  evidence  of  a 
wonderful  accomplishment.  This  is  a wonder- 
ful age  in  which  we  are  living.  Ever  and  anon, 
across  the  intervening  years,  there  comes  into 
the  range  of  our  vision  a man  of  accomplish- 
ment ; a man  who  has  done  something  out  of 
the  ordinary,  an  achievement  if  you  please.  One 
is  reminded  of  the  first  verse  of  that  poem,  “The 
Bridgebuilders.” 

“They  budded  magnificent  bridges, 

Where  rivers  and  highways  go ; 

They  persistently  mounted  ridges 
Where  great  rivers  flow. 

There  was  never  a land  so  distant, 

There  was  never  a one  so  wide, 

That  the  mind  of  man  insistent, 

Crossed  to  the  other  side.” 
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The  “it”  of  achievement. 

Let  us  hark  back  to  two  or  three  years  ago, 
to  that  achievement  of  Lindberg’s.  If  someone 
had  said  to  us  five  or  six  years  ago  that  that 
sort  of  thing  could  be  done,  we  would  have  said : 
“No,  it  cannot,”  and  yet,  here’s  a man  that  goes 
out  and  does  the  virtually  impossible.  Here’s 
our  own  Harrison  Johnson,  hopelessly,  appar- 
ently, beaten  out  there  in  California,  and  with 
the  power  and  force  of  nerve,  comes  back  and 
brings  to  the  State  of  Minnesota  the  amateur 
golf  championship.  These  men  are  classed  as 
those  who  have  accomplished  wonderful  achieve- 
ments. Let  us  take,  for  instance,  the  gentleman 
who  preceded  me.  Many  years  ago,  when  he 
was  a young  man,  he  had  a vision — a vision  of 
a great  clinic.  A vision  of  group  medicine. 
Some  of  his  good  friends  scoffed  at  the  idea, 
but  he  did  not  give  up.  He  had  a firm  and  fixed 
determination  that  he  wras  going  to  accomplish 
something,  and  to-day  you  and  I know  that  from 
every  portion  of  this  globe,  the  lame  and  the 
suffering  flock  to  Rochester.  Why?  Because 
of  that  man  who  had  vision ; because  of  the  fact 
that  his  determination  and  his  power  of  discern- 
ment have  enabled  him  to  realize  that  vision  of 
his  young  youth.  He  has  been  honored  as  no 
other  man  of  the  medical  profession,  so  far  as  I 
know,  has  ever  been  honored.  Great  universities 
all  over  the  world  have  conferred  upon  him 
honorary  degrees,  and  I venture  to  say  that  if 
by  some  accident  he  had  been  born  in  that  tight 
little  island  where  his  father  was,  we  should  have 
addressed  him  at  least  as  “Sir  William”  if  not 
“My  Lord  Rochester.”  And  yet  he  knows  the 
love  and  affection  that  we  all  bear  him.  That 
our  hearts  are  filled  with  the  admiration  that  we 
have  for  him,  and  he  knows  what  we  mean  when 
we  address  him  as  “Dr.  Will’  (and  “Dr.  Will” 
it  always  will  be  to  us,  and  “Dr.  Charlie,”  his 
brother.)  We  do  not  think  of  it  as  the  Mayo 
Clinic,  but  as  “Will  and  Charlie.”  I remember 
years  ago  I used  to  go  to  Rochester.  I did  not 
go  then  to  visit  the  Clinic,  but  there  was  a group 
of  individuals  there  who  used  to  give  the  most 
charming  parties  you  can  possibly  imagine,  and 
I can  remember  seeing  Will  and  Charlie  get  into 
their  old  cutter  and  go  off  somewhere  to  make  a 
call  for  about  $15.00  or  so. 

To-day  we  see  another  accomplishment.  The 
vision  of  some  individual  has  brought  about  these 
beautiful  quarters  of  the  Hennepin  County  Med- 
ical Society.  And  the  members  of  the  Society 
inconsequentially  sit  back  in  their  chairs  and 
say  they  did  it ! They  did  not  do  it  at  all.  Some 
individual’s  vision  has  brought  this  about.  There 
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were  many  committees,  doubtless,  back  of  it, 
who  helped  with  the  work,  but  some  member’s 
vision  brought  about  the  result  that  we  are  now 
dedicating.  Of  course,  I,  as  our  good  friend 
Dr.  Pearce  said  a moment  ago,  feel  just  exactly 
as  much  at  home  in  Hennepin  County  as  I do 
in  Ramsey  County.  I have  come  over  to  the 
Hennepin  County  Medical  Society  meetings 
many  times.  Sometimes  I have  discussed  medi- 
cal subjects;  sometimes  I have  come  over  here 
to  try  to  sell  you  something,  but  I must  say  I 
have  never  attended  any  county  society  where  I 
have  received  a more  cordial  reception  to  any- 
thing that  I ever  had  to  ask  as  president  or  mem- 
ber of  the  State  Legislative  Committee,  than 
from  the  Hennepin  County.  It  is  certainly  a 
privilege  and  a pleasure  to  again  congratulate 
you  on  the  culmination  of  this  wronderful  idea. 
Whose  idea  it  was  I do  not  know  or  for  the 
moment  care.  We,  in  Ramsey  County,  are  not 
going  to  be  envious  of  you.  Perhaps  we  shall 
come  over  here  from  time  to  time  to  ask  you  to 
permit  us  to  enjoy  these  comfortable  rooms  and 
stand  out  on  the  balcony  and  look  over  your 
wonderful  city.  Dr,  Pearce  spoke  of  100  or 
500  years  hence.  There  will  not  be  any  Twin 
Cities  then ; it  will  be  one  community.  The  end- 
result  of  all  this  to  my  mind  should  be  summed 
up  in  an  earnest  desire  on  the  part  of  the  mem- 
bers to  promote  harmony,  promote  good-will, 
avoid  bickering,  and  treat  each  other  member 
of  the  Society  as  you  would  like  them  to  treat 
you. 


Address  of  DR.  PHILLIPS  E.  OSGOOD 

Pastor,  St.  Mark’s  Episcopal  Church 
MINNEAPOLIS,  MINNESOTA 

The  opening  of  these  rooms  is  symbolically 
significant  of  your  ideals.  The  morale  of  the 
medical  profession  is,  first  of  all,  dependent  up- 
on your  initial  oath  of  ideals,  but  the  glad  sin- 
cerity and  enrichment  of  its  keeping  is  depend- 
ent on  high-hearted,  intimate  comradeship  in  de- 
veloping experience. 

I know  of  no  profession  which  more  rigor- 
ously holds  itself  to  the  authority  of  standard- 
izing ideals.  Constantly,  and,  it  is  to  be  believed, 
selflessly,  the  medical  profession  sets  its  con- 
cepts high.  Its  reach  deliberately  exceeds  its 
grasp.  Its  ideals  are  ideal  ideals.  They  forbid 
easy  content  and  mental  crystallization.  They 
continually  command  you  forward. 

You  have  honored  me  with  the  appointment 
as  your  Chaplain-of-the-moment.  I am  grate- 
fully aware  that  in  this  selection  it  is  your  prin 
cipal  motive  to  bring  into  this  occasion  one  who 
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as  a clergyman  symbolizes  the  spiritual  impli- 
cations of  our  common  life  and  work.  I am 
reverently  aware  that  my  fortunate  choice  as 
this  clergyman  is  not  so  much  a personal  com- 
pliment as  a reverent  recognition  of  the  ultimate 
cause  to  which  alike  we  consecrate  ourselves, 
each  in  his  field. 

Therefore,  we  dedicate  these  rooms,  and  eacli 
of  these  purposes  is  a spiritual  purpose.  Each 
of  these  is  in  the  interest  of  the  medical  profes- 
sion and  its  service  in  this  community.  May  we 
ask  you,  therefore,  that  we  may  definitely  show 
the  moment  the  dedication  takes  place,  when  I 
say  certain  sentences  which  I know  come  from 
your  hearts  and  of  which  I am  merely  mouth- 
piece, to  rise : 

To  the  mutual  interchange  of  experience, 
whereby  the  experience  of  one  becomes  the  wis- 
dom of  others, 

We  dedicate  these  rooms. 

To  the  standardizing  of  our  practice  by  mu- 
tual inspiration  and  the  unostentatious  witness 
of  what  we  are  and  of  our  unpretentious  sense 

of  honor, 

We  dedicate  these  rooms. 

To  the  informalities  of  intimate  conserve;  to 
the  pleasantries  and  intimacies  of  sheer  friendli- 
ness, 

We  dedicate  these  rooms. 

To  the  betterment  of  our  special  expertnes^ 
and  to  the  ennobling  of  our  realizations  of  hu- 
man values;  to  the  validation  of  our  responsi- 
bilities ; to  the  same  emotion  of  helpers  in  time 
of  need ; to  the  consciousness  of  the  wide  variety 
of  specializations  contained  within  the  one  func- 
tion we  serve,  corresponding  to  the  multiplicity 
of  human  needs  contained  within  one  human 
need — for  the  realization  of  these  and  more. 

We  dedicate  the  opportunities  provided 
by  these  rooms, 

\nd  in  the  humblest  consecration  we  redis- 
cover the  duty  of  the  medical  profession  and 
dedicate  ourselves  to  the  fulfillment  of  our  duty, 
saying  humbly  “So  help  us  God. 

Amen. 


Address  of  DR.  MALCOLM  L.  HARRIS 

President  the  American  Medical  Association 
CHICAGO,  ILLINOIS 

One  of  the  great  pleasures  which  comes  to  the 
president  of  the  American  Medical  Association 
is  the  opportunity  it  affords  him  to  visit  the  dif- 
ferent sections  of  the  country  and  meet  so  many 
active  men  who  are  engaged  in  professional 
work.  The  numerous  activities  which  come  to 
the  president  I look  upon  as  compliments  to 


the  office  and  to  the  Association,  and  not  as  per- 
sonal tribute  to  anything  which  I may  have  to 
say,  but  as  long  as  I am  in  the  presidency  I 
feel  very  much  like  the  Scotchman  in  Scotland, 
where  the  good  woman  came  rushing  into  the 
house  and  cried:  “Jimmie,  the  neighbor’s  coo 
is  in  the  yard.”  “Woman,  dinna  waste  time 
here.  Pay  us  back  in  milk  before  she  gets  oot.” 
That  is  what  the  profession  seems  to  be  doing 
to  me  while  I am  in  the  presidency.  But  it  is 
a great  pleasure  and  inspiration  to  one  who  feels 
deeply  interested  in  the  welfare  and  progress  of 
the  profession,  to  be  present  at  the  dedication  of 
this  beautiful  home  of  this  Society. 

To  dedicate  a new  building  is  an  old  and  hon- 
ored custom  dating  at  least  to  Moses,  who  is 
reported  as  having  said  to  his  people : ‘ Where 
is  the  man  that  hath  built  a house  and  hath  not 
dedicated  it.”  Dedication  is  the  consecration 
of  convictions  to  duty  toward  a puipose  or 
cause  which  commonly  has  a religious  aspect. 

Religion  and  medicine  seem  to  have  appeared 
in  the  mind  of  primitive  man  practically  simul- 
taneously, and  went  along  foi  some  time  to- 
gether. Religion  and  medicine  had  a common 
origin  in  the  sense  that  they  both  had  their  origin 
in  emotions,  but  the  emotions  which  gave  rise 
to  medicine  and  those  which  gave  lise  to  le- 
ligion  are  very  different,  and|  for  that  leason 
medicine  and  religion  soon  paited  company.  The 
emotions  which  gave  rise  to  medicine  are  those 
of  sympathy  and  pity,  which  inspire  in  man  the 
desire  to  relieve  human  suffering.  The  emotions 
that  gave  rise  to  religion  are  those  of  awe  and 
fear  of  the  unknown,  or  a mysterious  supernatur- 
al force  that  had  to  be  propitiated,  or  whose 
good  graces  were  to  be  sought  in  forms  of  wor- 
ship as  exemplified  in  the  various  foims  of 
ritual.  Every  great  movement  in  the  world  has 
had  emotion  as  its  origin.  Emotion  is  the  basis 
of  civilization,  but  for  a given  emotion  to  create 
the  same  feeling  or  result  in  a uniform  reaction, 
it  is  necessary  that  there  be  developed  an  emo- 
tional culture,  which  has  a binding  or  unifying 
force.  Every  religious  sect  has  its  emotional 
culture  in  its  very  form  of  worship,  or  in  its 
ritual.  Medicine,  too,  has  its  emotional  culture 
in  the  form  of  principles  of  medical  ethics,  which 
have  always  been  an  inspiration  to  the  profes- 
sion and  those  principles  are  just  as  sound  to- 
day as  they  were  when  they  were  first  enunciated. 

Then  let  the  association  here  dedicate  this  new 
building  to  the  good  of  humanity ; to  the  relief 
of  human  suffering  and  to  a very  conscientious 
and  clear  understanding  and  regard  for  the  prin- 
ciples of  medical  ethics  as  expounded  and  pro- 
mulgated by  the  American  Medical  Association. 
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INFANT  FEEDING  DURING  THE  FIRST  THREE  MONTHS  OF  LIFE* 

By  Edward  Dyer  Anderson,  M.D. 

MINNEAPOLIS,  MINNESOTA 


The  physician  of  to-day  is  more  often  con- 
sulted about  infant  feeding  than  were  his  pre- 
decessors at  any  time  in  the  history  of  medicine 
in  spite  of  the  fact  that  the  average  mother  now 
knows  much  more  about  feeding  her  baby  prop- 
erly than  did  the  mothers  of  earlier  generations. 
But  she  also  realizes  the  value  of  preventive 
medicine,  at  least  as  applied  to  her  children,  and 
so  turns  more  and  more  to  her  physician  for  help 
and  guidance  in  their  care.  In  co-operation  with 
these  mothers,  the  medical  profession  can  do  a 
great  deal  in  building  sound  bodies  and  prevent- 
ing disease.  We  are  apt  to  speak  of  preventive 
medicine  with  children,  meaning  the  prevention 
of  acute  diseases,  such  as  smallpox  or  diphtheria, 
but  we  should  recognize  as  large  a field,  per- 
haps even  more  important,  in  the  proper  care 
and  feeding  of  infants.  The  prevention  of  se- 
vere digestive  disorders  in  infancy  lowers  in- 
fant mortality,  and  an  infant  properly  fed  and 
cared  for  during  the  first  few  months  is  given 
a start  in  life  which  will  do  much  towards  giv- 
ing him  a healthy  childhood  and  a normal  adult 
physique. 

I think  if  you  will  look  back  over  your  prac- 
tice of  the  past  ten  years  you  will  find  that  each 
year  you  see  fewer  babies  suffering  from  se- 
vere intestinal  disturbances.  One  sees  com- 
paratively few  cases  of  severe  summer  diarrhea, 
few  cases  of  infectious  diarrhea,  and  a very 
small  number  of  marasmic  babies.  The  babies 
brought  to  us  come  because  of  some  minor  ail- 
ment, the  proper  care  of  which  will  prevent  the 
occurrence  of  these  more  serious  conditions.  I 
shall  discuss  the  feeding  of  the  average  baby, 
and  some  of  the  common  difficulties  and  prob- 
lems during  the  first  three  months  of  the  baby’s 
life;  first,  because  it  is  impossible  to  cover  more 
in  the  time  allotted  me,  but  chiefly  because  it  is 
during  this  early  time  in  the  baby’s  life  that  most 
feeding  difficulties  arise,  and  because  a baby  well 
started  during  this  three  months  has  a founda- 
tion laid  for  health  in  future  years.  I shall  di- 
vide the  discussion  as  follows : 

1.  Feeding  of  the  infant  during  the  first  two 
weeks  of  life. 

2.  Feeding  of  the  infant  from  two  weeks  to 
three  months  of  age. 


» Presented  at  the  Annual  Meeting  of  the  North  Dakota 
State  Medical!  Association,  held  at  Fargo,  June  5-7,  1929. 


I shall  limit  the  discussion  to  the  feeding  and 
care  of  the  average  baby,  not  of  those  suffering 
from  prematurity,  gross  congenital  defect  or 
some  serious  metabolic  disturbance. 

During  the  first  two  weeks  of  life  there  are 
several  problems  to  be  met.  The  first  is  the 
question  how  soon  the  baby  should  be  put  to 
breast.  It  has  always  seemed  to  me  that  it  makes 
no  great  difference  whether  we  wait  twelve  or 
twenty-four  hours,  but  my  usual  procedure  is 
to  allow  the  baby  to  nurse  at  the  end  of  the 
twelve  hours,  offering  water  every  four  hours 
before  this. 

One  of  the  commonly  discussed  questions, 
about  which  there  is  considerable  difference  of 
opinion,  is  whether  all  normal  babies  should  be 
given  an  artificial  milk  mixture  from  birth  until 
the  mother’s  milk  comes  in  on  the  third  or  fourth 
day.  It  has  always  seemed  to  me  an  unnecessary 
and  in  some  cases  an  unwise  thing  to  do.  I will 
admit  that  it  is  often  possible  to  prevent,  by  so 
doing,  a large  part  of  the  initial  loss  of  birth- 
weight,  but  what  of  it?  Unless  the  baby  con- 
tinues to  lose  weight  beyond  the  third  or  fourth 
day,  I have  never  seen  any  bad  effects  from  this 
loss,  except  in  the  case  of  premature  or  very 
weak,  small  infants.  In  other  words,  the  av- 
erage baby  recovers  the  original  loss  of  weight 
with  no  difficulty,  and  this  loss  would  appear 
to  be  normal  and  physiological.  On  the  other 
hand  there  are  cases  in  which  the  giving  of  arti- 
ficial food  during  the  first  two  or  three  days  of 
life  leads  us  into  difficulty.  In  the  case  of  the 
lazy  or  poor  nurser,  we  take  away  the  stimulus 
of  hunger  by  supplying  this  artificial  food  and 
simply  add  to  the  difficulty  of  getting  the  babv  to 
nurse.  As  this  is  one  of  the  commonest  and 
most  trying  problems  we  meet  in  the  care  of  the 
new-born  babv,  I see  no  reason  for  adopting  a 
procedure  which  increases  this  difficulty.  An- 
other objection  to  giving  artificial  food  during 
the  first  few  days  of  life,  is  that  babies  so  fed  oc- 
casionally start  vomiting  or  develop  a mild  diar- 
rhea which  may  be  difficult  to  control.  I realize 
that  these  conditions  rarely  occur,  but  I can  see 
no  valid  reason  for  running  the  slight  chance 
of  their  development.  My  usual  procedure  is 
to  withhold  artificial  food  from  a baby  unless  I 
find  that  he  is  still  losing  on  the  foprth  day,  or 
has  not  started  to  gain  by  the  fifth  day  after 
birth.  From  then  on  I advise  a complemental 
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feeding  to  the  breast  milk,  if  the  baby  does  not 
gain  normally. 

As  to  the  question  as  to  what  complemental 
feeding  should  be  used  if  one  is  required,  I would 
say  that  I have  never  found  anything  more  satis- 
factory for  the  average  new-born  than  the  simple 
one-half  milk,  one-half  water,  and  5 per  cent 
Dextrimaltose  mixture.  No  doubt  there  are  a 
large  variety  of  milk  mixtures  used  with  great 
success,  but  I have  found  none  that  work  any 
better  with  the  great  majority  of  babies  than 
this.  It  agrees  with  practically  all  babies,  it  does 
not  clog  in  the  nipple,  and  if  it  is  necessary  to 
have  the  baby  go  home  from  the  hospital  getting 
some  artificial  food  besides  the  breast  milk,  it  is 
so  easy  for  the  mother  to  prepare  that  I have 
found  it  to  be  the  mixture  of  choice. 

In  regard  to  the  amount  of  milk  which  a baby 
should  have  at  a feeding : I feel  that  when  one 
is  dealing  with  a normal  infant  that  nurses  well, 
the  baby  is  probably  a better  judge  than  anyone 
else.  This  applies  whether  they  are  fed  on  a 
three-  or  four-  hour  schedule.  There  are  varia- 
tions in  the  amount  that  a baby  will  take  at  dif- 
ferent feedings  during  the  twenty-four  hours, 
and  there  are  certainly  marked  variations  in  the 
amount  which  different  babies  of  the  same 
weight  require  to  gain  and  be  contended.  I wish 
I had  more  time  to  discuss  this  point,  but  be- 
fore leaving  it,  I wish  to  emphasize  that  if  one 
is  dealing  with  a normal  baby,  and  the  baby  is 
fed  at  regular  intervals  on  breast  milk  or  a prop- 
er artificial  feeding,  or  a combination  of  the 
two,  one  may  allow  the  baby  to  take  as  much 
as  it  wants,  provided  the  time  given  to  take  the 
food  is  not  more  than  twenty  to  thirty  minutes. 
I realize  that  there  are  many  who  do  not  agree 
in  this  belief,  and  feel  that  the  babies  will  get 
too  much,  but  my  observations  have  led  me  to 
believe  that  it  is  better  to  let  the  baby  take  the 
amount  it  wants  rather  than  to  lay  down  arbi- 
trary rules  based  upon  the  weight  and  age  of  the 
baby.  The  exceptions  I would  make  to  this  are 
the  cases  where  the  baby,  because  it  is  a poor 
nurser  or  because  of  poor  nipples  on  the  mother, 
does  not  take  enough.  It  is  on  the  side  of  under- 
feeding, rather  than  overfeeding  that  one  should 
be  on  guard. 

To  every  mother,  and  particularly  to  a mother 
with  her  first  baby,  assuming  the  responsibility 
and  care  of  her  baby  usually  looms  as  a large  and 
insurmountable  task.  Unfortunately  most  moth- 
ers have  to  assume  this  responsibility  when  they 
are  still  in  a somewhat  weakened  condition,  and 
this  makes  the  load  seem  even  harder  than  other- 
wise. The  care  of  a baby  should  be,  and  can  be, 


a comparatively  simple  thing  if  the  mother  can 
be  relieved  of  unnecessary  worries  and  taught 
to  do  things  in  the  simplest  way.  I would  urge 
you  to  sit  down  and  spend  a few  minutes  with 
every  mother  before  she  undertakes  the  care  of 
her  new  baby.  By  so  doing  you  will  make  her 
task  much  easier,  save  yourself  many  telephone 
calls  of  which  a large  proportion  would  be  night 
calls,  and  will  often  prevent  the  baby  from  get- 
ting into  difficulties,  because  the  mother  will  not 
become  panicky  and  institute  meddlesome  ther- 
apy for  imaginary  ills  on  the  advice  of  relatives 
or  neighbors.  One  should  explain  to  the  mother 
that  with  a normal  baby  getting  breast  milk 
wholly  or  partially,  she  can  rest  assured  that  she 
has  nothing  to  worry  about,  and  that  her  baby 
with  proper  care  will  get  along  without  any  dif- 
ficulty. Before  going  farther,  I would  like  to 
discuss  this  question  of  partial  breast  feeding. 
In  this  paper  I have  not  emphasized  the  value 
of  breast  milk  because  I know  it  is  not  necessary 
before  a group  of  medical  men.  We  all  know 
the  value  of  breast  feeding  and  do  everything 
in  our  power  to  urge  the  use  of  breast  milk. 
However,  because  of  our  continuous  emphasis 
upon  the  value  and  necessity  of  babies  getting 
breast  milk,  I find  that  quite  often  mothers  who 
do  not  have  an  adequate  supply  to  feed  their 
baby  completely,  are  in  constant  fear  that  their 
baby  is  not  going  to  survive  or  develop  properly. 
I think  we  can  assure  them  that  if  a baby  is  get- 
ting a fair  amount  of  breast  milk,  even  though 
it  may  not  be  more  than  a half  or  a third  of  its 
total  milk  supply,  it  is  getting  the  main  value 
which  is  derived  from  breast  milk.  The  protec- 
tive substances  which  are  obtained  in  breast  milk, 
and  from  no  other  source,  apparently  are  so 
abundant  that  a comparatively  small  amount  of 
breast  milk  is  of  great  value  in  protecting  a 
baby.  I do  not  wish  to  be  misunderstood.  I feel, 
as  I am  sure  we  all  do,  that  a baby  which  is  en- 
tirely fed  on  breast  milk  for  the  first  months  of 
life/  is  singularly  blest,  but  I also  feel  that  a 
babv  which  receives  even  a part  of  its  feeding 
in  the  form  of  breast  milk  has  much  to  be  thank- 
ful for. 

I think  we  should  take  time  to  explain  to  this 
voung  mother  that  she  should  offer  water  to  her 
baby  once  or  twice  a day  if  it  wakes  up  between 
feedings,  but  that  the  baby  should  be  the  judge 
as  to  how  much  it  takes,  and  not  anybody  else. 
A large  proportion  of  babies  need  no  water,  be- 
cause their  fluid  requirements  are  met  by  the 
water  in  the  milk  they  take.  These  babies  do 
not  want  water,  and  the  mothers  should  be  told 
not  to  force  them  to  take  it.  On  the  other  hand, 
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she  should  know  that  if  the  baby  wants  several 
ounces  at  a time,  it  should  have  it. 

She  should  be  told  that  the  general  condition 
of  her  baby,  first,  that  is,  whether  it  is  contented 
and  happy,  and  second,  whether  it  is  gaining 
properly,  is  a far  better  criterion  of  its  health 
than  the  number  or  color  of  its  stools.  I think 
that  this  question  of  the  stools  bothers  more 
mothers  than  perhaps  anything  else.  We  know 
now  that  a normal  healthy  baby  may  have  anv- 
think  from  one  soft  stool  every  two  or  three 
days  to  five  or  six  a day  and  that  although  the 
great  majority  of  babies  have  yellow  stools,  there 
may  be  and  often  are,  occasional  green  stools 
in  a healthy  infant.  If  the  baby  is  well,  con- 
tented, and  is  gaining  and  developing  normally, 
the  stools  may  be  disregarded. 

We  should  tell  the  mother  that  her  baby  should 
gain  an  average  of  five  or  more  ounces  a week 
and  that  she  does  not  need  to  worry  about  her 
babv  getting  too  fat  provided  it  is  on  breast  milk 
or  a normal,  well-balanced  milk  mixture,  even 
though  it  gains  much  more  than  the  average 
five  or  six  ounces  a week.  Normal  babies  vary 
a great  deal  in  the  way  they  gain  during  the  first 
vear  of  life.  Although  the  great  majority  fol- 
low the  normal  weight  curve  some  gain  very 
rapidly  the  first  few  months  of  life,  then  slow 
down ; while  others  gain  comparatively  slowly 
at  first  and  then  more  rapidly  than  the  average 
from  six  months  to  a year. 

I can  assure  you  that  a few  minutes  explain- 
ing a few  of  the  simple  things  outlined  above 
to  the  new  mother  and  allowing  her  to  ask  you 
some  of  the  questions  which  she  has  been  think- 
ing of  will  be  time  well  spent. 

I shall  now  pass  on  to  the  discussion  of  the 
feeding  of  the  infant  from  two  weeks  to  three 
months  of  life.  I shall  have  time  to  speak  of 
only  two  things,  first,  the  feeding  of  the  normal 
baby,  and,  second,  the  causes  and  treatment  of 
that  frequent  and  troublesome  condition,  colic 
of  infancy.  In  discussing  the  feeding  of  the 
normal  baby,  I am  taking  it  for  granted  that 
wherever  sufficient  breast  milk  can  be  obtained, 
nothing  else  is  used.  However,  we  all  have  in 
our  care  the  occasional  babies  whose  mother 
for  some  reason  or  another  either  has  no  breast 
milk  at  all,  or  more  commonly,  has  not  a suf- 
ficient amount  to  feed  her  baby  completely,  and 
it  is  of  the  feeding  of  these  babies  that  I will 
speak.  I would  first  state  that  in  these  cases 
where  a mother  has  only  enough  milk  partiallv  to 
nurse  her  baby  she  should  nurse  it  each  feeding, 
and  complement  it  with  artificial  feeding  after 
nursing,  rather  than  nurse  it  every  other  time 


and  give  the  bottle  entirely  at  alternate  feedings. 
In  my  experience  where  artificial  feeding  is  re- 
quired most  babies  will  do  very  well  up  until 
four  to  six  weeks  of  age  on  the  simple  milk  mix- 
ture of  one-half  milk,  one-half  water,  to  which 
5 per  cent  of  carbohydrate  has  been  added,  either 
in  the  form  of  Dextri-Maltose  or  corn  syrup. 
Just  as  during  the  first  two  weeks  of  life,  the 
babies  are  allowed  to  take  as  much  as  they  want 
every  four  hours,  from  six  weeks  to  three 
months  of  age  most  normal  babies  will  do  nicely 
on  a milk  mixture  made  with  two-thirds  milk, 
one-third  water  and  5 per  cent  carbohydrate  in 
the  same  forms  mentioned  above.  These  milk 
mixtures  are  easily  made ; the  babies  take  them 
well,  and  I think  the  above  is  a satisfactory  mix- 
ture in  the  great  majority  of  cases.  The  direc- 
tions I usually  give  the  mother  are  as  follows : 

16  ounces  milk  (boiled  two  minutes)  . 

16  ounces  water. 

5 tablespoonfuls  Dextri-Maltose  No.  1. 

2/3  milk  mixture : 

20  ounces  milk  (boiled  two  minutes). 

10  ounces  water 

5 tablespoonfuls  Dextri-Maltose  No.  1. 

Lactic  acid  milk  is  a food  which  is  being  used 
more  and  more  extensively,  and  it  is  certainly 
an  excellent  feeding  for  most  babies.  When 
given  during  the  first  few  weeks  of  life  it  is  of- 
ten made  with  skimmed  or  one-half  skimmed 
milk,  rather  than  whole  milk.  I myself  do  not 
use  lactic  milk  for  babies  during  the  first  few 
weeks  of  life,  because  I have  not  found  it  as 
satisfactory,  on  the  whole,  for  babies  under  a 
month  old,  as  the  simple  mixture  described 
above.  I use  it  a great  deal  for  babies  over  this 
age,  and  it  can  be  used  for  nearly  every  normal 
babv,  and  is  particularly  valuable  when  you  wish 
babies  to  gain  rather  rapidly.  Some  of  the  babies 
that  do  not  seem  to  gain  satisfactorily  or  that  cry 
a great  deal  when  fed  the  simple  milk  mixture  do 
beautifully  on  lactic  acid  milk.  There  are  oc- 
casional babies  that  do  not  tolerate  lactic  milk 
well,  and  will  do  better  on  the  simple  milk  mix- 
tures, even  though  the  great  majority  will  do 
well  on  either.  The  formula  which  I ordinarily 
use  for  lactic  acid  milk  is  as  follows : 

Boil  one  quart  milk  for  five  minutes.  Allow 
this  to  get  cold.  Take  6 ounces  water,  3 ounces 
white  Karo  Corn  Syrup,  and  1 j/>  teaspoonfuls 
lactic  acid. 

Mix  these  together,  and  stir  slowly  into  the 
cold  milk. 

There  is  one  other  type  of  food  .which  we  use 
in  feeding  normal  babies  during  the  first  three 
months  of  life,  and  that  is  thick  cereal.  Thick 
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cereal,  as  you  all  know,  has  proved  of  great 
value  in  the  treatment  of  pylorospasm,  and  it 
has  been  shown  that  it  can  be  fed  to  very  small 
infants  with  perfect  safety.  I shall  not  speak, 
however,  of  its  use  in  this  condition,  but  of  its 
use  as  a complemental  feeding  for  that  infant 
whose  mother  has  considerable  breast  milk,  but 
not  quite  enough  to  satisfy  the  demands  of  her 
baby.  The  use  of  thick  cereal,  rather  than  a milk 
mixture  as  a complemental  feeding,  proves  very 
satisfactory  in  this  type  of  case.  There  is  not 
the  danger  of  the  baby  weaning  itself  from  the 
breast  because  of  getting  to  prefer  the  bottle, 
when  thick  cereal  is  used  as  a complemental  feed- 
ing. Cereal  is  also  of  value  for  those  babies 
that  do  not  have  a true  pylorospasm,  but,  never- 
theless, spit  up  considerably.  By  giving  a table- 
spoonful of  thick  cereal  before  each  nursing, 
the  vomiting  can  usually  be  controlled.  To  sum- 
marize: I would  say  that  practically  all  normal 
babies  can  be  fed  on  breast  milk,  simple  milk 
mixtures,  or  lactic  acid  milk,  and  that  thick 
cereal  is  often  a valuable  aid  as  an  adjunct  to 
one  of  these  foods. 

Colic  in  infancy  is  one  of  the  commonest  and 
most  trying  problems  one  has  to  deal  with  in  in- 
fant feeding.  It  is  met  with  in  breast-fed  as 
well  as  in  bottle-fed  babies. 

In  referring  to  colic,  one  technically  should 
speak  only  of  that  type  of  infant  that  cries  a 
great  deal,  that  has  frequent,  loose  green  stools, 
and  that,  upon  fluoroscopic  examination,  is  shown 
to  have  abnormally  rapid  intestinal  peristalsis. 
This  is  true  colic  and  is  a condition  occurring  oc- 
casionally. However,  by  the  term  “colicky  baby,” 
one  usually  refers  to  any  infant  who  is  perfectlv 
healthy  and  well  in  every  respect  except  that  it 
cries  a great  deal.  It  is  this  interpretation  of  the 
term  that  I shall  accept  in  this  paper.  Exces- 
sive crying  or  colic  in  an  otherwise  normal  babv 
may  be  due  to  one  of  several  different  causes, 
and  its  treatment  varies  with  the  cause.  In  the 
type  of  child  with  true  colic  as  described  above, 
we  are  apparently  dealing  with  some  constitu- 
tional peculiarity ; and  if  we  can  lessen  the  rapid 
peristalsis  the  colic  will  be  controlled.  Atropine 
is  often  advocated  in  the  treatment  of  this  condi- 
tion, and  in  many  cases  is  successful,  but  I have 
found  that  the  administration  of  protein  milk 
in  small  amounts  is  almost  a specific  in  this  tvpe 
of  colic,  and  usually  is  much  more  successful 
than  the  atropine.  The  procedure  that  I fol- 
low is  to  give  from  one  to  two  teaspoonfuls  of 
protein  milk  powder  to  which  has  been  added 
a small  amount  of  expressed  breast  milk,  milk- 
mixture,  or  water  before  each  feeding.  Anv 


one  of  the  standard  protein  milk  powders  on  the 
market  may  be  used. 

Overfeeding  is  often  given  as  one  of  the  com- 
mon causes  of  colic  in  infancy.  If  a baby  is 
getting  breast  milk  or  a properly  balanced  milk 
mixture,  I think  overfeeding  is  rarely,  if  ever, 
the  cause  of  excessive  crying.  As  stated  be- 
fore, I do  not  think  a normal  baby  will  take  more 
than  it  can  tolerate. 

Underfeeding,  however,  is  probably  the  most 
common  cause  of  excessive  crying  or  colic  in 
infants.  Time  and  again  one  sees  babies  that 
are  crying  excessively  from  this  cause.  The 
reason  one  is  apt  to  miss  the  disturbing  factor 
in  these  babies,  is  that  the  infant  may  look  well 
nourished  and  be  gaining  what  is  normally  con- 
sidered an  adequate  amount,  namely,  five  or  six 
ounces  a week,  but  still  be  hungry.  Stating  it 
another  way,  a baby  may  be  getting  sufficient 
food  to  meet  the  requirements  of  growth  and 
general  health,  and  still  be  hungry.  With  every 
baby  that  is  crying  more  than  the  usual  amount, 
we  should  be  sure  to  see  that  the  baby  is  getting 
all  the  food  it  wants  and,  if  it  is  not,  either 
strengthen  the  milk  mixture  or  increase  the  quan- 
tity. In  some  instances  it  is  necessary  to  in- 
crease the  food  intake  in  both  ways. 

The  swallowing  of  air  while  nursing  from  the 
breast  or  bottle  is  the  next  most  common  cause 
of  colic.  This  is  usually  a rather  difficult  condi- 
tion to  correct.  I think  the  reason  we  so  often 
hear  the  term  “three  months  colic”  is  that  by 
the  age  of  three  months  most  babies  that  have 
had  difficulties  up  to  this  time  in  nursing  proper- 
ly, and  therefore  have  been  swallowing  exces- 
sive air,  become  proficient  enough  in  nursing  so 
that  this  difficulty  disappears.  About  all  that 
can  be  done  to  relieve  the  child  in  the  mean- 
time is  to  do  the  obvious  things : such  as  stopping 
nursing  every  three  or  four  minutes,  hitting  the 
baby  on  the  back,  having  it  lie  on  the  right  side 
with  its  head  elevated,  and  giving  enemas  to 
relieve  the  acute  abdominal  pain. 

Finally,  I would  speak  of  that  most  difficult 
and  trying  cause  of  colic,  namely,  nervousness 
in  the  mother.  Whether  the  mother  has  been 
disturbed  because  of  fatigue,  worry,  or  any  other 
cause,  the  baby  often  starts  to  cry  a great  deal. 
This  may  be  due  to  the  fact  that  the  mother’s 
milk  has  temporarily  decreased,  or  the  baby  has 
been  excessively  handled  or  its  schedule  dis- 
turbed, or  it  may  be  due  to  simple  contact  with 
the  nervous  mother.  Ia  any  case,  unless  the 
mother  can  be  quieted,  we  shall  not  be  able  to 
accomplish  much  in  permanently  stopping  the 
baby’s  crying.  We  should  first  examine  the  in- 
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fant  and  determine  that  there  is  nothing  physi- 
cally wrong  and  then  try  to  assure  the  mother 
that  she  has  nothing  to  worry  about  as  far  as 
the  baby  is  concerned.  We  should  try  to  deter- 
mine whether  there  is  not  some  factor  in  the 
mother’s  regime  that  can  be  corrected  to  help 
her  regain  her  poise.  Often,  however,  unless 
we  can  stop  the  baby’s  crying  it  is  impossible 
to  accomplish  anything  with  the  mother  who  is 
the  original  cause  of  the  baby’s  trouble.  Thus 
we  are  in  a vicious  circle,  and  in  order  to  break 
it  we  must  stop  the  crying.  I have  found  that 
a simple,  harmless  and  effective  means  of  doing 
this,  in  this  type  of  baby,  is  to  give  one  grain  of 
chloral  hydrate  by  mouth  before  each  feeding 
for  two  or  three  days.  This  small  dose  does  not 
cause  drowsiness,  but  does  make  it  possible  for 
the  baby  to  rest  quietly.  Usually  at  the  end  of 
this  time  the  mother  herself  is  quieted,  the  chloral 
may  be  discontinued,  and  things  will  go  along 
smoothly.  In  conclusion,  I would  say  that  the 
feeding  of  the  great  majority  of  babies  can  and 
should  be  a comparatively  simple  procedure  for 
both  the  mother  and  the  physician. 

DISCUSSION 

Dr.  Martin  D.  Westly  (Cooperstown,  N.  D.):  1 
wish  to  thank  Dr.  Anderson,  whom  I have  never 
met  before,  for  giving  us  this  excellent  paper.  It 
seems  to  me  there  is  a great  deal  of  help  to  be 
gathered  from  it  by  us  all.  I believe  the  pendulum 
is  swinging  now  from  the  ultrascientific  back  to 
where  it  is  less  that  and  more  common  sense. 

I am  still  using  the  mixture  I have  mentioned  be- 
fore, which  might  be  called  “milk  soup”  without 
anything  added  except  flour.  It  is  prepared  the 
same  as  white  sauce,  starting  with  a little  butter 
and  flour,  adding  milk  and  boiling.  I find  this  is 
a great  help,  perhaps  not  so  often  in  the  early 
months  as  a little  later,  to  add  to  the  comfort  of 
the  baby.  Lactic  acid  milk  has  relieved  me  greatly 
in  many  cases.  I think  we  are  facing  a problem 
of  not  having  many  mothers  able  to  nurse  their 
babies,  not  as  many  as  we  formerly  had,  and  I 
wonder  if  it  is  the  high  tension  at  which  we  live 
that  is  to  blame.  We  should  not  have  this  out  in 
the  country  districts,  but  we  do.  Perhaps  you  have 
more  in  the  cities. 

I have  been  greatly  helped  by  the  suggestions 
given  by  the  competent  men  who  are  specializing 
in  this  line  and  we  certainly  appreciate  the  kind 
of  a paper  Dr.  Anderson  gave  us  this  afternoon. 

Dr.  Roger  H.  Mattson  (McVille,  N.  D.):  I would 
like  to  have  Dr.  Anderson  tell  us  in  what  form  he 
administers  chloral  hydrate. 

Dr.  Edward  Dyer  Anderson:  It  has  been  proved 
quite  conclusively  by  some  very  careful  work  in 
Minneapolis  that  about  90  per  cent  of  the  mothers, 
if  they  kept  at  it,  could  wholly  or  partially  nurse 
their  babies  for  six  months,  but  it  requires  constant 
keeping  at  the  mothers  to  see  that  they  express  the 
milk  and  do  the  other  necessary  things. 


In  regard  to  the  chloral:  There  is  nothing  new 
about  it.  The  English  physicians  use  it  a great 
deal, — chloral  hydrate  1 dram,  aqua  pura  60,  given 
in  very  small  doses,  with  perfect  safety.  I would 
not!  advocate  its  use  over  long  periods,  but  it  quiets 
them  down  nicely. 

Dr.  A.  StC.  Morris  (Fargo,  N.  D.):  Dr.  Anderson’s 
paper  has  been  so  much  in  line  with  my  experience 
with  children  that  I cannot  help  saying  a few  words. 

In  reference  to  the  chloral:  It  is  one  of  the  most 
helpful  drugs  in  controlling  convulsions  that  we 
have.  I have  given  as  much  as  seven  grains  by 
rectum  to  an  infant  twelve  hours  old.  One  child 
had  convulsions  every  four  to  five  minutes  for 
thirty-six  hours  during  the  first  week  of  life,  and 
afterward  took  first  prize  at  a baby  show. 

It  does  not  matter  what  we  feed  the  babies,  as 
long  as  it  has  proper  food  value,  and  the  baby  can 
digest  it.  Up  here  we  have  been  trained  to  use 
Marriott’s  Karo  Syrup  mixture.  I have  given  this 
formula  to  the  mother  and  have  not  seen  the  mother 
or  child  again  for  a year.  We  feed  one  and  one- 
half  ounces  of  milk  for  each  pound  of  the  baby’s 
weight,  and  one  ounce  of  Karo  Syrup  for  each  ten 
pounds  of  weight.  I have  given  this  in  many  cases 
and  have  never  had  any  trouble  at  all.  The  ad- 
vantage of  the  Karo  Syrup  is  that  it  is  cheap.  The 
Dextrimaltose  is  quite  an  expense  for  many  fam- 
ilies. 

With  reference  to  the  treatment  of  colic:  I also 
use  the  casec  mixture  and  am  glad  to  hear  Dr. 
Anderson  say  it  can  be  given  with  just  a little  mixing 
with  milk.  I have  been  accustomed  to  giving  it 
boiled,  and  it  is  one  of  the  greatest  tricks  in  the 
world  to  keep  it  from  forming  a hard,  solid  ball 
when  boiled.  It  must  be  constantly  whipped  with 
an  egg  beater  while  heating  to  prevent  the  forma- 
tion of  a ball. 

I agree  with  Dr.  Anderson  entirely  in  regard  to 
the  value  of  breast  feeding,  and  think  the  best  way 
to  encourage  this  is  not  to  permit  the  mothers  to 
develop  sore  breasts.  I find  that  the  less  we  manipu- 
late the  nipple,  the  less  boric  acid  we  use,  and  the 
less  green  soap,  the  better  we  get  along.  If  we 
can  get  along  without  nursing  for  the  first  thirty- 
six  hours  there  is  less  trouble.  Practically  all 
babies  can  empty  the  breast  in  eight  to  ten  minutes. 
Fifteen  minutes  should  be  the  limit.  I believe  most 
mothers  nurse  their  babes  too  long. 

I wish  to  express  my  great  pleasure  in  hearing 
Dr.  Anderson’s  paper. 

Dr.  Joseph  G.  Dillon  (Fargo,  N.  D.) : I have 
known  Dr.  Anderson  ever  since  he  was  at  school, 
and  being  more  or  less  in  contact  with  his  work  in 
Minneapolis  I knew  we  all  had  a treat  in  store  for 
us,  for  he  has  simplified  this  thing  down  to  where 
the  rank  and  file  of  doctors,  who  are  the  first  to  see 
these  babies  in  most  instances,  can  go  home  and 
apply  the  things  he  laid  down  in  his  paper. 

It  is  the  first  three  months  that  count  with  all 
babies,  for  if  they  get  off  to  a good  start  they  win 
through.  “Well  begun  is  half  done.”  It  is  the  first 
three  months  that  count,  and  I wish  to  express  to 
Dr.  Anderson  my  appreciation  for  , the  benefit  I 
have  obtained  in  hearing  his  clean-cut,  concise  sug- 
gestions in  regard  to  feeding  the  breast-fed  and 
the  mixed-food  babies.  Fie  has  cleared  up  a sub- 
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ject  that  used  to  be  all  cluttered  up  with  a lot  of 
chemistry  and  percentage  methods,  and  brought  it 
right  home  to  all  of  us  so  that  we  can  handle  these 
difficult  feeders  that  usually  come  to  the  general 
practitioners  to  begin  with. 

In  regard  to  colic:  I think  a lot  of  it  is  caused 
by  babies  attempting  to  adjust  themselves  to  the 
mother’s  milk.  While  this  is  going  on  there  is  apt 


to  be  a lot  of  flatus  and  disturbance  that  is  very 
distressing  to  the  baby,  as  well  as  the  parents.  I 
have  found  that  lengthening  the  period  between 
feedings  and  giving  a little  mix  vomica  is  of  great 
assistance  in  getting  the  child  to  where  it  can  handle 
the  mother’s  milk  well. 

Again  I wish  to  express  to  Dr.  Anderson  my  ap- 
preciation of  his  paper. 


PELVIC  INFECTIONS* 

By  J.  W.  Bowen,  M.D.,  F.A.C.S. 


DICKINSON,  NORTH  DAKOTA 


The  clinical  manifestations  of  infections  of 
the  pelvis  are  numerous,  depending  on  the  causa- 
tive factors.  To  simplify  the  study  of  these  in- 
fections it  is  well  to  divide  the  female  pelvis 
into  two  parts,  external  and  internal.  The  most 
frequent  infections  of  the  external  group  are 
are  vulvitis,  vaginitis  and  cervicitis.  Those  of 
the  internal  group,  oophoritis,  salpingitis,  endo- 
metritis, and  parametritis. 

The  bacteria  most  frequently  found  as  the 
cause  of  these  infections  are  the  gonococcus,  in 
about  60  per  cent,  are  found  infective  organisms, 
staphylococci  and  streptococci  about  30  per  cent ; 
and  the  remaining  10  per  cent  other  organisms, 
tubercle  bacilli,  typhoid,  colon  bacilli,  pneumo- 
cocci, actinomycosis,  and  the  organisms  produc- 
ing the  exanthema  may  invade  the  genital  canal. 
It  is  well  to  bear  this  in  mind  and  examine  the 
pelvis  in  the  course  of  these  diseases. 

The  nature  and  severity  of  these  infections 
depend  on  the  age  of  the  individual  and  how 
they  are  produced.  If  the  infection  comes  from 
external  sources  we  say  it  is  exogenous,  if  from 
within  we  say  it  is  endogenous. 

The  exogenous  infections  extend  by  ascending 
from  below  upward,  while  the  endogenous  spread 
by  extension  from  some  other  part  or  through 
the  blood  or  lymph  channels. 

I he  ascending  types  are  most  often  seen  in 
the  gonorrheal  and  infective  forms.  The  mode 
of  ascension  may  be  by  direct  extension,  regurgi- 
tation of  discharges  by  contraction  and  retrac- 
tion of  the  myometrium.  Ascension  is  facilitated 
during  menstruation,  at  which  time  the  internal 
os  and  tubal  vestia  are  relaxed,  during  puer- 
perium  when  there  is  loss  of  the  continuity  of 
the  surface  epithelium  and  the  cervical  canal  is 
more  or  less  opened,  during  instrumentation,  es- 
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peciallv  sounding,  attemps  to  produce  abortion 
and  curettment. 

Descending  infections  are  caused  by  migra- 
tion of  organisms  from  adjacent  tissues  to  the 
pelvic  organs,  consequently  we  see  pelvic  infec- 
tions during  or  following:  appendicitis,  enteritis, 
diverticulitis,  proctitis,  etc.  In  fact  it  may  fol- 
low most  all  of  the  abdominal  infections. 

Early  recognition  of  the  infective  organism  is 
important  and  is  a great  aid  in  prognosis  and 
treatment.  From  a clinical  standpoint  the  gon- 
orrheal and  septic  infections  are  the  most  im- 
portant with  which  we  have  to  deal.  They  mani- 
fest themselves  principally  in  the  urethra,  cer- 
vix, and  fallopian  tubes,  causing  a urethritis, 
cervicitis,  and  salpingitis. 

Three  distinct  inflammatory  forms  may  pre- 
sent in  the  above  condition,  alternative,  exuda- 
tive, and  proliferative.  The  alternative  dis- 
turbs function ; the  exudative  or  infiltrative 
form  is  marked  by  severe  inflammatory  symp- 
toms while  the  proliferative  runs  a more  or  less 
chronic  course. 

In  the  acute  stage  the  urethritis  and  cervicitis 
should  receive  prompt  and  efficient  treatment. 
The  urethra  and  bladder  should  be  irrigated 
with  a 1-2,000  silver  nitrate  solution.  The  ducts 
of  Skene  and  Bartholin  should  be  cauterized, 
preferably  by  electric  cautery.  The  bladder  ir- 
rigations should  be  kept  up  until  visual  and  mi- 
croscopic examinations  are  negative. 

In  nearly  all  these  cases  the  cervicitis  con- 
tinues until  it  reaches  the  chronic  stage,  and  this 
is  best  treated  by  the  actual  cautery  after  the 
method  of  Hunner,  cauterization  should  be  com- 
plete and  destroy  the  whole  gland-bearing  area 
of  the  cervix.  This  condition  may  also  be 
treated  by  diathermy  as  recommended  by  Corbus 
with  good  results  in  the  majority  of  the  cases. 
Douches  should  be  relied  upon  for  cleansing  pur- 
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poses  only  as  they  afford  but  little  benefit  in  the 
way  of  a cure.  The  patient  should  be  examined 
frequently  after  all  symptoms  have  subsided. 

The  diagnosis  of  acute  salpingitis  is  usually 
not  difficult.  The  history  of  gonorrheal  infec- 
tion, lower  abdominal  pain,  and  tenderness  ag- 
gravated by  body  movements,  fever  99  degrees 
to  103  degrees,  a corresponding  rise  in  the  pulse 
rate  and  slight  increase  in  the  respiration,  and 
leucocytosis  generally  about  10  to  20,000.  The 
patient  does  not  seem  as  sick  as  the  findings 
would  indicate.  Constipation  is  usually  present. 
There  may  be  nausea  and  vomiting.  Pelvic  ex- 
amination is  important,  and  smears  will  usually 
show  the  gonococcus  present.  Bimanual  exam- 
ination should  be  done  with  great  care  as  the 
possibility  of  rupturing  an  already  softened  tube 
is  great,  and  is  a dangerous  accident.  The  uterus 
feels  boggy  and  fornices  very  tender. 

The  patient  should  be  put  to  bed,  the  head 
elevated,  ice  applied  to  the  abdomen,  and  a low 
enema  given  to  empty  the  bowels.  Liquid  diet ; 
gastric  lavage  if  tympanitis  and  vomiting  are 
marked. 

The  course  of  the  acute  stage  can  be  ob- 
served by  the  leucocyte  count,  pulse  and  temper- 
ature. If  these  factors  increase  the  possibility 
of  abscess  formation  is  great,  and  drainage  may 
be  necessary.  This  should  be  done  vaginally 
through  a posterior  colpotomy. 

After  the  acute  stage  has  subsided  and  the  pa- 
tient free  from  fever  for  at  least  a week,  hot 
compresses  may  be  applied  to  the  abdomen  and 
douches  given  twice  a day  for  a period  of  fifteen 
to  twenty  minutes.  The  douches  should  always 
be  given  with  the  patient  in  the  recumbent  po- 
sition. Treatment  should  be  carried  on  until 
the  subjective  condition  of  the  patient  is  normal 
and  sensitiveness  to  bimanual  examination  has 
disappeared.  As  an  adjunct  to  this  treatment 
non-specific  protein  therapy  seems  to  be  a great 
aid.  I think  injection  of  fat-free  milk  after  the 
method  of  Gellhorn  increases  the  resistance  of 
the  tissues  to  infection,  aids  localization  of  foci, 
and  helps  to  prevent  general  infection. 

Many  of  these  patients  are  apparently  re- 
lieved of  all  symptoms  by  this  treatment  alone, 
while  some  remain  invalids  on  account  of  the 
persistence  of  infection  and  symptoms.  It  is  this 
group  that  usually  require  surgery,  be  it  relief 
of  adhesions,  removal  of  persistent  foci  of  infec- 
tion, such  as  an  abscessed  ovary  or  a persistent 
tubal  infection,  or  any  sequalae  that  may  remain. 

Avoid  all  surgery,  if  possible,  until  the  acute 
symptoms  have  subsided,  and  if  drainage  is  in- 


dicated, if  it  is  at  all  feasible,  drain  through  the 
vaginal  route. 

Differential  diagnosis  between  acute  salpingi- 
tis and  appendicitis  is  often  difficult.  A care- 
ful history  and  examination  is  necessary  to 
clear  the  case. 

Streptococal  pelvic  infections  may  simulate 
gonorrheal  infection,  but  usually  comes  on  more 
abrupt  and  severe.  The  symptoms  with  the  his- 
tory of  prior  instrumentation  and  the  absence 
of  the  gonococcus  in  the  secretions  usually  clear 
the  picture. 

It  might  be  well  at  this  point  to  consider  ab- 
scesses in  the  pelvis  in  a general  way.  Barnard 
divides  these  into  two  groups.  In  the  first  group 
the  pus  is  formed  as  a result  of  a diseased  organ 
in  the  immediate  vicinity,  appendicitis  and  sal- 
pingitis being  the  most  common  causes.  In  the 
second  group  the  cause  is  not  found  in  the  pelvis. 
Either  some  extrapelvic  trouble  associated  with 
peritonitis  has  left  a residue  of  pus  in  the  pelvis, 
or  if  the  offending  organ  originally  in  the  pelvis 
has  been  removed  by  the  surgeon.  The  tendency 
of  pus  to  gravitate  and  Fowler’s  position  in  the 
treatment  of  abdominal  infections,  tends  to  favor 
collections  of  exudates  in  the  true  pelvis  and  ex- 
plains the  relative  frequency  of  the  formation 
of  residual  abscesses  in  this  region. 

In  describing  symptoms  relative  to  the  first 
group  there  is  the  exciting  cause,  be  it  salpingitis, 
appendicitis,  or  some  other  condition.  If  for 
any  reason  the  operaton  is  delayed,  there  is  no 
abatement  of  symptoms,  the  temperature  remains 
above  normal,  malaise  persists,  the  pulse  is  rapid, 
sometimes  an  increased  frequency  of  micturition 
due  to  pressure  on  the  bladder,  or  constipation 
due  to  pressure  on  the  rectum,  or  there  may  be 
an  increased  desire  to  defecate  and  straining, 
with  the  passage  of  a small  amount  of  mucus. 
The  patient  is  not  very  ill  but  uncomfortable 
and  miserable. 

In  case  of  abscesses  of  the  second  type  there 
is  usually  an  interval  after  the  operation  in 
which  the  patient  appears  to  be  doing  well ; some- 
times the  pulse  and  temperature  drop  to  normal. 
After  a few  days  the  symptoms  and  clinical  pic- 
ture resemble  those  described  above.  Often  this 
interval  is  absent  and  there  is  no  abatemnt  of 
symptoms.  The  abdomen  is  more  or  less  dis- 
tended and  tympanitic,  on  palpation  there  may 
or  may  not  be  an  ill  defined  tender  mass  rising 
from  the  pelvis.  The  most  definite  evidence  is 
obtained  by  digital  examination  per  rectum.  You 
will  feel  a firm,  rounded  mass  filling  up  the  hol- 
low of  the  sacrum  and  situated  immediately  be- 
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hind  the  prostate  in  the  male.  It  is  tender,  but 
fluctuation  is  not  easily  detected  as  the  pus  is 
usually  under  considerable  tension. 

Drainage  of  these  abscesses  should  be  accom- 
plished through  the  rectum  in  the  male  and 
through  the  vagina  in  the  female.  The  method 
is  easy,  practically  without  danger  and  recovery 
rapid. 

DISCUSSION 

Dr.  W.  H.  Witherstine  (Grand  Forks):  I am  sure 
we  have  all  enjoyed  the  concise  and  yet  complete 
way  in  which  Dr.  Bowen  has  presented  this  subject. 

There  still  seems  to  be  some  difference  of  opinion 
as  to  the  best  way  to  treat  pelvic  infections.  We 
are  not  through  arguing  this  subject  yet.  Dr. 
Bowen  has  emphasized  the  opinion  that  seems  to 
prevail  at  present,  that  these  conditions  should  be 
treated  conservatively  until  abscess  forms  and  then 
should  be  drained  through  the  vagina.  My  experi- 
ence has  been  such  that  I hesitate  to  accept  this  as 
final.  I treat  my  patients  conservatively  as  long  as 
they  will  tolerate  it.  Some  get  well  within  a short 
time,  but  many  do  not.  Neither  do  many  develop 
abscesses  which  tend  to  point  toward  the  vagina. 
The  great  majority  of  tuboovarian  abscesses  demand 
surgical  relief.  I think  very  seldom  do  they  point 
into  the  vagina  with  sufficient  prominence  with 
which  to  make  an  opening  by  this  route  safe.  The 
abdominal  operation,  with  removal  of  the  tubo- 
ovarian abscess  has  been  with  me  so  very  satisfac- 
tory that  I hesitate  to  give  it  up  until  I am  con- 
vinced there  is  a better  way.  Patients  treated  in 
this  way  recover  and  remain  well.  I know  some  of 
them  will  get  well  when  treated  by  conservative 
means,  but  doubt  if  the  percentage  is  as  high  as 
we  are  led  to  believe. 


I shall  briefly  report  one  case  that  comes  to 
mind.  A few  years  ago  I saw  a young  married 
woman  who  had  developed  an  acute  tuboovarian 
infection,  and  was  treated  conservatively  for  sev- 
eral months.  She  wished  to  avoid  surgery  if  pos- 
sible, for  she  wanted  to  have  children.  At  the  end 
of  four  months  she  consented  to  surgery.  I re- 
moved a large  tuboovarian  abscess  on  the  right, 
and  on  the  left  side  I found  the  tube  and  ovary  in- 
volved in  an  inflammatory  mass.  The  tube  and 
ovary  could  not  be  identified.  I did  not  molest  the 
left  side  and  closed  the  abdomen.  Sixteen  months 
after  the  operation  this  woman  became  pregnant  and 
will  be  confined  next  month. 

I do  not  know  which  side  of  the  question  this 
•case  supports,  but  it  seems  to  be  at  least  fifty-fifty. 

Dr.  Bowen  (closing):  In  regard  to  conservatism,  as 
Dr.  'Witherstine  said,  these  cases  cannot  always  be 
treated  in  the  same  way.  It  often  is  necessary  to 
operate.  We  can  carry  a patient  along  for  several 
months  by  conservative  means  but  if  there  is  no 
improvement  surgery  certainly  is  indicated. 

In  regard  to  pelvic  drainage:  I believe  we  should 
never  attempt  drainage  by  the  pelvic  route  until 
we  can  palpate  a mass  in  the  pelvis.  Many  of  the 
abscesses  do  not  localize  in  the  pelvis  and  we  must 
use  the  abdominal  route.  I think  if  we  carry  these 
patients  along  for  a long  enough  time  to  get  local- 
ization in  the  pelvis  we  should  use  that  route.  The 
mortality  is  lowered  and  recovery  more  prompt. 
If  this  is  impossible  we  must,  of  course,  use  the 
abdominal  route. 

The  great  thing  is  that  these  patients  must  be 
helped  to  build  up  a resistance  with  themselves 
previous  to  operation,  and  this  can  be  done  by 
means  of  protein  therapy  and  rest  in  bed.  Opera- 
tion in  the  subacute  stage  is  much  safer  than  in 
the  acute  stage,  as  we  all  know. 
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1.  Ovarian  cyst  with  twisted  pedicle. 

The  case  is  that  of  E.  R.,  No.  1753,  age  22,  single. 
Admitted  March  4,  1929.  Discharged  March  22,  1929. 

P-  C. — Pain  in  left  lower  abdomen — three  months. 

P.  I- — Has  had  sharp  knife-like  pains  in  left  lower 
abdomen  for  last  three  months.  Pains  radiate  down 
to  the  left  knee  and  up  into  the  left  chest;  last  a 
half  minute  or  so  and  then  go  away  for  several 
minutes.  These  attacks  of  pain  continue  for  several 
days  and  are  then  gone  for  five  or  six  days.  At- 
tacks sometimes  keep  her  awake  at  night.  Patient 
does  not  know  what  started  the  attacks.  She  is 


constipated  and  uses  an  enema  every  day.  At- 
tacks apparently  have  no  relation  to  the  constipa- 
tion. Patient  vomited  three  times  on  day  of  ad- 
mission, usually  vomits  when  she  has  the  attacks 
of  pain.  Present  attack  of  pain  started  with  her 
last  menstrual  period,  March  1.  Periods  usually 
have  no  relation  to  the  attacks. 

F.  H. — Negative. 

P.  H. — Negative.  C.  T.  A.  established  at  13, 

regular,  every  28  days,  duration  two  to  three  days. 
No  excessive  bleeding,  no  pain,  no  clots. 

Physical  examination:  Head  and  neck  negative. 
Cardiorespiratory  negative. 

Abdomen:  There  is  no  distention,  tenderness  over 
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the  whole  lower  abdomen  and  extreme  tenderness 
and  marked  rigidity  in  the  left  lower  quadrant. 

Pelvic  examination:  Rectal  examination — Exter- 

nal genitals  normal,  vestibule  not  reddened,  ^ no 
urethral  or  vaginal  discharge,  hymen  intact,  Bar- 
tholin glands  negative.  Cervix  points  downward 
and  backward,  is  conical  and  firm,  and  multiparous 
type.  Corpus  anteflexed,  firm  in  consistency,  not 
freely  movable.  Right  adnexa,  negative.  Left 
adnexa,  smooth  rounded  mass,  size  of  a lemon,  very 
tender  and  not  freely  movable. 

Temperature  on  admission:  98.6°.  Pulse  80. 

Laboratory  findings  on  admission:  LTrine  negative. 
Hgb  80;  R.'  B.  C.,  4,070,000;  W.  B.  C.,  11,100;  P. 
M.  N.,  74;  Lymph.  24.  3/14/29,  W.  B.  G,  9,400. 


Smears,  negative. 

Patient  was  operated  on  3/5/29,  at  which  time  on 
exploration  of  the  pelvis  a cyst  about  the  size  of 
a hen’s  egg  was  revealed  It  was  found  that  the 
pedicle  of  the  cyst  had  two  complete  turns.  1 he 
pedicle  of  the  cyst  was  clamped  between  forceps, 
and  the  cyst  was  removed.  Closure  made  in  the 
usual  manner.  The  appendix  was  removed  prophy- 
lactically. 

Pathologic  examination:  Gross — cyst  7 cm.  long 
and  5 cm.  wide.  On  the  inner  surface  there  was  a 
small  papilloma'  with  a narrow  base.  Ovary — greatly 
atrophic.  Micros. — The  cyst  is  lined  by  a single 
layer  of  cuboidal  cells.  At  one  point  this  is  thrown 
into  folds  with  a connective  tissue  core. 

Diagnosis:  Normal  appendix;  benign  cystadenoma 
of  the  ovary. 

Patient  was  discharged  in  good  condition  with 
wound  completely  healed. 


Ovarian  cysts  may  be  so  large  as  to  fill  the 
pelvis  at  times.  Some  of  them  have  a t athei 
long  pedicle  and  are  then  usually  of  model  ate 
size.  There  has  been  considerable  speculation 
regarding  the  cause  of  a twisted  pedicle.  In  the 
case  of  an  ovarian  cyst  a long  pedicle  predis- 
poses to  a twist.  Ascites  allows  the  cyst  to  float 
in  the  pelvis  and  to  become  more  easily  dis- 
placed and  twisted.  No  doubt,  unusual  and  ex- 
cessive exercise  or  acrobatic  stunts  may  favor 
a twist  in  the  pedicle.  Blows  in  this  region  have 
been  recorded  as  causative  factors.  A solid 
growth  or  mass  in  one  side  of  the  cyst  produc- 
ing an  unbalancing  may  possibly  cause  a twist. 
A twist  in  the  pedicle  of  a cyst  may  directly  fol- 
low a delivery.  The  tissues  included  in  the 
twisted  pedicle  are  the  tube,  the  round,  ovarian 
and  broad  ligaments.  The  reason  that  this  pa- 
tient had  a twist  in  the  pedicle  (it  was  twice 
completely  twisted)  we  are  unable  to  determine, 
but  probably  exertion  and  considerable  exercise, 
together  with  a long  pedicle,  may  have  accounted 
for  it. 

The  symptoms  depend  somewhat  upon  the  size 
of  the  cyst,  the  length  of  the  pedicle,  the  amount 
of  twist,  and  the  presence  of  inflammatory  dis- 
ease, such  as  salpingitis,  gas,  or  displacement  of 


the  intestines,  the  symptoms  are  as  a mlc  cjuite 
severe  and  come  on  suddenly.  1 hey  may  be  in- 
termittent depending  upon  the  amount  of  twist 
that  occurs  and  the  length  of  time  it  remains 
twisted  before  it  becomes  untwisted.  Often  these 
cases  will  have  symptoms  extending  over  quite 
a period  of  time  as  they  go  through  many  at- 
tacks of  twisting  and  then  return  to  normal 
again.  This  may  be  repeated  several  times  be- 
fore inflammation  occurs  and  a fixed  condition 
of  the  cyst  in  the  twisted  position  results.  This 
case  undoubtedly  went  through  these  various 
stages.  The  cyst  twisted  on  its  pedicle  and  re- 
turned to  normal  several  times,  until  finally  it 
became  so  engorged,  heavy  and  congested  that  it 
more  or  less  strangulated  the  tissues  fixing  the 
pedicle,  making  it  impossible  to  return  to  nor- 
mal, and  the  cyst  then  became  fixed  in  the  twist- 
ed manner  as  found. 

When  the  twist  is  tight  enough  to  cause  ob- 
struction to  the  circulation,  hemorrhage  and  de- 
generation may  follow  and  in  some  cases  infec- 
tion results.  It  may  become  fixed  to  contiguous 
organs  and  may  empty  by  a slough  occurring  in- 
to a viscus  such  as  the  bowel  or  bladder.  When 
the  twist  becomes  firm  and  strangulates  the  ves- 
sels and  nerves,  the  pain  may  cease  for  a time 
until  other  tissues  or  the  peritoneum  are  involved. 

A cyst  with  a twisted  pedicle  may  have  to  be 
differentiated  from  gall-stone  colic,  appendicitis, 
ectopic  pregnancy,  hernia,  a twisted  peduncu- 
lated fibroid,  salpingitis,  hydrosalpinx,  a dermoid 
cyst,  or  intestinal  obstruction.  There  could  have 
been  very  little  hemorrhage  on  account  of  the 
hemoglobin  being  up  to  80.  Salpingitis  was  ruled 
out  on  account  of  her  age,  history,  and  other 
physical  findings,  as  well  as  negative  microscopic 
smears.  The  pulse  was  normal  and  little  or  no 
shock  was  evident.  Shock  usually  accompanies 
an  ectopic  pregnancy,  and  considerable  fever  ac- 
companies appendicitis  and  salpingitis.  There 
was  no  particular  distention  or  possible  bowel 
obstruction.  An  examination  revealed  a mass 
in  the  pelvis  which  was  unquestionably  a cyst, 
and  with  the  pain  located  in  that  region,  inter- 
mittent in  character,  and  with  non-inflammatory 
signs,  a twist  was  naturally  considered.  There 
was  apparently  no  amount  of  hemorrhage  or 
peritonitis  from  the  blood  findings  and  tempera- 
ture. 

I believe  the  twist  in  this  case  was  reported 
from  right  to  left.  It  would  be  interesting  to  de- 
termine the  way  in  which  the  twist  occurs  in  the 
majority  of  cases,  and  this  might  lead  up  to  a 
more  definite  conclusion  as  regards  the  cause  of 
these  twists. 
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When  a diagnosis  of  a twisted  pedicle  of  an 
ovarian  cyst  is  made  and  the  pain  is  prolonged, 
an  operation  should  be  performed  before  the 
complications  above  mentioned  could  occur.  Un- 
questionably, an  operation,  if  done  early,  might 
save  the  majority  of  the  ovarian  tissue  by  re- 
moving the  cystic  portion,  or  a recurrence  of  the 
trouble  prevented  by  shortening  the  ovarian  liga- 
ments. When  the  operation  is  delayed  until 
there  is  a distinct  destruction  of  the  blood  ves- 
sels and  gangrene,  the  removal  of  the  ovary  and 
tube  is  necessary. 


By  R.  M.  Pederson,  M.D. 

2.  Unusual  case  of  low-grade  peritonitis. 

The  case  is  that  of  K.  O.,  No.  1928,  aged  22,  single. 
Admitted  2/19/29,  on  medical  service. 

P.  C. — 1.  Cramps  in  abdomen. 

2.  Abdominal  distention. 

3.  Nausea  and  vomiting. 

4.  Anorexia. 

5.  Excessive  dryness  and  thirst. 

P.  I. — About  seven  weeks  ago,  patient  began  to 
have  severe  cramps  in  the  lower  part  of  her  abdo- 
men coming  on  at  night  and  keeping  her  from  sleep- 
ing. Pains  would  be  less  severe  during  the  day. 
Patient  had  night  sweats  during  this  time.  She  ate 
very  little,  as  the  sight  and  taste  of  food  nauseated 
her.  Bowels  were  constipated,  and  at  no  time  was 
there  diarrhea.  During  this  time  the  patient  was 
very  thirsty,  and  the  mouth  was  extremely  dry. 
She  drank  a large  amount  of  water,  but  did  not 
have  a corresponding  increase  in  urine.  Two  weeks 
after  the  onset  the  patient  noticed  that  her  abdo- 
men was  swelling.  With  this  swelling  her  cramps 
disappeared.  It  was  necessary  for  her.  to  stop 
work  at  this  time  because  of  fatigue.  Her  condi- 
tion continued  to  become  worse  and  her  abdomen 
increased  in  size  so  that  a doctor  was  called.  She 
was  sent  to  a private  hospital  where  a gallon  of 
fluid  was  drawn  from  her  abdomen  by  paracentesis, 
later  a quart  was  obtained.  Since  her  admission 
here,  the  patient  has  been  very  nauseated  and  has 
been  vomiting  up  practically  everything  she  ate,  but 
she  retained  water.  Has  not  had  any  cramps  since 
admission. 

P.  H. — Has  been  essentially  negative,  except  that 
she  had  some  kind  of  a swelling  over  the  right 
side  of  her  neck  several  years  ago.  Sometimes  has 
edema  of  the  feet  and  ankles,  particularly  after  a 
day’s  work. 

F.  H. — Negative. 

Menstrual  history:  Onset  14,  regular,  no  pain; 
duration,  four  days,  no  clots.  L.  M.  P.  at  about  the 
time  the  present  illness  started.  She  cannot  recall 
which  came  first.  With  this  period  she  flowed  con- 
tinuously for  six  days  using  about  six  napkins  a 
day. 

Physical  examination:  Patient  is  a rather  sallow 
young  female,  somewhat  dehydrated,  lying  quietly 
in  bed.  Head  and  neck,  negative.  Chest:  right  lung, 
negative;  left  lung,  base  has  decreased  resonance 


and  many  loud  moist  rales.  Impaired  breath  sounds 
over  left  base,  posteriorly.  Heart,  negative. 

Abdomen,  full  and  moderately  tense  with  a 
doughy  feeling.  There  is  dullness  on  percussion  in 
the  flanks  and  over  the  abdomen,  except  in  the  epi- 
gastric region.  Below  the  umbilicus  there  are  two 
paracentesis  marks.  A large  irregular  soft  mass  is 
felt  extending  up  to  the  umbilicus  from  the  pubes. 
There  is  tenderness  over  this  mass  on  percussion 
and  depalpation.  Extremities,  reflexes  negative. 
Spine,  marked  scoliosis  to  the  left. 

Patient  was  seen  on  2/20/29,  by  the  medical  staff 
and  the  following  note  made: 

“Patient  states  that  she  has  always  been  well  up 
to  seven  weeks  ago.  At  that  time  she  developed 
cramps  in  her  lower  abdomen,  apparently  more  on 
the  left  side.  She  had  night  sweats  frequently  from 
then  on.  About  January  1,  the  distress  was  more 
pronounced  and  the  doctor  sent  her  to  a private 
hospital;  temperature  was  103°  then.  She  remained 
there  three  weeks  with  an  up-and-down  temperature. 
The  pain  in  the  abdomen  has  decreased  somewhat 
and  the  abdomen  has  become  tender  and  gradually 
distended.  Paracentesis  gave  a quantity  of  clear 
straw-colored  fluid.  The  patient  appears  ill,  has  a 
peculiar  sallow  complexion.  Abdomen  diffusely  dis- 
tended and  rather  tense;  marked  tenderness  over  the 
lower  half  of  the  abdomen.  There  is  a shifting  dull- 
ness which  is  not  clear.  Temperature  between  nor- 
mal and  103.°  The  history  of  onset,  night  sweats, 
intermittent  fever,  distended  abdomen,  and  pain  and 
tenderness,  together  with  the  removal  of  clear 
straw-colored  fluid  makes  the  most  likely  diagnosis 
that  of  tuberculous  peritonitis.  A simple  multi- 
ocular ovarian  cyst  with  an  infection  has  to  be  con- 
sidered as  very  much  less  likely.  Papillary  cyst- 
adenoma,  malignant,  must  also  be  considered,  also 
not  likely.  My  diagnosis  from  the  history  and  ap- 
pearance and  findings  is  nine  out  of  ten  tuberculous 
peritonitis.” 

The  patient  was  seen  2/20/29  by  the  gynecologi- 
cal staff  and  the  following  note  made: 

“External  genitalia  under-developed,  labia  majora, 
minora,  prepuce  and  clitoris  all  under-developed. 
Introitus  small,  hymen  crescentic,  apparently  un- 
ruptured. Bartholin  glands  and  urethra  normal, 
slight  mucous  discharge  from  the  vaginal  canal. 
Vaginal  wall  feels  normal.  Cervix  displaced  to  the 
left,  points  downward  and  backward,  conical  shape, 
normal  consistency,  corpus  small,  normal,  ante- 
flexed-vertedj  lying  close  to  the  pubes.  In  the  cul- 
de-sac  and  to  the  right  there  is  a rounded  smooth 
fluctuant  mass,  extending  upward  to  the  navel  on 
the  right.  Impulse  from  above  transmitted  to  the 
vaginal  finger. 

“Diagnosis:  Possible  infected  ovarian  cyst.  En- 
capsulated fluid,  possible  tuberculous  pelvic  ab- 
scess, unknown  origin.” 

Patient  accepted  for  transfer  by  the  gynecological 
service. 

Plate  of  adbomen  and  chest  taken  2/20/29.  Both 
domes  of  the  diaphragm  appeared  to  be  moderately 
elevated,  indicating  pressure  from  the  abdomen 
region;  no  other  evidence  of  abnormality  in  the 
chest. 

Plate  of  abdomen  demonstrates  both  kidneys 
quite  well  with  the  shadow  of  the  left  kidney  some- 
what increased  in  density  and  slightly  larger  than 
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the  shadow  of  the  right  kidney.  There  is  a fairly 
marked  density  involving  the  entire  left  half  of  the 
abdomen  and  extending  fairly  far  downward  into 
the  iliac  fossa.  The  shadow  does  not  appear  to  be 
in  any  way  associated  with  the  kidney  on  this  side. 
Its  relationship  to  the  spleen  can  not  be  made  out. 
The  splenic  flexure  of  the  colon  appears  to  be  mis- 
placed medially  and  somewhat  upwardly. 

Conclusion:  Left  abdominal  mass,  type  unde- 

termined. On  2/23/29  a posterior  colpotomy  was 
done,  and  a large  amount  of  clear  yellow  fluid  was 
released. 

On  2/28/29,  a small  incision  was  made  into 
the  abdomen  and  a large  amount  of  cloudy  yellow 
fluid  having  a peculiar  odor  was  removed  by  suc- 
tion. On  exploration  with  the  finger  there  were 
found  numerous  fibrinous  adhesions  and  what  was 
apparently  an  irregular  mass  in  the  right  side  of 
the  pelvis.  The  peritoneum  was  smooth.  Two 
Penrose  drains  were  placed  deep  in  the  pelvis  and 
drawn  out  through  the  abdominal  incision. 

The  patient  had  a temperature  of  103°  and  pulse 
110  on  admission.  Temperature  has  remained  high 
and  has  varied  between  104°  and  normal.  Pulse 
has  varied  from  150  to  90.  Patient  has  been  vomit- 
ing more  or  less  of  the  food  that  she  has  been 
taking,  retains  water  fairly  well.  Since  admission, 
treatment  has  been  mainly  symptomatic,  forcing  of 
fluid  by  all  means  possible  and  the  administration 
of  intramuscular  blood  injections.  Since  the  ab- 
dominal drainage  was  instituted  the  drainage  has 
become  very  foul  in  odor  and  now  has  a peculiar 
dirty  brownish  color.  Patient  states  that  she  feels 
fairly  comfortable,  although  she  gives  the  appear- 
ance of  being  extremely  sick  and  toxic. 

Laboratory  findings:  Urine  negative  2/20/29.  W. 
B.  C.  ranged  between  11,000-13,000.  Blood  2/20/29 — 
Hgb.,  60;  R.  B.  C.,  3,630,000;  W.  B.  C.,  7,200;  P. 
M.  N.,  88.  Wassermann  and  Kahn,  negative.  Fluid 
obtained  by  abdominal  drainage  showed  many  bac- 
teria with  streptococci  predominant.  The  fluid  ob- 
tained from  colpotomy  drainage  was  greenish-yel- 
low in  color,  had  a 1+  protein  (Nonne)  cell  count 
of  55,  P.  M.  N.,  90;  specific  gravity,  1,020. 

An  attempt  is  now  being  made  to  feed  the  patient 
by  means  of  a duodenal  tube  and  predigested  food 
rectally. 

This  case  history  was  selected  and  read  chiefly 
because  it  is  unusual.  The  fulminating  type  of 
tuberculous  peritonitis  is  not  the  common  type. 

Tuberculosis  of  the  peritoneum  usually  begins 
as  a tuberculosis  of  some  organ  with  a secondary 
infection  of  the  peritoneal  cavity — the  usual  sites 
are  the  tubes  and  ovaries  and  less  often  the  ap- 
pendix. Tuberculosis  of  the  intestinal  mucosa 
may  spread  through  the  wall  of  the  intestines 
and  thus  invade  the  peritoneal  cavity.  One  of 
the  most  common  routes  is  supposed  to  be  via 
the  lymphatics  from  the  pleural  cavity  through 
the  diaphragm  into  the  retroperitoneal  glands. 
The  hemotogenous  infection  is  probably  the  most 
common. 

Four  types  of  infection  are: 

1.  The  acute  miliary  type. 


2.  The  ascitic  type. 

3.  The  fibroplastic  type. 

4.  The  suppurative  type. 

The  ascitic  type  is  the  most  common  and  the 
most  benign  type.  The  case  history  just  read 
fits  this  picture  more  closely.  The  fluid  may  be 
clear  straw-colored  or  flocculent.  The  fluid  may 
be  contained  in  compartments  in  such  a way  as 
to  resemble  cysts  or  tumor  masses.  The  walls 
of  these  loculi  are  composed  of  intestines  and 
omentum  adherent  to  each  other.  1 he  peritone- 
um is  usually  red  and  thickened  and  in  the  late 
stages  may  be  studded  with  small  tubercles  giving 
a rough  sensation  when  palpated.  1 here  may  be 
either  intestinal  stasis  or  hyperperistalsis  with 
diarrhea. 

In  this  case  due  to  the  sudden  onset  with  se- 
vere pain,  high  continuous  temperature,  a nega- 
tive family  and  personal  history  of  tuberculosis 
and  no  chest  findings  of  importance  either  by 
physical  examination  or  X-ray,  other  conditions 
have  to  be  considered  besides  tuberculosis.  Neo- 
plasms like  ovarian  cysts,  either  strangulated  or 
malignant,  will  have  to  be  ruled  out.  1 he  fluid 
removed  by  paracentesis  does  not  give  very  much 
information.  Tubercle  bacilli  are  seldom  found 
except  by  guinea-pig  inoculation  which  is  very 
slow.  The  fluid  is  supposed  to  have  a high 
lymphocyte  count  in  tuberculosis.  This  was  not 
true  in  this  case.  When  first  seen  this  case  had 
a well  defined  mass  which  could  have  been  a 
cyst  which  was  undergoing  degeneration  with  a 
low  grade  non-tuberculous  infection  of  the  gen- 
eral peritoneal  cavity.  A malignant  cyst  having 
ruptured  and  transplanted  into  the  peritoneum  is 
not  probable  at  her  age  but  will  have  to  be 
thought  of  as  a possibility. 


By  J.  H.  Simons,  M.D. 

3.  Anemia  in  pregnancy  and  puerperium. 

The  case  is  that  of  M.  W„  No.  1669,  aged  37. 
Grav.  VII.  Para  IV.  Admitted  February  25,  1929,  at 
6:30  p.  M. 

P.  C. — Pregnancy  at  term — not  in  labor. 

F.  H. — Negative. 

P.  H. — Negative.  C.  T.  A.  established  at  15,  regu- 
lar, 28-day  interval,  dysmenorrhea.  L.  M.  P.,  5/8728. 

Previous  pregnancies:  Patient  has  had  four  full 
term  normal  pregnancies,  one  instrumental  delivery. 
Puerperium  in  each  case  was  uneventful.  Follow- 
ing these  pregnancies  she  had  two  miscarriages  at 
two  and  one  months,  respectively.  Dilatation  and 
curettage  done  after  each  miscarriage. 

Present  pregnancy:  Date  of  expected  confinement 
February  15,  1929. 

Prenatal  record:  Patient  was  first  seen  at  pre- 
natal clinic  on  August  7,  1928,  general  condition  at 
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that  time  was  good,  B.  P.  114/70,  urine  showed  a 
faint  trace  of  albumin.  Subsequent  visits  at  the 
clinic  were  made  once  a week  until  January.  Blood 
pressure  averaged  122/70  and  since  continued  to 
show  a very  faint  trace  of  albumin.  Patient  had  no 
complaints.  January  8,  patient  complained  of  dys- 
pnea on  exertion.  B.  P.  134/84.  January  29,  com- 
plained of  slight  edema  of  ankles,  also  of  sore  throat. 
B.  P.  138/80.  February  5,  complained  of  puffiness 
of  face.  February  11,  B.  P.  146/90.  Flad  sore 
throat  with  hoarseness  and  cough.  February  18, 
complained  of  headache.  B.  P.  134/82.  Urine 
showed  3+  albumin.  February  25,  B.  P.  140/84. 
Urine  2+  albumin.  Given  castor  oil  and  quinine 
to  induce  labor  as  patient  was  overdue  and  showed 
signs  of  toxemia.  Patient  took  castor  oil  and 
quinine  on  return  home  from  the  clinic.  Pains  be- 
gan almost  immediately  at  3:00  p.  M. 

Course  in  hospital:  Examination  on  admission — 
General  appearance,  very  anemic,  skin  has  a yellow- 
ish tinge.  Very  severe  laryngitis,  can  not  talk  above 
a whisper.  Lungs — impairment  of  resonance  over 
lower  part  of  right  chest;  otherwise  negative. 
Heart — systolic  murmur  at  apex,  transmitted  to 
axilla.  Abdomen — fundus  uteri  three  fingers  below 
xiphoid,  breech  in  fundus,  back  on  right.  Fetal 
heart  140,  best  heard  in  1.1. q. 

Rectal  examination:  External  os  6 cm.  dilated, 
cervix  50  per  cent  effaced,  head  at  the  spines. 

Extremities:  Marked  edema  of  lower  extremities. 
B.  P.  140/80.  Patient  delivered  spontaneously  of 
a normal  female  infant  at  10:27  p.  M.,  2/25/29. 

Blood  loss  was  50  c.c.  Condition  after  delivery 
good,  B.  P.  148/62.  Pulse  96. 

Laboratory  findings:  First  day  post-partum  urine 
2+  albumin. 

Blood:  Hgb.,  39;  R.  B.  C.,  2,070,000;  W.  B.  C., 
10,900. 

Postpartum  course:  Patient  appeared  very  anemic 
the  first  few  days  postpartum.  Skin  very  yellow. 
Complained  of  being  very  weak.  Laryngitis  slightly 
improved.  Blood  picture  three  days  postpartum: 
Hgb.,  30;  R.  B.  C.,  1,980,000;  W.  B.  C.,  11,200;  P. 
M.  N.,  84;  Lymph.,  11;  Mono.,  3;  Eos.,  2. 

Morphology:  Slightly  poikelocytosis,  slight  mac- 
rocytosis,  moderate  polychromasia.  On  fourth  day 
postpartum  patient  was  transfused  with  500  c.c.  of 
citrated  blood.  General  condition  seemed  to  im- 
prove after  this  transfusion. 

Blood  examination  twelve  days  postpartum:  Hgb., 
58;  R.  B.  C.,  3,250,000;  W.  B.  C.,  6,050. 

Urine:  No  albumin. 

Postpartum  course  has  been  afebrile.  Laryngitis 
has  cleared  up. 

Therapy:  Blaud’s  pills,  chlorophyl  and  reduced 
iron. 

In  early  pregnancy  anemia  is  not  uncommon 
due  to  the  demands  of  the  developing  fetus  which 
remove  a portion  of  the  material  iron.  This 
metabolic  diversion  is  of  no  great  consequence 
and  is  symptomless  unless  the  mother  suffers  at 
this  time  from  pernicious  vomiting  or  other  de- 
vitalizing disease.  An  increase  in  blood  volume  is 
found  during  the  last  trimester  and  the  first  few 
days  of  the  puerperium,  with  a relative,  not  an 


actual,  decrease  in  red  cells  and  hemoglobin.  This 
hydremia  replaces  the  blood  lost  after  labor  due 
to  blood  loss,  breast  activity,  and  hyperactivity  of 
elimination,  and  coincidentally  the  blood  returns 
to  normal.  To  some  observers  the  mild  chlor- 
anemia  of  early  pregnancy  is  noted  often  enough 
to  be  designated  a “physiologic  anemia”  of  preg- 
nancy and  the  subsequent  persistence  of  it  is 
pathologic  and  indicates  an  inability  to  regener- 
ate blood  elements  in  sufficient  quantity  to  main- 
tain the  normal.  Adler  claims  a predisposition, 
a defective  blood  regenerative  system.  Others 
believe  there  is  produced  in  the  ectodermal  cells 
of  the  syncitium  an  hemolysin  and  evidence  of  its 
effect  is  found  in  the  liver  and  spleen  with  in- 
creased iron  in  the  urine.  Freund  believes  that 
lipoid  substances  in  the  placenta  hemolyze  the 
maternal  red  cells.  Others  recognize  incompati- 
bility of  the  maternal  and  fetal  blood  as  a cause 
of  pregnancy  anemia,  while  a careful  history 
may  reveal  numerous  pregnancies,  some  with  ab- 
normal blood  loss  and  others  complicated  by  in- 
fectious disease. 

The  blood  picture  may  be  of  the  pernicious 
tvpe  as  is  so  often  found  in  hemolytic  infection 
and  the  early  recognition  and  treatment  is  very 
important.  Chronic  sepsis  will  often  be  indicated 
by  a polymorphonuclear  leukocytosis.  Perni- 
cious anemia  is  rare  and  cannot  be  recognized 
until  relapses  occur  in  the  post  puerperal  period, 
but  if  recognized  early,  abortion  is  indicated. 

The  above  recorded  case  has  a past  history  of 
six  pregnancies,  the  last  two  of  which  were  abor- 
tions requiring  curettage,  which  is  substantial 
evidence  that  blood  loss  demanded  this  pro- 
cedure. Again  during  this  pregnancy,  at  the 
eighth  month,  the  patient  was  a suspected  pre- 
eclamptic and  had  what  is  generally  termed  an 
influenzal  attack,  mild  in  character,  but  possibly 
hemolytic.  In  the  puerperium  the  blood  picture 
resembled  that  of  pernicious  anemia  and  had  be- 
come progressively  worse,  but  was  markedly  im- 
proved by  a transfusion  as  the  above  record 
shows. 

The  treatment  of  these  types  of  anemia  de- 
mands close  observation  during  pregnancy,  much 
closer  than  is  ordinarily  attained.  Blood  examin- 
ation should  be  taken  at  regular  intervals,  both 
during  the  pregnancy  and  puerperium.  Trans- 
fusion has  made  an  enormous  improvement  in 
the  outlook  of  the  “pernicious  type”  cases. 
Single  transfusion  is  often  sufficient.  Interrup- 
tion of  pregnancy  will  depend  upon  the  merits 
of  the  case.  The  pernicious  anemia  cases  require 
that  in  early  pregnancy.  Rollins  says  a case  that 
requires  transfusion  is  severe  enough  to  require 
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termination  of  pregnancy,  so  pernicious  type 
cases  respond  readily  to  transfusion  while  the 
real  pernicious  case  is  invariably  fatal.  Iron 
therapy  is  effective  in  mild  cases.  Ultraviolet 
rays  are  effective  and  may  well  be  combined  with 
medication. 


By  F.  L.  Adair,  M.D. 

4.  A case  of  Krukenbcrg  tumors. 

The  case  is  that  of  M.  T.,  private  case  No.  2214, 
M.  G.  H.,  No.  5345. 

Patient  was  first  seen  in  February,  1913,  at 
which  time  she  was  30  years  old  and  had  been 
married  six  years  without  ever  having  been  preg- 
nant. Her  family  history  was  essentially  nega- 
tive. Menstrual  history  was  established  at  17 
years  of  age,  had  been  slightly  irregular,  coming 
sometimes  three  to  four  days  before  time,  but 
usually  at  about  four  weeks  interval.  Flow  was 
scanty,  lasting  two  days,  sometimes  passed  clots. 
Has  slight  leukorrhea  about  one  week  before 
period.  Had  some  disturbance  of  urination  with 
frequency  and  nocturia,  also  some  neuritis  of  the 
right  leg. 

General  examination  revealed  nothing  of  im- 
portance. Bimanual  examination  showed  a rath- 
er small  uterus  with  retroflexion-version.  Ad- 
nexa showed  increased  resistance,  especially  on 
left,  but  no  special  tenderness  and  no  masses. 
Diagnosed  sterility  associated  with  retroversion 
flexion ; endocervicitis.  She  was  treated  with 
silver  nitrate  for  the  endocervicitis  and  a pessary 
was  used  for  some  months,  up  until  June,  1913. 

There  was  no  record  of  patient  subsequently 
until  she  reported  to  the  dispensary  of  the  Min- 
neapolis General  Hospital  in  March,  1928,  at 
which  time  she  complained  of  some  pain  in  the 
epigastrium  with  nausea  and  vomiting.  Physical 
examination  and  X-ray  of  the  gall  bladder  and 
stomach.  Gall  bladder  was  reported  normal.  She 
had  an  Ewald  test  meal  which  showed  the  pres- 
ence of  hydrochloric  acid.  There  was  no  blood 
in  the  feces  or  food.  She  was  admitted  to  the 
Minneapolis  General  Hospital  on  July  30,  1928, 
at  the  age  of  45.  Complaints  were  as  given 
above — pain  in  the  epigastrium  and  nausea  and 
vomiting.  This  present  attack  started  on  the 
28th  of  July  and  continued  until  admission. 
Patient  has  had  stomach  trouble  for  a long  time, 
associated  with  attacks  of  vomiting  after  meals, 
not  related  to  any  particular  type  of  food.  These 
attacks  come  on  at  irregular  intervals,  several 
weeks  apart.  W hen  not  having  an  attack,  she 
had  no  particular  pain  or  distress.  She  also 


477 

complains  of  some  pain  in  the  back,  especially 
on  the  left.  This  pain  does  not  radiate  in  the 
epigastric  region.  She  can  eat  most  any  kind 
of  food  and  is  not  troubled  much  with  flatulency. 

The  physical  examination  was  unimportant 
except  for  slight  tenderness  in  epigastrium  on 
very  deep  palpation ; similar  tenderness  on  deep 
palpation  over  the  appendiceal  region.  Liver 
and  spleen  were  not  palpable.  On  deep  palpa- 
tion, in  the  hypogastric  region,  a mass  about  10 
cm.  in  diameter  can  be  palpated,  lying  rather 
deeply  in  the  pelvis  and  reaching  about  4-5  cm. 
above  the  symphysis.  This  mass  was  not  tender. 
The  stomach  was  examined  and  patient  placed 
on  a Sippy  diet. 

On  August  15,  an  attempt  was  made  to  ob- 
tain stomach  contents  but  none  were  obtained. 
August  25,  70  c.c.  of  stomach  contents  obtained 
and  there  was  an  absence  of  free  hydrochloric 
acid.  The  patient’s  temperature  was  normal  with 
a pulse  range  from  60-95,  blood  pressure  130/80. 

A gynecological  examination  was  made  on 
August  5,  at  which  time  the  following  findings 
were  reported : Multiparous  external  genitalia, 
perineum  intact ; no  urethral  discharge ; both 
Bartholin  glands  slightly  enlarged,  but  no  red- 
ness around  orifices.  Cervix  had  a slight  bilat- 
eral tear  and  pointed  downward  and  backward. 
It  lay  to  the  left  of  the  midline  and  felt  cystic  and 
was  somewhat  eroded.  The  corpus  of  the  uterus 
seemed  somewhat  irregular  and  enlarged,  rather 
firm,  and  lay  to  the  left  of  the  midline  and  ante- 
flexed.  In  the  left  adnexal  region,  no  masses 
were  palpable.  In  the  right  adnexal  region, 
there  was  a firm  hard  mass,  seemed  to  be  about 
5-6  cm.  in  diameter.  This  mass  seemed  to  be 
adherent.  Diagnosis  was  a lacerated  cystic  cer- 
vix ; chronic  Bartholinitis ; probable  small  mul- 
tiple fibroids  ; probable  chronic  bilateral  salpingo- 
oophoritis  with  inflammatory  adnexal  tumor  on 
the  right. 

On  August  1,  an  X-ray  examination  was  made 
which  showed  two  projections  from  the  lumen 
of  the  stomach  along  the  lesser  curvature  near 
the  antrum.  These  projections  are  fairly  char- 
acteristic of  ulcer  niche;  one  of  these  is  fairly 
large,  the  base  of  the  niche  measuring  about 
3 cm.,  a smaller  niche  on  a base  of  about  14 
mm.  located  distal  to  the  larger  one.  Appear- 
ance is  fairly  characteristic  of  multiple  gastric 
ulcers.  At  six  hours,  there  is  about  25  per  cent 
retention  meal  in  the  stomach  and  at  24  hours 
there  is  still  some  barium  in  the  terminal  ileum 
which  is  probably  associated  with  the  slow  emp- 
tying of  the  stomach.  X-ray  impressions:  Mul- 
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tiple  gastric  ulcers  of  a penetrating  type  and 
probably  benign. 

During  stay  in  the  hospital  urine  examination 
was  essentially  negative.  Blood  examination 
showed  hemoglobin  about  65 ; R.  B.  C.,  3,290,- 
000;  W.  B.  C.  practically  normal.  Operation 
was  advised  but  the  patient  refused  and  was  dis- 
charged on  September  1,  1928. 

This  patient  consulted  me  on  February  6,  1929, 
at  which  time  she  stated  that  she  had  noticed  a 
firm  mass  in  the  left  lower  quadrant  of  the  ab- 
domen for  two  months  and  that  she  had  consid- 
erable pain  in  the  lower  abdomen  for  the  pre- 
ceding week.  She  also  had  frequency  of  urina- 
tion with  no  dysuria  and  some  nocturia.  Passes 
only  a small  quantity  at  a time.  She  has  nausea 
but  no  vomiting,  no  soreness  of  the  breasts.  She 
also  has  considerable  epigastric  distress  and 
flatulency.  Appetite  has  been  very  poor  for  the 
past  two  weeks.  Last  menstrual  period  was  Oc- 
tober 10,  1928,  and  before  that  had  been  quite 
regular.  Physical  examination  was  essentially 
negative,  except  for  the  abdominal  and  pelvic 
findings.  On  bimanual  examination,  there  was 
a rather  firm  rounded  movable  mass  in  the  left 
lower  quadrant  of  the  abdomen,  about  the  size 
of  a grape-fruit.  There  was  also  a large  mass  in 
the  right  lower  quadrant  extending  about  two  fin- 
ger breadths  above  the  navel,  firm  in  consistence. 
A ascular  bruit  was  heard  in  the  right  hypogastric 
region.  On  pelvic  examination,  there  was  some 
bloody  vaginal  discharge.  There  was  some  bi- 
lateral tear  of  the  cervix  with  irregular  margins. 
Corpus  was  hard,  mobility  restricted,  seemed  ir- 
regular in  form.  Bilateral  masses  could  be  felt, 
the  large  one  being  on  the  right.  These  masses 
were  not  fixed  and  could  be  moved  more  or  less 
independently  of  the  uterus.  Operation  was  ad- 
vised. About  two  weeks  later  the  patient  was 
sent  to  the  hospital.  These  movable  masses  were 
more  distinct  in  the  lower  abdomen  ; she  also  had 
considerable  distention  of  the  abdomen  with  dull- 
ness in  the  flanks  and  demonstrable  fluid  waves. 
A diagnosis  of  probable  Krukenberg  tumors  was 
made  and  an  exploratory  laparotomy  was  ad- 
vised. Phis  was  done  on  the  23rd  of  February 
at  which  time  these  masses,  though  somewhat 
adherent,  were  removed  without  great  difficultv, 
free  fluid  was  evacuated  from  the  peritoneal  cav- 
ity to  the  amount  of  several  quarts.  This  fluid 
was  somewhat  blood  stained.  On  exploration  of 
the  abdomen,  an  elongated  mass  could  be  felt 
toward  the  pyloric  end  of  the  stomach  and 
seemed  to  be  on  the  greater  curvature.  This 
mass  had  a somewhat  irregular  and  granular 
feeling,  surface  was  quite  indurated.  No  im- 


plantations or  metastases  were  demonstrable  in 
the  utero-vesical  or  recto-vesical  pouches. 

The  patient  has  made  a fairly  good  recovery 
from  operation  and  is  still  in  the  hospital.  She 
now  has  an  enlarged  lymphatic  node  in  the  su- 
praclavicular region  of  the  right  side. 

A.  Mayer  outlines  ovarian  tumors  as  follows : 
I.  Anatomical  and  clinical  peculiarities. 

I.  Retention  cysts,  non-proliferating  tumors 
Definition 

Origin 

Follicle  cysts ; Lutein  cysts ; Lutein  cysts 
in  association  with  Hydatidiform  Mole 
and  Chorioepithelioma ; Ovarian  Hema- 
toma and  Corpus-luteum  Abscess. 

II.  Proliferating  Ovarian  Tumors 

A.  Epithelial  tumors 

I.  Benign  form 

Cystoma  serosum  simplex ; Cystadeno- 
ma ; Adenoma  solidum  serosum  simplex 

II.  Malignant  tumors 

Primary  ovarian  carcinoma ; Metastases 
of  ovarian  tumor;  Secondary  (metas- 
tatic) ovarian  tumor;  Krukenberg  tu- 
mor 

B.  Stromal  tumors 

I.  Mature,  benign  form 

Fibroma  and  fibromyoma  ovarii ; Oste- 
oma ovarii ; Chondroma  ovarii ; Myx- 
oma ovarii ; Angiome  and  neurome  of 
the  ovaries 

II.  Immature,  malignant  stromal  tumors 
Sarcoma  of  the  ovaries ; Endothelium 
of  the  ovaries 

C.  Mixed  or  teratoid  tumors 

Ordinary  demoid,  dermoid  cyst,  tera- 
toma adultum  ; Struma  ovarii ; Second- 
darv  malignant  dermoid;  Teratoblas- 
toma,  solid  teratoma ; Chorionepitheli- 
oma  ovarii 

This  tumor  was  first  described  by  Krukenberg 
under  the  name  fibrosarcoma  mucocellulare  car- 
cinomatodes.  This  was  under  Marchand’s  guid- 
ance who  later  substituted  the  name  carcinoma 
mucocellulare. 

These  tumors  are  rarely  primary,  but  such 
cases  have  been  authoritatively  described.  As 
a rule  they  are  metastatic.  Since  the  work  of 
Schlagenhaufer  and  Stroganova,  many  believe 
they  are  always  secondary  and  have  applied  the 
name  carcinoma  ovarii  metastaticum. 

Mayer  in  eleven  cases  found  seven  certainly 
metastatic  and  one  which  was  primary.  All  of 
his  secondary  tumors  followed  primary  carcin- 
oma of  the  stomach. 

The  primary  tumor  may  be  very  small,  but  is 
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usually  located  in  the  stomach,  gall-bladder  or 
intestine. 

The  frequency  of  Krukenherg  tumors  was  1 1 
in  682  cases  of  ovarian  tumors  or  1.6  per  cent 
(Mayer)  or  11:165,  6.6  per  cent  of  malignant 
ovarian  tumors. 

The  most  important  characteristic  is  the  seal 
ring  cell.  The  gross  appearance  is  not  peculiar 
— usually  bilateral  and  on  section,  usually  solid, 
glazed,  soft  and  medullary.  Next  to  solid  parts 
are  spaces,  larger  or  smaller,  which  may  be  from 
degeneration,  dilated  lymph  spaces  or  cysts  lined 
with  epithelium. 

Bilateral  tumors  might  be  expected  to  be  metas- 
tatic ; with  these  tumors  there  is  usually  ascites, 
with  metastases  in  peritoneum,  intestine,  omen- 
tum and  Douglas  space.  Without  ascites  there 
are  usually  no  metastases.  With  ascites  there 
is  no  permanent  cure. 

The  average  age  is  about  39-42  years,  some- 
what less  than  in  the  primary  46.5  years. 

Primary  tumors  are  more  often  found  after 
the  menopause — menstrual  disturbance  more 
common  in  secondary  ovarian  carcinoma.  Men- 
struation may  be  normal  or  there  may  be  met- 
rorrhagia, scanty  menstruation  or  amenorrhea. 

If  operation,  it  should  be  radical ; but  the  prog- 
nosis is  bad.  Of  eleven  patients  (Mayer)  only 
one  lived  longer  than  six  years ; most  of  them 
died  within  3-4  months  or  at  most  within  1 J4 
years  after  operation. 

Kune,  Pancoast,  and  Pendergrass  studied  ef- 
fect of  radiation  on  40  cases  of  ovarian  car- 
cinoma. In  24  of  these,  operation  and  micro- 
scopic examination  proved  the  character  of  the 
growth.  Varying  results  cannot  be  predicted. 
If  not  beneficial  with  first  series  of  treatment, 
further  treatment  is  useless. 

With  ascites  and  evidence  of  peritoneal  car- 
cinomatosis without  removal  of  primary  tumor 
only  relief  from  pain  and  retardation  of  ascites. 
Exceptionally  reduction  of  masses  and  disap- 
pearance of  ascites.  Prolongation  of  life  doubtful. 

With  removal  of  growth,  irradiation  may  be 
of  more  value  in  relief  of  symptoms  and  pro- 
longation of  life.  Ford  considers  surgical  cures 
difficult.  He  reports  cases  in  Mayo  Clinic  1920- 
1923.  These  tumors  are  reported  as  ( 1 ) adeno- 
carcinoma ; (2)  solid  carcinoma,  (3)  papillary 
cystadenoma.  Primary  and  secondary  should  he 
differentiated.  There  is  malignancy  in  about  10 
per  cent  of  ovarian  tumors. 

Sarcoma  reaches  peak  in  second  decade  of 
life.  Carcinoma  mostly  between  fifth  and  sixth 
decade.  Ovarian  tumors  often  symptomless  un- 
til far  advanced,  especially  early  bilateral  growths. 


Early  clinical  differentiation  between  benign 
and  malignant  tumors  is  difficult ; immediate  op- 
eration is  indicated.  In  all  papillary  growths, 
bilateral  salpingo-ovarectomy  and  hysterectomy 
is  indicated.  Immediate  mortality  13.3  to  24 
per  cent.  Operability  30-40  per  cent.  Radiation 
valuable.  Of  59  cases  treated,  18  survived  4-7 
years.  Post-operative  radiation  seems  to  palliate 
symptoms  and  prolong  life.  Repeated  moderate 
irradiation  advised. 
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American  Iu.ustrated  Medical  Dictionary.  A com- 
plete dictionary  of  the  terms  used  in  Medicine, 
Surgery,  Dentistry,  Pharmacy,  Chemistry,  Nurs- 
ing, Veterinary  Medicine,  Biology,  Medical  Bi- 
ography, etc.  By  W.  A.  Newman  Dorland,  M.D., 
Member  of  the  Committee  on  Nomenclature  and 
Classification  of  Diseases  of  the  American  Medi- 
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107  of  them  in  colors,  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1929.  Flexible  binding, 
Plain  $7.00  net;  Thumb  Index  $7.50  net. 

Whether  medicine  be  considered  an  art  or  a sci- 
ence, .or,  best  of  all,  as  both,  accuracy  is  of  the 
prime  importance.  Illiteracy,  as  shown  by  the 
misspelling  of  words,  the  confusion  of  singular  and 
plural,  the  misuse  of  one  word  for  another  quite 
similar  in  sound  and  appearance  but  of  very  differ- 
ent meaning,  the  neglect  of  proper  punctuation 
marks  disfigures  an  art;  it  may  ruin  a science,  where 
lack  of  exactness  may  mislead  grossly  and  dis- 
astrously. 

These  truths  are  as  self-evident  as  those  in  Pie 
preamble  of  the  Declaration  of  Independence.  Too 
often  are  they  disregarded  by  the  unthinking  doctor, 
who  looks  upon  extreme  exactness  as  superfluous 
and  unpractical,  and  goes  on  ignoring  his  many 
blunders  in  speech  and  writing,  blunders  often  so 
gross  that  the  medical  editor  is  amazed,  and  finds 
it  difficult  to  believe  that  such  ignorance  is  com- 
patable  with  the  intelligent  practice  of  medicine. 

The  moral  of  these  remarks  is  that  the  medical 
dictionary  is  as  indispensable  a member  of  the  doc- 
tor’s library  as  is  the  anatomy.  Few  medical  men 
are  so  learned  that  they  do  not  need  to  consult  it 
daily.  Let  any  doctor  try  the  experiment  of  look- 
ing up  every  word  he  uses  of  whose  spelling,  pro- 
nunciation, or  exact  meaning  he  is  not  absolutely 
sure,  and  the  result  will  be  a revelation.  Further, 
it  is  safe  to  predict  that  with  many  of  the  words 
he  feels  quite  sure  of  he  is  not  entirely  in  accord 
with  the  dictionary. 

The  fourteen  preceding  editions  of  Dorland’s  have 
received  many  commendations  in  these  columns 
and  this,  the  fifteenth,  deserves  all  that  has  been 
said  before.  Several  thousand  new  words  having  been 
added  from  the  literature  of  the  last  ten  years 
shows  that  new  medical  terms  are  coined  at  the 
rate  of  at  least  half  a dozen  a day,1  an  appalling 
thought.  The  preface  calls  attention  to  the  method 
of  arrangement  of  subject  matter  making  for  the 
greatest  convenience  of  consultation. 

— W.  Davis,  M.D. 
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WHAT  A PHYSICIAN  SHOULD  EXPLAIN 
TO  HIS  PATIENTS 

There  are  many  patients  who  go  in  to  consult 
a physician  as  to  their  aches  and  pains  and 
other  ailments,  and  they  come  out  with  the  idea 
that  the  doctor  does  not  think  there  is  much 
the  matter  with  them.  So  they  go  to  another 
man  who  promptly  tells  them  they  have  an  ap- 
pendicitis and  promptly  proceeds  to  take  out 
the  appendix.  The  latter  is  a much  more  rea- 
sonable thing  to  the  patient  than  simply  ignor- 
ing their  complaints.  We  do  not  know  what  the 
patients  really  think  of  what  we  think,  neither 
can  they  know  what  we  think.  You  cannot  ex- 
plain everything  to  them.  A patient  may  have 
a pain  in  her  back,  and  we  look  for  a uterine 
displacement,  but  we  wind  up  by  putting  some 
adhesive  plaster  over  the  back  for  a few  days 
and  the  pain  subsides  because  the  muscles  have 
a chance  to  rest. 

Then,  too,  we  are  altogether  too  hesitant  about 
explaining  things  to  the  patient.  The  patient 
has  a right  to  know  what  is  to  be  done  so  far 
as  a general  outline  is  concerned,  so  she  may 
consider  it.  For  instance,  no  woman  wants  to 
have  her  tonsils  removed  or  her  ovarian  tube-, 
removed  unless  she  receives  a very  good  reason 
for  it.  But  when  she  once  knows  it  is  neces- 
sary in  order  to  prevent  infection  or  to  prevent 


the  ovary  from  growing  larger,  then  she  under- 
stands in  her  own  way,  although  we  have  not 
fully  explained  it.  For  example,  a surgeon  dis- 
covers a tumor,  but  it  is  not  announced  until 
later.  Then  the  query  among  the  patient’s  fami- 
ly and  the  dotcor  is,  Should  the  turner  be  re- 
moved? Would  the  patient  stand  the  operation? 
So,  to  do  the  patient  a good  service,  she  is  sent 
to  the  hospital,  where  every  examination  pos- 
sible can  be  made.  Then  both  patient  and  doc- 
tor feel  much  more  assured  about  the  results. 
Sometimes  it  is  necessary  to  explain  to  the  pa- 
tient that  an  improvement  is  expected,  not  a 
cure,  through  the  removal  of  a small  fibroid  tu- 
mor. We  have  known  fibroid  tumors  to  grow 
to  an  enormous  size,  whereas  they  might  have 
been  removed  at  an  early  date  and  such  a ca- 
lamity prevented,  if  the  patient  had  been  prop- 
erly approached. 

A patient  is  often  exceedingly  disturbed  by 
the  application  of  radium.  She  is  sometimes 
told  by  her  doctor  that  it  doesn’t  amount  to  any- 
thing at  all.  It  is  explained  to  the  patient  that 
a small  tube  is  inserted  for  four  hours,  then  it 
is  removed  and  she  will  be  able  to  leave  the 
hospital  in  two  days  on  her  own  feet.  The  pa- 
tient then  wants  to  know  what  the  pain  con- 
nected with  such  an  application  means,  and  the 
doctor  informs  her  that  she  will  have  very  little 
pain ; that  she  will  be  seasick  for  a couple  of 
days  or  a few  hours,  but  that  in  three  days  she 
will  be  normal.  That  may  or  may  not  be  the 
right  thing  to  say.  Again,  the  individual  case 
must  be  considered  first.  What  kind  of  a wo- 
man is  she — patient,  enduring,  or  nervous  and 
afraid  of  pain?  The  surgeon  is  absolutely  hon- 
est ; he  has  no  more  practice  than  he  can  com- 
fortably take  care  of,  but  he  has  no  thought 
of  trying  to  influence  the  patient  to  engage  his 
services.  But  he  is  a busy  man,  and  hurried, 
and  he  merely  gives  the  patient  the  best  advice 
of  which  he  is  capable,  evidently  telling  her 
nothing  he  should  not  have  told  her.  But  in 
some  instances  the  patient  of  such  a surgeon  is 
left  in  absolute  ignorance  of  the  details  of  her 
treatment.  For  instance,  she  enters  the  hospi- 
tal at  seven  o’clock  in  the  morning,  after  a warn- 
ing from  the  doctor’s  nurse  to  omit  breakfast. 
She  sits  in  a chair  assigned  to  her  and  congratu- 
lates herself  that  she  is  to  escape  so  easily.  She 
contemplates  two  days  rest  in  bed,  when  a nurse 
enters  and  advises  her  that  certain  steps  “pre- 
liminary to  the  operation  would  now  be  taken.” 
The  patient  explains  that  she  is  not  there  to 
undergo  an  operation,  but  to  undergo  radium 
treatment.  “Yes,  I know,”  the  nurse  says 
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pleasantly,  and  evidently  she  does  not  know 
for  she  proceeds  to  administer  all  the  attentions 
preceding  a major  operation.  Soon  the  patient 
finds  herself  in  gown  and  boots,  and  she  gives 
up  hope  as  to  what  is  to  happen  under  the  sooth- 
ing influence  of  the  “pre-operation  shot.”  She 
is,  of  course,  carted  into  the  operation  room  and 
back  again.  She  awakens  with  nausea  which 
continues  for  twenty-four  hours.  At  the  end 
of  the  second  day  the  doctor,  true  to  his  promise, 
authorizes  her  discharge  from  the  hospital.  1 his 
patient  was  a lay  patient  and  unable  to  ask  any 
questions,  and  the  doctor  had  told  her  he  did 
not  believe  an  operation  was  indicated.  He  had, 
in  fact,  suggested  a substitute.  She  was  on 
the  examination  table,  worried,  and  anxious. 
He  had  not  mentioned  an  anesthetic.  He  failed 
to  explain  the  necessity  for  this  procedure. 
They  were  details  which  he  assumed,  as  a mat- 
ter of  course.  When  she  got  through  she  ex- 
pected a bill  for  a room,  two  days  at  $16,  and 
a laboratory  fee  of  $3.50,  making  a total  of 
$19.50.  This  is  the  bill  she  received: 

Room,  2 days  $16.00  . 

Special  nurse,  2 days 12.00 

Night  nurse  7.00 

Board  for  day  nurse  2.50 

Board  for  night  nurse 1.25 

Laboratory  fees  3.50 

Operating  room  10.00 

Anesthetist  15.00  $67.25  Total 

No  wonder  the  woman  nearly  had  a fit ! The 
doctor  was  negligent  in  not  explaining  what  her 
fees  might  be. 

Of  course,  a great  many  patients  go  to  many 
hospitals  and  take  what  is  coming  to  them  and 
never  inquire  about  the  cost.  It  seems  to  us 
that  every  patient  should  consult  with  the  super- 
intendent or  the  business  manager,  or  perhaps 
the  resident  physician,  and  find  out  how  much 
his  bill  is  likely  to  be.  It  is  a business  transac- 
tion. But  it  is  our  concern  to  criticize  both  the 
doctor  and  the  attendants,  as  well  as  the  hos- 
pital, for  not  explaining  to  lay  people,  who  know 
nothing  about  hospital  rates,  something  about 
the  bill  and  what  it  is  likely  to  be,  providing  also 
for  the  extras  that  are  or  may  be  suggested. 
These  extras  may  come  up  and  they  may  not. 
Or  if  the  doctor  chooses  he  can  arrange  with  the 
hospital  and  with  the  patient  about  what  the 
patient  will  have  to  pay,  and  he  takes  into  con- 
sideration all  the  possibilities — or  he  should  do 
so  if  he  has  not  established  that  as  a habit.  Such 
statement  on  the  part  of  the  doctor  would  avoid 


the  successive  shocks  the  patient  commonly  re- 
ceives during  the  two  days  in  the  hospital.  And 
if  we  doctors  were  a little  more  explicit  with 
our  patients  about  fees  and  prices,  including  our 
care  and  treatment,  we  would  have  a good  deal 
less  trouble  to  contend  with.  The  clinics  em- 
ploying a business  man  manager  relieves  the 
doctors  of  the  wear  and  tear  of  collecting  ac- 
counts. But  it  is  not  quite  honest  for  a man 
to  send  a patient  into  a hospital  without  giving 
him  the  privilege  of  finding  out  what  is  going 
to  be  done.  There  are  any  number  of  cases  on 
record  where  the  hospital  receives  a patient,  the 
doctor  comes  in  to  do  a certain  surgical  opera- 
tion and  finds  a certain  something  else  that  he 
thinks  is  more  important,  but  he  has  forgotten 
to  tell  his  patient  about  it  subjecting  himself 
therefore  to  a suit  for  damages. 

THE  NEW  HOME  OF  THE  HENNEPIN 
COUNTY  MEDICAL  SOCIETY 

For  more  than  twenty  years  the  Hennepin 
County  Medical  Society  has  been  the  guest  of 
the  Donaldson  Building,  where  they  occupied 
part  of  a floor;  but  the  Society  grew  so  large, 
now  having  525  members,  that  the  rooms  were 
inadequate  to  house  it  and  the  library  belonging 
to  the  Society,  so  they  found  it  necessary  to 
move.  Consequently,  when  they  were  offered 
the  entire  twentieth  floor  of  the  Medical  Arts 
Building,  and  allowed  to  fix  it  up  to  suit  them- 
selves, they  took  advantage  of  the  offer.  They 
spent  about  $20,000  on  furnishings,  and  new 
bookcasings  of  metal,  and  such  other  equipment 
as  was  needed.  Two  assistants  are  employed 
in  the  office,  one  as  stenographer  and  the  other 
as  librarian,  so  the  service  is  good. 

The  space  has  been  divided  so  they  have  an 
auditorium  which  will  seat  350.  It  has  very 
comfortable  seats  and  has  enough  lights  and 
electrical  fixtures  to  make  it  very  convenient 
for  all  purposes,  exhibits  and  lantern  demon- 
strations, as  well  as  for  clinics,  and  even  X-ray 
apparatus  may  be  used  conveniently.  The 
acoustic  properties  are  very  good  and  one  can 
hear  equally  well  in  the  back  or  the  front  part 
of  the  auditorium.  The  middle  of  the  hall  is 
occupied  by  a wide  aisle  communicating  with 
the  library  and  with  the  inside  lounge  room. 
The  latter  was  fitted  up  at  an  expense  of  $5,900, 
and  we  are  only  afraid  that  the  doctors  will  like 
the  lounge  room  so  much  they  will  not  always 
attend  the  meetings  as  they  should.  But  so  far 
thev  have  been  very  much  interested  and  have 
contributed  money  enough,  or  nearly  so,  to  out- 


THE  JOURNAL-LANCET 


-.82 

fit  the  entire  twentieth  floor.  Facing  the  street, 
in  front  of  the  lounge  room,  is  a balcony  fitted 
up  with  garden  chairs  and  tables  where  one  may 
have  one’s  luncheon  served.  The  floor  is  cov- 
ered with  very  attractive  tiling,  and  it  is  an  im- 
pressive out-of-door  place. 

The  library  contains  a very  large  number  of 
volumes,  and  is  a suitable  place  to  go  when 
one  wants  to  look  up  a medical  subject. 

The  expectation  is  that  this  will  be  the  perma- 
nent residence,  or  at  least  until  such  time  as  they 
can  build  their  own  building,  of  the  Hennepin 
County  Medical  Society ; they  have  a certain 
amount  of  money  on  hand  for  a building  of 
their  own,  but  too  small  an  amount  to  attempt 
a building  suitable  for  a medical  association. 

The  elevator  service  is  wonderful.  In  taking 
an  elevator  from  the  ground  floor  to  the  twenti- 
eth floor,  one  is  impressed  with  the  smooth  and 
quiet  running  of  the  elevators,  and  the  fact  that 
it  is  possible  to  go  up  twenty  stories  very  rap- 
idly without  noticing  the  lift,  and  one  is  dis- 
charged at  the  twentieth  floor  without  jar  or 
discomfort. 

It  has  required  the  constant  efforts  of  five  or 
six  men  to  look  after  the  removal  and  re-estab- 
lishment of  the  Society  quarters,  chiefly  among 
them  being  Dr.  N.  O.  Pearce,  the  president  for 
this  year,  Dr.  Stephen  Baxter,  and  the  president- 
elect, Dr.  E.  L.  Gardner,  who  have  been  busy 
looking  after  the  details.  They  certainly  have 
attended  to  their  duties  faithfully  and  made 
the  new  home  of  the  Hennepin  County  Medical 
Society  a most  attractive  place. 

The  new  quarters  were  opened  formally  on 
Wednesday,  October  fourth,  at  which  time  Doc- 
tor Harris,  the  president  of  the  American  Medi- 
cal Association,  was  one  of  the  honored  guests, 
as  was  Dr.  W.  J.  Mayo,  of  Rochester.  The 
Reverend  Phillips  Osgood,  of  Minneapolis,  acted 
as  chaplain  and  dedicated  the  new  quarters  in 
a very  fitting  way.  Dr.  J.  T.  Christison,  of  St. 
Paul,  president  of  the  Minnesota  State  Medical 
Association,  was  also  there  and  spoke  very  nice- 
ly on  the  arrangement  and  said  he  had  been  at 
meetings  of  the  Hennepin  County  Medical  So- 
ciety so  often  that  he  felt  quite  at  home.  The 
dedication  ceremonies  lasted  only  an  hour  and  a 
half.  They  had  a full  house.  Then,  the  next 
day  some  men  from  Chicago  gave  dry  clinics 
in  the  meeting-room,  which  were  well  attended. 
Everyone  was  enthusiastic  about  the  entire  ar- 
rangement. The  third  day,  Saturday,  medical 
men  from  various  parts  of  the  country  gave 
medical  dry  clinics,  and  they  seemed  to  enjoy  it 
as  much  as  did  the  members  of  the  Hennepin 


County  Medical  Society  themselves. 

On  Friday  night  the  ladies  of  the  Auxiliary 
entertained  with  a dance  and  other  amusements. 
Then,  on  Saturday  night,  a smoker  was  given, 
all  in  keeping  with  the  opening. 

An  exhibition  of  ancient  surgical  instruments 
used  in  Minnesota  and  other  paraphernalia  used 
in  the  practice  of  medicine  are  on  display  and 
they  will  remain  so. 

We  would  strongly  urge  any  visiting  medical 
man  who  comes  to  Minneapolis  to  inspect  the 
Society  rooms.  There  will  be  no  difficulty  about 
it,  and  he  may  go  himself,  or  be  introduced  by 
a member  of  the  Society.  The  Hennepin  Coun- 
ty Medical  Society  is  proud  of  its  achievement 
so  far,  and  being  the  largest  county  society  in 
the  state  it  ought  to  attract  marked  interest. 

We  publish,  on  another  page,  the  addresses 
given  at  the  opening  meeting. 


NEWS  ITEMS 


Dr.  Henry  Wireman  Cook,  wife,  and  daugh- 
ter have  gone  to  Europe. 

Dr.  C.  A.  Platou  has  moved  from  Litchville, 
N.  D.,  to  Valley  City,  N.  D. 

Dr.  F.  G.  Benn  and  wife,  of  Minneapolis, 
have  returned  from  Europe. 

Dr.  A.  V.  Fankboner  has  moved  from 
Aurora,  Minn.,  to  Virginia,  Minn. 

Dr.  W.  H.  Christianson  has  moved  from 
Wykoff,  Minn.,  to  Rochester,  Minn. 

Dr.  C.  L.  Swift,  of  Mobridge,  S.  D.,  expects 
to  complete  his  hospital  building  soon. 

Jamestown,  N.  D.,  is  opening  bids  this  week 
for  the  erection  of  an  isolation  hospital. 

Dr.  F.  H.  K.  Schaff  and  wifek  of  Minneapo- 
lis, have  returned  from  a trip  to  Europe. 

Dr.  and  Mrs.  A.  E.  Smith,  of  Minneapolis, 
are  home  from  a two  months  trip  in  Europe. 

Dr.  R.  E.  McDonald  and  wife  of  Minneapolis, 
have  returned  from  a two  months’  visit  to 
Europe. 

The  Minnesota  Surgical  Society,  organized 
in  June,  held  its  first  quarterly  meeting  at  Du- 
luth last  month. 

Dr.  F.  T.  Lang,  of  Montpelier,  N.  D.,  has  re- 
turned from  a six  months  graduate  course  of 
study  in  Vienna. 
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The  community  hospital  at  Moose  Lake, 
Minn.,  under  the  charge  of  Dr.  Thomas  Moe, 
opened  last  month. 

Dr.  John  F.  Turgeson  is  leaving  Jamestown. 
N.  D.,  Oct.  15,  to  he  associated  with  Dr.  Engstad 
in  Grand  Forks,  N.  D. 

Dr.  George  J.  Wilson,  a pioneer  physician  of 
Moorhead,  Minn.,  died  last  month  in  Minne- 
apolis at  the  age  of  ninety-four. 

Dr.  A.  C.  Dean,  of  Crookston,  Minn.,  has 
moved  to  Hot  Springs,  S.  D.,  and  become  a 
member  of  the  Hot  Springs  Clinic. 

Dr.  W.  E.  Hart  of  Bloomington  Avenue, 
Minneapolis,  has  purchased  the  practice  of  Dr. 
W.  E.  Klaveness,  at  Monticello,  Minn. 

Drs.  J.  M.  Arnson  and  S.  W.  Giere,  asso- 
ciated with  Dr.  F.  H.  Pederson  (dentist)  at 
Benson,  Minn.,  have  organized  the  Benson 
Clinic. 

The  American  Public  Health  Association, 
which  held  its  annual  session  in  Minneapolis 
last  week,  will  hold  its  next  annual  session  in 
Fort  Worth,  Texas. 

Dr.  A.  W.  Guest,  Superintendent  of  the  North 
Dakota  State  Hospital,  has  accepted  a position 
in  a hospital  in  Athens,  Ohio.  He  left  James- 
town, September  28. 

The  series  of  health  meetings  held  in  Minne- 
apolis from  September  30  to  October  6 brought 
to  the  city  many  notable  men  and  women  en- 
gaged in  health  work. 

The  physicians  of  Breckenridge,  Minn.,  and 
surrounding  towns  are  giving  the  nurses  in  St. 
Francis  Hospital  evening  lectures  in  their 
nurses’  course  of  training. 

Dr.  E.  K.  Geer,  of  St.  Paul,  presented  his 
thesis  before  the  Minnesota  Academy  of  Medi- 
cine last  week.  His  subject  was  “Evulsion  of 
the  Phrenic  Nerve  for  Pulmonary  Tuberculosis.” 

Work  was  begun  last  month  on  the  new  hos- 
pital building  of  Dr.  C.  E.  Lowe,  of  Mobridge, 
S.  D.  It  will  be  ready  for  occupancy  by  Janu- 
ary 1 . Its  cost,  with  equipment,  will  exceed 
$25,000. 

Dr.  N.  D.  Kean,  of  Coleraine,  Minn.,  has 
given  up  work  in  the  hospital  of  that  city  after 
twenty-four  years  service.  Dr.  E.  Rowles  re- 
mains in  charge  of  the  hospital  and  Dr.  Kean 
goes  to  Kansas  City. 
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The  new  Nurses’  Home  of  St.  Mary’s  Hospi- 
tal of  Minneapolis  was  open  for  inspection  on 
October  1 and  2.  Several  hundred  visitors  called 
at  the  Home  and  admired  the  new  building, 
which  cost  over  $450,000. 

Dr.  H.  O.  McPheeters,  of  Minneapolis,  is 
the  author  of  a work  on  “Varicose  Veins  with 
Special  Reference  to  the  Injection  Treatment,” 
issued  from  the  press  of  F.  A.  Davis  Company. 
His  work  will  soon  be  noticed  in  these  columns. 

Dr.  Geo.  E.  Vincent  of  the  Rockefeller  Foun- 
dation, announced  last  week  that  the  plan  to 
found  a great  hospital  at  the  University  of  Min- 
nesota at  a cost  of  a million  or  two  dollars  giv- 
en by  the  Rockefeller  Foundation  had  been 
given  up. 

The  Stutsman  County  (N.  D.)  Medical  Soci- 
ety met  at  the  State  Hospital,  September  30.  A 
symposium  on  insanity  was  given  by  the  staff 
of  the  Hospital.  The  meeting  was  well  attended, 
and  a lunch  followed  the  meeting,  which  was 
a real  success. 

Dr.  A.  J.  Chesley,  secretary  of  the  Minnesota 
State  Board  of  Health,  was  elected  president 
last  week  of  the  American  Public  Health  As- 
sociation for  next  year,  and  Dr.  F.  E.  Harring- 
ton, health  commissioner  of  Minneapolis,  was 
elected  Third  Vice-president. 

The  Hill-Young  School  of  Corrective  Speech 
has  moved  from  Minneapolis  to  2809  So.  Hoov- 
er St.,  Los  Angeles,  Calif.  This  is  a real  school 
of  corrective  speech,  and  Mr.  and  Mrs.  Young 
are  doing  a work  that  commended  itself  to  our 
leading  physicians,  and  cannot  fail  to  commend 
itself  to  physicians  of  the  Coast. 

Blaine  A.  Young,  M.D.,  of  Hot  Springs,  S. 
D.,  left  this  month  for  Long  Beach,  California. 
He  will  spend  the  winter  there  and  will  probably 
locate  permanently.  Dr.  Young  has  been  sur- 
geon at  the  South  Dakota  State  Soldiers  Home 
and  County  Physician,  as  well  as  caring  for  a 
private  practice.  He  has  lived  in  Hot  Springs 
eleven  years. 

Dr.  C.  P.  Truog,  of  Minneapolis,  has  pur- 
chased the  practice  of  Dr.  R.  I.  Stewart,  of 
Lindstrom,  Minn.,  but  Dr.  Truog  will  not  take 
up  the  work  until  December  1,  when  he  will 
join  the  firm.  Dr.  Stewart  will  remain  until 
January  1,  when  he  begins  a two-year  course 
of  surgical  training  in  the  Minneapolis  General 
Hospital  and  the  Mayo  Clinic. 
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The  Minnesota  Medical  Alumni  Association 
announces  that  the  annual  meeting  this  year  will 
be  bigger  and  better  than  any  annual  meeting 
yet  held.  There  will  be  a scientific  program 
for  Friday,  November  15.  The  papers  will  be 
one-half  hour  each,  with  no  discussion,  and  will 
be  given  by  the  following  men : from  the  Univer- 
sity, Drs.  Leo.  Rigler,  Owen  Wangensteen,  J.  C. 
Litzenberg,  S.  E.  Sweitzer,  Emil  Geist,  and 
Frank  Burch;  from  St.  Paul,  Drs.  W.  R. 
Shannon  and  E.  M.  Hammes ; from  Minne- 
apolis, Dr.  G.  D.  Head;  from  Duluth,  Dr.  E.  L. 
Tuohy;  from  Rochester,  Dr.  W.  F.  Braasch. 
Dr.  J.  Durand,  Minnesota  alumnus  from  Seattle, 
will  also  be  present  and  Dr.  Otto  Folin,  Min- 
nesota alumnus  at  Harvard  Medical  School. 
A luncheon  will  be  served  at  the  University 
Hospital  at  noon  Friday.  There  will  be  a din- 
ner in  the  evening,  with  entertainment.  Satur- 
day morning  the  business  meeting  will  be  held, 
followed  by  a luncheon  and  attendance  at  the 
Michigan-Minnesota  football  game. 


X-Ray  Table  Wanted 

Second-hand  X-ray  table  combining  vertical  and 
horizontal  fluoroscope.  Describe  what  you  have. 
Address  Drayton  Hospital,  Drayton,  N.  D. 

Wanted — Assistant  General  Surgeon  in 
Minneapolis 

Scandinavian;  single;  of  good  personality.  Op- 
portunity to  share  in  the  business.  Address  651, 
care  of  this  office. 

Office  Equipment  for  Sale 

Doctor’s  complete  office  equipment:  mahogany 
desk,  McCasksey  filing  cabinet,  bookcase,  chairs,  and 
instruments.  Price  very  reasonable.  Call  Emerson 
2273,  St.  Paul,  or  write  659,  care  of  this  office. 

Locum  Tenens  Work  Desired 

An  experienced  physician  of  high  standing  in  the 
profession  (speaks  the  Scandinavian  languages)  is 
open  for  locum  tenens  work.  Licensed  in  Minne- 
sota and  South  Dakota.  Address  658,  care  of  this 
office. 


Doctor  Wanted  in  Minneapolis 

Good  neighborhood  location  for  general  practice; 
fine  suite  of  rooms  especially  designed  for  doctor’s 
office,  cheap  rent;  located  over  our  Drug  Store. 
Will  gladly  co-operate  with  the  right  kind  of  a man. 
Kadlec  & Danek,  625  Plymouth  Ave.,  Minneapolis, 
Minn. 

Part  of  Office  in  Minneapolis  for  Rent 

Two  rooms  for  physician  in  general  practice  or 
specialist  with  old  established  eye,  ear,  nose  and 
throat  specialist  with  privilege  of  large  waiting 
room  and  services  of  stenographer.  Call  upon  Dr. 
George  A.  Kohler,  611-617  Besse  Building  or  phone 
Geneva  2175. 

Office  Position  in  Minneapolis  Wanted 

By  a woman  with  some  office  experience  who 
has  worked  seven  years  as  a practical  nurse;  who 
knows  how  to  take  care  of  an  office  and  knows  how 
and  is  willing  to  work.  Of  good  address  and  has 
good  references.  Moderate  salary.  Address  661, 
care  of  this  office. 

High-Grade  Technician  Wants  Position 

Thoroughly  trained  and  experienced  laboratory 
technician,  B.A.,  with  ten  months’  special  training 
in  Minneapolis  General  Hospital  wishes  position  in 
first-class  hospital  or  clinic.  Successfully  managed 
laboratory  in  Eastern  clinic.  Best  of  references. 
Address  660,  care  of  this  office. 

Hospital  for  Sale 

In  South  Dakota,  10-bed  private  hospital,  well 
equipped  operating  room  and  physiotherapy  depart- 
ment. Office  and  living  rooms  in  connection;  good 
farming  community.  Well  established  surgical  and 
general  practice.  Ill  health  only  reason  for  selling. 
Further  information  on  request.  Address  638,  care 
of  this  office. 

X-ray  Outfit  for  Sale 

Victor  Universal  Junior  Transformer  in  Mahog- 
any cabinet,  with  auto  transformer  and  resistance 
controls,  ammeter,  $125  Coolidge  tube,  $200  tube 
stand  No.  6,  overhead  wiring  system,  $70  Victor- 
Alien  head  rest,  film  cabinet,  trays,  holders,  hangers, 
lamp,  etc.,  for  110  or  220  volt  alternating  current. 
Costs  $1500  new.  Guaranteed  in  good  working  or- 
der. Will  install  at  $600.  Dr.  C.  C.  Hoagland, 
Madison,  South  Dakota. 


TjEit 

Journal- Lancet 

Represents  the  Medical  Profession  of 

Minnesota,  North  Dakota,  South  Dakota,  and  Montana 

The  Official  Journal  of  the 

North  Dakota  and  South  Dakota  State  Medical  Associations 

PUBLISHED  TWICE  A MONTH 


, New  Series  MINNEAPOLIS,  NOVEMBER  1,  1929 

Vol.  XLIX,  No.  21 


Per  Copy,  10c 
A Tear,  $2.00 


CLINIC  ON  GASTRO-INTESTINAL  DISEASES* 

By  George  B.  Eusterman,  M.D. 

Division  of  Medicine,  The  Mayo  Clinic 
ROCHESTER,  MINNESOTA 


Case  1. — The  differential  diagnosis  of  peptic 
ulcer,  cholecystic  disease  and  neurasthenia. 

Dr.  W.  H.  Long,  Fargo:  This  woman,  aged  thirty- 
four  years,  gave  a negative  family  history  with  the 
exception  that  her  father  had  had  duodenal  ulcer 
and  migraine.  She  was  married  when  she  was 
(wenty-four  and  had  not  been  pregnant.  She  had 
had  appendectomy  for  a chronic  type  of  appendicitis 
nineteen  years  previously.  She  had  also  had  tonsil- 
lectomy. The  patient  gives  a history  of  tiring  easily 
and  of  attacks  of  pain  in  the  right  lower  part  of 
the  abdomen  and  stomach.  When  she  was  in  high 
school  she  had  attacks  of  three  or  four  days’  dura- 
tion, during  which  she  was  so  tired  that  she  could 
not  get  up,  of  aching  and  pain  in  the  right  lower 
quadrant  that  reached  the  region  of  the  kidneys  and 
some  pain  in  the  upper  right  quadrant.  The  pain 
was  worse  if  her  stomach  was  empty,  and  the  at- 
tacks occurred  principally  at  night.  She  had  never 
tried  taking  soda.  She  stated  that  during  an  attack 
last  spring  she  had  had  a taste  of  blood  in  her 
mouth.  The  attacks  usually  lasted  three  or  four 
weeks.  She  has  just  recovered  from  one.  Stimu- 
lating foods  add  to  the  pain. 

The  patient’s  appetite  is  good.  The  urine  is  nor- 
mal. The  bowels  move  regularly.  There  is  usually 
some  bright  red  blood  in  the  stools  during  the  at- 
tacks of  pain.  Analysis  of  gastric  contents  showed 
total  acids  72,  and  free  hydrochloric  acid  52.  The 
Roentgen-ray  examination  showed  a 50  per  cent 
six-hour  residue  of  barium. 

The  patient  was  placed  on  an  ambulatory  type  of 
diet  with  indefinite  results  at  first.  Later,  when  she 
received  two  feedings  between  meals,  she  had  more 
relief  and  was  comfortable  from  December,  1928, 
until  March,  1929,  when  she  started  having  pain  of 
a different  type;  food  did  not  relieve  it.  Strict  ad- 
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herence  to  diet  and  belladonna  did  not  give  relief, 
although  the  pain  was  not  so  severe.  The  only  time 
she  is  comfortable  now  is  when  she  is  fasting.  At 
the  last  examination  she  was  definitely  icteric.  The 
total  gastric  acids  were  60;  free  hydrochloric  acid 
was  36.  The  examination  was  not  conclusive  for 
ulcer  and  the  Graham-Cole  test  was  negative. 

Dr.  Eusterman  : This  case  represents  one  of 
the  most  difficult  problems  for  satisfactory  or 
conclusive  diagnosis.  I spent  considerable  time 
questioning  and  examining  the  patient  this  morn- 
ing. Even  in  large  clinics  the  majority  of  cases 
of  chronic  gastro-intestinal  disturbances  are 
classified  in  the  functional  group.  The  psycho- 
neurotic person  plays  a large  role  in  our  daily 
professional  life.  I am  reminded  of  the  state- 
ment made  by  a well-known  neurologist  in  New 
York  City  who  told  me  that  actually  50  per  cent 
of  the  neuropathic  persons  consulting  him  had 
first  been  to  a so-called  stomach  specialist. 

Some  points  of  interest  in  this  case  will  be 
briefly  considered.  The  patient,  aged  thirty- 
four  years,  born  of  French  parents  in  Illinois, 
has  never  conceived  although  contraceptives 
have  not  been  employed ; the  procreative  status 
of  the  husband  has  not  been  determined.  Of 
further  interest  is  the  history  of  appendectomy. 
Assuming  she  had  a bona  fida  disease  of  the 
appendix,  this  is  significant  because  the  appendix 
may  be  the  forerunner  of  later  organic  disease 
in  the  biliary  tract  and  upper  part  of  the  di- 
gestive tract.  On  the  other  hand,  often  patients 
with  lesions  in  the  upper  part  of  the  digestive 
tract  have  had  the  appendix  removed  without 
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further  investigation  of  trouble  elsewhere  be- 
cause tbe  surgeon’s  ability  to  perform  a safe 
operation  was  largely  limited  to  this  organ.  This 
is  less  true  now  than  formerly  because  the  better 
training  demands  of  the  surgeon,  the  more  re- 
liable and  exact  methods  of  diagnosis,  and  the 
fact  that  medical  education  is  on  a higher  plane 
have  corrected  the  neglect  of  the  upper  part  of 
the  abdomen.  After  studying  the  details  of  the 
history  prior  to  removal  of  the  appendix,  I am 
not  so  sure  that  bona  fide  appendicitis  was  the 
cause  of  the  symptoms.  She  stated  that  she 
would  have  periods  of  somnolence  and  go  to 
bed  and  doze.  Localizing  subjective  discomfort 
or  tenderness  in  the  right  lower  quadrant  was 
not  present  so  far  as  I could  determine.  Low- 
grade  fever  developed  at  the  onset  of  symptoms 
while  she  was  teaching.  She  was  never  informed 
as  to  the  actual  condition  of  the  appendix  at  op- 
eration. 

Another  feature  which  must  be  considered 
and  which  was  not  sufficiently  stressed  in  the 
paper  on  ulcer  read  this  afternoon,  is  the  fre- 
quent association  of  ulcer  with  other  lesions. 
The  appendix  may  be  grossly  involved  in  as 
high  as  35  to  50  per  cent  of  all  cases  even  though 
the  usual  subjective  symptoms  and  signs  are  not 
always  elicited.  Disease  of  tbe  gall-bladder, 
with  or  without  stones,  occurs  in  about  19  per 
cent.  This  not  uncommon  association  of  lesions 
is  of  peculiar  advantage  to  the  surgeon  because 
at  one  operation  he  may  remove  the  diseased  or- 
gans with  prompt  restoration  of  the  patient’s 
health.  Chrome  peptic  ulcer  is  also  frequently 
seen  in  cases  of  disease  of  the  thyroid  glands, 
kidneys,  prostate  gland,  or  central  nervous  sys- 
tem. This  point  was  brought  out  well  by  Robert- 
son and  Hargis  in  their  postmortem  studies. 
These  studies  also  revealed  a frequency  of  heal- 
ing and  healed  chronic  peptic  ulcers  in  cases  in 
which  death  occurred  from  other  diseases,  in 
some  of  which  symptoms  of  ulcer  had  not  been 
present  during  life. 

The  history  is  suggestive  of  ulcer  because  of 
seasonal  exacerbations  often  lasting  as  long  as 
three  or  four  weeks.  This  combination  of  inter- 
mittency  or  seasonal  exacerbation  and  long  du- 
ration of  symptoms  with  the  daily  sequence  of 
pain,  food,  ease  is  the  most  striking  clinical 
characteristic  of  ulcer.  Furthermore,  at  all  times, 
there  have  been  other  symptoms  such  as  burn- 
ing ,’n  the  epigastrium,  pyrosis,  and  so  forth, 
suggestive  of  a functional  disorder,  for  con- 
tinuity of  symptoms  is  a fairly  reliable  earmark 
of  functional  complaint.  The  six-hour  retention 
of  barium  would  be  of  great  sigmficance  if  I 


knew  the  type  and  amount  of  the  barium  meal 
administered.  There  is  a crying  need  for  stand- 
ardization of  all  barium  meals ; then  retention  or 
its  absence  would  have  more  significance.  In 
this  case  there  is  no  history  of  retention,  such 
as  the  vomiting  of  unduly  retained  food,  and  no 
portion  of  the  ordinary  motor  meal  was  retained. 
According  to  my  observations,  if  vomiting  is  a 
part  of  the  syndrome,  its  character,  frequency, 
time  of  onset  and  usual  time  of  appearance  are 
not  adequately  described.  The  influence  of  diet 
in  this  case  is  of  interest.  In  spite  of  a proper 
diet,  the  use  of  alkalis,  and  so  forth,  the  burning 
in  the  epigastrium  and  sour  regurgitation  were 
never  completely  controlled.  I placed  great 
stress  on  the  diagnostic  significance  of  adequate 
response  to  fairly  adequate  treatment  of  an  un- 
complicated peptic  ulcer.  Other  things  being 
equal,  if  that  response  is  not  adequate  suspicion 
is  aroused  that  either  an  ulcer  is  not  present  or. 
if  present,  it  may  be  malignant,  rarely  syphilitic 
or  tuberculous,  especially  if  it  is  situated  on  the 
gastric  side  of  the  pylorus.  Another  feature 
suggesting  the  functional  nature  of  the  complaint 
is  the  fact  that  the  patient  has  had  more  pain 
in  the  right  side  since  the  appendix  was  removed 
than  previous  to  operation.  Furthermore,  sev- 
eral exacerbations,  and  particularly  the  last  one, 
were  associated  with  anxiety  over  illness  in  the 
family.  With  this  last  attack  there  has  been  a 
tendency  for  the  symptoms  to  appear  sooner  I 
after  alimentation.  The  feature  of  pain  in  the 
upper  right  quadrant  probably  associated  with 
icterus  deserves  consideration.  If  the  in- 
ternist must  interview  a patient  during  the 
euphoric  period  and  if  he  has  not  had  the  op- 
portunity of  seeing  the  patient  in  the  acute  at- 
tack, such  important  symptoms  as  icterus,  par- 
ticularly the  low-grade  type,  local  tenderness, 
muscle  spasm,  leukocytosis  and  fever  may  be 
missed.  These  features,  however,  should  be  in- 
quired into  as  a routine.  Reliable  information 
concerning  them  can  often  be  supplied  by  the  i 
local  physician  or  the  patient.  In  this  case 
cholecystographic  response  was  normal.  This, 
in  connection  with  the  functional  elements  pres- 
ent, leads  to  a conservative  view  with  regard  to 
organic  disease  in  the  gall-bladder,  at  least  for 
the  present.  How’ever,  chronic  cholecystitis  of 
moderate  degree,  provoking  symptoms  may  be 
present  in  spite  of  a normal  cholecystogram. 
The  possibility  of  future  disease  of  the  gall- 
bladder in  this  case  should  be  borne  in  mind,  3 
as  it  may  be  the  basis  for  the  present  complaint,  ; 
which  is  not  typical  enough  of  ulcer  to  be  so  j 
diagnosed  without  reservation.  The  patient 
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stated  that  she  never  was  strong  and  was  often 
benefited  by  tonics,  and  that  her  condition  has 
often  been  diagnosed  as  visceroptosis.  The 
roentgenologist  in  this  case  was  not  sure  she  had 
an  ulcer,  in  spite  of  the  retention  of  barium.  At 
the  time  of  the  barium  meal  she  did  not  have 
migraine  and  had  not  had  morphine,  two  possi- 
bilities which  might  cause  temporary  retention.  I 
am  of  the  opinion  that  the  condition  should  be 
considered  as  a functional  nervous  disorder  un- 
til more  definite  symptoms  with  reference  either 
to  the  gall-bladder  or  stomach  develop. 

Case  2. — Functional  gastric  disturbance ; Men 
o pause. 

Dr.  W.  H.  Long:  This  woman,  aged  forty-five 
years,  presented  herself  January  13,  1928.  There  is 
nothing  significant  in  the  family  history,  except  that 
her  mother  and  grandmother  had  “sick  headaches.” 
The  patient  has  had  some  neuralgia  which  has  re- 
cently been  more  severe.  In  the  surgical  history 
there  is  a notation  of  a pelvic  repair  at  the  age  of 
thirty.  A year  before  examination  she  began  to 
have  attacks  of  pain  in  the  epigastrium,  extending 
up  to  the  shoulder,  which  usually  lasted  about  an 
hour.  During  the  last  three  months  the  attacks 
had  been  worse;  the  pain  appeared  two  hours  after 
meals  with  considerable  waterbrash  and  heartburn. 
She  felt  as  if  there  was  a lump  in  her  throat  that 
would  not  move.  She  did  not  vomit.  Her  bowels 
had  been  constipated  for  a year  and  she  had  taken 
milk  of  magnesia.  She  had  been  having  headaches 
every  two  or  three  days  that  would  last  all  night, 
often  awakening  her  after  she  had  gone  to  sleep. 
Aspirin  did  not  relieve  the  pain. 

The  blood  pressure  w'as  130  systolic  and  90  diastol- 
ic. Total  gastric  acids  were  60,  and  free  hydro- 
chloric acid  28.  The  Graham-Cole  test  was  nega- 
tive. Erythrocytes  numbered  3,500,000,  and  the 
hemoglobin  was  58  per  cent.  Examinations  of  the 
stomach  were  negative  for  ulcer  both  before  and 
after  belladonna  was  given.  She  was  placed  on  an 
ambulatory  diet  for  ulcer,  with  luminal  and  alkalis. 
She  has  returned  several  times  with  very  little 
relief  from  symptoms.  She  was  last  seen  May  31, 
1929,  and  reported  that  she  had  not  had  relief  from 
a strict  diet  at  home.  The  pain  was  chiefly  in  the 
right  upper  quadrant.  She  had  abstained  from  meat 
for  a long  time  without  relief.  At  this  time  the 
free  hydrochloric  acid  was  36  per  cent.  The  Roent- 
gen-ray examination  was  again  negative.  In  the 
meantime  she  received  radium  treatment  for  severe 
menorrhagia  following  which  the  condition  of  the 
blood  improved  immediately. 

Dr.  Eusterman  : Examination  of  this  pa- 
tient to-day  show's  the  uterus  to  be  normal  and 
in  good  condition,  and  the  adnexa  to  be  normal. 
There  is  a history  of  headache  and  indigestion. 
The  treatment  that  has  been  given  has  improved 
her  condition,  somew'hat.  The  patient  stated 
that  she  had  had  “bilious  spells”  from  eight  to 
sixteen  years  of  age,  and  at  puberty  and  since 
then  she  had  had  occasional  spells  of  vomiting. 


These  may  have  been  the  earmarks  of  migraine, 
showing  howr  early  in  childhood  these  attacks 
may  begin.  She  does  not  recall  having  had 
headache  or  abdominal  pain  with  the  attacks. 
She  had  had  normal  menstrual  pain  and  head- 
aches caused  by  eye  strain. 

In  the  background,  then,  are  the  attacks  of 
vomiting,  usually  at  night,  at  irregular  inter- 
vals, coming  on  before  puberty  which  may  have 
a migrainous  origin.  She  has  been  in  good 
health  during  her  married  life  except  for  the 
fact  that  she  vomited  more  frequently  than 
most  women  during  pregnancy.  Gastric  trouble 
did  not  appear  until  two  years  ago.  Gastric  ul- 
cers possibly  are  more  likely  to  develop  and 
give  rise  to  symptoms  later  in  life  than  those 
of  duodenal  origin.  Disease  of  the  gall-bladder 
is  much  more  common  among  women  and  the 
symptoms  usually  develop  later  in  life  than  those 
of  ulcer.  In  this  case  the  headaches  are  more 
likely  to  be  present  with  attacks  of  indigestion. 
The  indigestion  is  characterized  by  gas  in  the 
upper  part  of  the  abdomen  and  by  pain,  never 
acute  or  colicky,  w'hich  tends  to  radiate  tow'ard 
the  esophagus  rather  than  to  the  right  subscapu- 
lar area.  The  discomfort  may  come  on  after 
eating  and  is  relieved  by  the  taking  of  soda. 
Meats,  fat  and  greasy  foods  have  a provocative 
effect.  During  the  last  few  months  the  pain  has 
shifted  to  the  other  side.  The  symptoms  are 
not  those  of  that  very  common  lesion,  duodenal 
ulcer,  for  they  develop  too  soon  after  alimenta- 
tion. If  ulcer  is  associated  with  complications, 
symptoms  may  develop  promptly  after  meals, 
and  it  is  also  true  that  not  all  ulcers  present  the 
typical  syndrome. 

In  elderly  patients  with  abdominal  distress 
or  pain  the  possibility  of  a vascular  or  cardiac 
origin  should  not  be  overlooked.  This  is  es- 
pecially true  if  the  pain  is  related  to  exertion. 
Of  course,  in  such  cases  a hearty  meal  may  also 
predispose  the  patient  to  an  attack.  Riseman’s 
recent  paper  on  gastric  masquerades  of  cardiac 
disease  nicely  emphasizes  and  illustrates  the 
point  just  made.  Headaches  in  association  with 
abdominal  discomfort  or  pain,  especially  with 
a definite  antecedent  history  of  migraine,  bring 
up  the  possibility  of  abdominal  migraine.  Chole- 
cystic disease  is  the  one  intra-abdominal  lesion 
that  is  most  frequently  associated  with  severe 
headaches  during  the  acute  phases  of  the  dis- 
ease. As  Moynihan  and  others  have  pointed 
out,  in  a certain  percentage  of  cases  of  cholecys- 
tic disease  fairly  regular  symptoms  ‘of  discom- 
fort may  develop  half  an  hour  after  eating,  thus 
simulating  some  cases  of  peptic  ulcer.  It  is 
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not  uncommon  in  a small  group  of  cases  of  dis- 
ease of  the  gall-bladder  that  pain  appears  in 
the  left  upper  quadrant,  so-called  transposed 
pain,  and  such  cases  are  often  overlooked.  Of 
interest  is  the  fact  that  after  radium  treatment 
sufficient  to  relieve  the  attacks  of  menorrhagia 
was  given,  this  patient  was  practically  free  of 
the  indigestion  as  well  as  the  headaches  during 
the  summer.  Then,  in  March,  menstruation  re- 
appeared with  concomitant  recurrence  of  the 
headaches  and  gastric  disturbances.  There  is 
a history  of  fatigability  of  long  duration.  She 
has  not  had  a nervous  breakdown  in  spite  of 
the  fact  that  she  has  done  all  her  own  house- 
work. There  have  been  periods  of  depression. 
Recently  she  has  had  hot  flashes  and  other 
symptoms  usually  associated  with  the  state  of 
menopause.  Her  headaches  are  occipital,  and 
usually  occur  about  two  or  three  o’clock  in  the 
morning.  This  is  not  unlike  the  headaches  of 
patients  with  hypertension  or  chronic  interstitial 
nephritis.  It  will  be  interesting  to  know  the  de- 
gree of  blood  pressure  at  the  time  of  the  head- 
aches. I have  seen  a number  of  cases  of  so- 
called  hypertensive  headaches  in  women  during 
the  menopause  that  were  relieved  by  the  use  of 
vasodilators,  such  as  erythrol  tetranitrate  or  so- 
dium nitrate. 

I believe  this  is  a case  of  functional  gastric 
disturbance  in  a woman  who  is  at  the  menopause 
and  in  whom  recovery  can  be  expected  after  the 
menopause  has  been  completely  established. 

Case  3. — Cholecystitis. 

Dr.  VV.  H.  Long:  This  man,  aged  fifty-six  years, 
was  first  seen  December  17,  1928,  because  of  a urinary 
complaint  which  was  acute  and  promptly  relieved. 
In  the  history,  however,  the  following  symptoms 
were  referable  to  the  stomach.  He  was  troubled 
with  a vague  distress  in  the  stomach.  Following 
gastric  analysis  he  was  given  hydrochloric  acid, 
with  relief.  He  reported  in  May,  1929,  with  the 
urinary  condition  cleared  up.  He  had  had  a mild 
attack  of  influenza  in  January.  The  gastric  symp- 
toms were  worse;  there  was  sharp  pain  in  the  ab- 
domen, particularly  in  the  right  side.  His  appetite 
was  poor,  and  he  was  troubled  with  belching  and  a 
feeling  of  distress.  The  bowels  were  constipated 
and  he  had  been  taking  cascara. 

The  general  examination  was  negative.  The  blood 
pressure  was  normal;  urinalysis  and  examination  of 
the  blood  did  not  show  anything  abnormal.  The 
gastric  acids  were  total  acids,  50,  and  free  hydro- 
chloric acid  30;  the  amount  was  135  c.c.  Examina- 
tion of  the  stomach  showed  an  ill-defined  filling  de- 
fect in  the  region  of  the  pylorus.  The  Graham-Cole 
test  of  the  gall-bladder  showed  a faint  shadow. 

The  question  of  exploration  was  raised,  but  it  was 
decided  to  institute  treatment  for  a time  with  some 
restriction  of  diet,  such  as  elimination  of  coarse 
foods.  Charcoal  and  pepsin  were  prescribed.  The 


patient  returned  June  3 with  the  distress  in  the  stom- 
ach much  less  pronounced.  He  has  had  two  attacks 
of  sharp  pain  on  the  right  side,  just  below  the  ribs. 
The  bowels  have  been  regular  with  the  use  of  min- 
eral oil  and  he  has  gained  three  pounds  in  weight. 
The  Graham-Cole  test  again  showed  a faint  shadow, 
but  the  roentgenogram  of  the  stomach  was  practi- 
cally negative  with  only  a little  irregularity  in  the 
pyloric  region. 

Dr.  Eusterman  : A man,  aged  fifty-six  years, 
with  a history  of  disturbances  for  only  eighteen 
months  justifies  careful  appraisal.  The  fact 
that  he  is  well  nourished  and  of  good  color  is 
gratifying.  Of  significance  is  the  history  of 
typhoid  fever  in  1896.  The  possibility  of  chole- 
cystic disease,  and  the  less  remote  possibility  of 
a peptic  ulcer  as  a result  of  typhoid  fever  must 
be  borne  in  mind.  Appendectomy  was  per- 
formed through  an  incision  permitting  adequate 
exploration,  and  the  patient  stated  that  the  sur- 
geon reported  the  stomach,  gall-bladder  and 
duodenum  objectively  negative.  The  indiges- 
tion is  characterized  by  discomfort  in  the  upper 
part  of  the  abdomen  shortly  after  eating,  which 
may  persist  for  several  hours,  and  the  exacer- 
bation may  continue  for  two.  or  three  days  at 
a time.  Raw  vegetables  and  fruits,  especially, 
disagree.  On  occasion  he  has  had  sharp  pain 
in  the  right  upper  quadrant  of  the  abdomen 
which  has  never  been  severe  enough  to  evoke 
the  aid  of  a physician.  In  April  he  had  an  at- 
tack during  which  he  went  to  bed  for  several 
days.  Sixteen  years  previously  he  had  icterus 
which  was  considered  catarrhal.  At  that  time 
there  was  no  history  of  colics,  regional  soreness 
or  pain.  The  heart  is  objectively  normal,  and 
the  blood  count  and  gastric  acidity  are  normal. 
There  is  a filling  defect  at  the  pylorus  which 
in  my  opinion  is  of  a spastic  nature  and  I think 
will  disappear  after  the  adequate  use  of  atropine. 
If  not,  the  lesion  should  be  considered  an  in- 
trinsic one  and  I would  favor  the  diagnosis  of 
a malignant  condition.  In  my  experience  in 
such  a pyloric  lesion  obstruction  soon  develops 
and,  everything  considered,  I am  inclined  to 
give  carcinoma  secondary  emphasis  in  the  diag- 
nosis. In  favor  of  cholecystic  disease  are  the 
physical  type  of  the  patient,  the  tendency  to- 
ward obesity,  the  previous  history  of  jaundice 
and  typhoid  fever,  and  the  roentgenologic  ob- 
servation on  two  previous  occasions  of  a sus- 
picious shadow  in  the  region  of  the  gall-bladder. 

The  patient  gives  a history  of  chronic  pros- 
tatitis which  may  obtain  in  the  absence  of  a 
gonorrheal  infection  as  representing  a metas- 
tatic infection  from  other  foci.  If  of  sufficient 
extent,  the  condition  may  give  rise  to  nervous- 
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ness,  vesical  irritability,  backache  and  pyuria. 
One  of  my  colleagues,  Von  Lackum,  has  re- 
cently written  on  the  significance  of  chronic 
prostatitis  as  a focus  of  infection.  The  condi- 
tion is  frequently  overlooked. 

This  patient  is  doing  well  and  I think  we  can 
wait  until  he  has  more  trouble.  The  roentgen- 
ologic examination  of  the  stomach  should  be  re- 
peated after  the  physiologic  effect  of  belladonna 
or  atropine  has  been  obtained.  If  there  is  still 
doubt  as  to  whether  or  not  an  intrinsic  gastric- 
lesion  is  present,  the  patient  can  be  put  to  bed 
on  a meat-free  regimen  and  the  stools  studied 
for  occult  blood.  I favor  the  diagnosis  of 
chronic  cholecystic  disease,  probably  without 
stones. 

Case  4. — Duodenal  ulcer. 

Dr.  W.  H.  Long:  This  man  is  aged  thirty-two 
years.  His  father  died  of  tuberculosis.  Recently 
he  requested  a general  examination  because  he 
feared  tuberculosis.  His  general  health  was  good, 
but  he  had  lost  weight  for  two  years  and  was  always 
tired.  He  did  not  cough,  his  appetite  was  good, 
there  was  no  history  of  indigestion,  and  his  bowels 
were  regular.  He  was  working  ten  hours  one  day 
and  thirteen  the  next.  He  had  had  three  attacks 
of  asthma  in  his  life.  Just  as  he  was  about  to  leave 
he  said,  “I  wonder  whether  you  could  do  something 
for  my  stomach  trouble.”  He  then  said  he  had 
been  having  attacks  of  pain  for  twenty  years,  and 
during  the  last  year  had  had  attacks  at  night  which 
wakened  him  frequently.  General  examination  was 
negative.  Total  gastric  acids  were  84,  and  free 
hydrochloric  acid  62.  Roentgen-ray  examination 
showed  typical  duodenal  ulcer,  and  three  abscessed 
teeth.  Appendectomy  had  been  performed  in  1922. 

Dr.  Eusterman  : This  patient  represents  a 
group  of  patients  who  consult  us  for  other 
troubles  and  who,  during  the  course  of  examina- 
tion, give  a history  of  ulcer  which  is  proved  by 


the  roentgenologist  or  at  the  operating  table. 
Many  persons  with  duodenal  ulcer  who  have 
had  their  trouble  even  over  a long  period  of 
years  consistently  run  a mild  clinical  course, 
and  in  many  of  our  patients  an  ulcer  of  that 
nature  is  discovered  when  they  consult  us  for 
entirely  different  trouble.  As  they  first  describe 
their  indigestion  nothing  much  may  be  made  of 
it,  but  by  orderly  rearrangement  of  the  salient 
facts  and  by  a little  prompting  a typical  history 
of  ulcer  is  obtained.  About  60  per  cent  of  the 
patients  with  chronic  duodenal  ulcer  and  about 
75  per  cent  of  the  patients  with  gastric  ulcer  at 
The  Mayo  Clinic  are  operated  on.  The  others 
are  usually  treated  medically  because  of  mild- 
ness of  symptoms  and  absence  of  complications. 
In  the  treatment  of  all  patients,  whether  in  the 
hospital  or  not,  their  complete  cooperation 
should  be  obtained ; their  personal  habits  should 
be  proper,  especially  in  regard  to  the  use  of  to- 
bacco and  alcohol ; their  eating  should  be  in 
moderation  and  mastication  should  be  thorough. 
Undue  physical  or  nervous  stress  should  be 
avoided.  Many  such  patients  do  well  on  ambu- 
latory treatment,  but  an  intelligent  hospital 
regimen  starts  the  ulcer  on  the  road  to  healing, 
educates  the  patient  as  to  after-care,  and  suc- 
ceeds in  getting  his  cooperation. 

This  patient  is  active  in  his  work  and  it  was 
only  because  of  his  concern  with  regard  to  the 
possibility  of  tuberculosis  that  the  ulcer  was  dis- 
covered. He  also  has  focal  infection.  Tangible 
evidence  of  pulmonary  tuberculosis  is  not  pres- 
ent, but  I believe  that  the  ulcer  will  need  sur- 
gical interference.  The  points  just  mentioned 
with  regard  to  management  of  patients  with 
ulcer  are  peculiarly  applicable  to  ibis  patient. 


A DOCTOR  LOOKS  AT  PROHIBITION* 

By  Charles  J.  Lavery,  M.D. 


ABERDEEN, 

When  we  consider  how  much  the  health  of 
many  thousands  of  persons  in  the  United  States 
is  adversely  affected  by  the  illicit  traffic  in  alco- 
holic liquors  and  narcotic  drugs  and  note  the 
large  number  of  deaths  caused  thereby  and  by 
violence  in  connection  with  the  attempted  en- 
forcement of  the  Volstead  and  Harrison  Acts, 
it  should  give  us  pause  and  cause  us  to  wonder 

♦Presented  by  title  before  the  Section  on  Food,  Drugs, 
and  Nutrition  of  the  American  Public  Health  Association, 
meeting  of  October  1 to  5,  1929,  at  Minneapolis,  Minn. 


SOUTH  DAKOTA 

if  it  is  not  our  duty  as  guardians  of  the  public 
health  to  at  least  suggest  a plan  that  would 
ameliorate,  if  not  eliminate,  that  menace  to  life, 
physical  and  mental  well  being,  comfort  and 
happiness  of  such  large  numbers  of  the  citizens 
of  every  state  in  our  country. 

I am  constrained  to  believe  that  the  health 
officers  and  medical  doctors  should  take  a hand 
in  adjusting  public  matters,  such  as  those  men- 
tioned, that  obviously  affect  the  public  health. 
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Civilization  has  always  had  alcoholic  liquors, 
has  now,  and  always  will  have.  There  have  al- 
ways been  men  and  women  who  drank  it,  in 
moderation  and  otherwise,  there  are  many  now, 
and,  like  the  poor,  they  will  still  be  with  us  until 
they  know  better.  Some  of  them  can  be  edu- 
cated. We  must  do  that  for  them.  But,  above 
all,  we  must  refrain  from  putting  temptation  in 
their  path. 

The  saloon  was  made  possible  by  statute. 
There  were  no  saloons  while  there  was  free 
competition.  They  did  not  thrive  until  the  sys- 
tem of  excise  and  license  was  imposed  by  local 
and  general  governments,  creating  a privilege 
in  the  manufacture,  sale,  and  distribution  of 
alcoholic  liquor  and  restricting  the  industry 
therein.  Then,  and  not  until  then,  the  traffic 
in  alcoholic  liquor  came  to  the  fore.  Due  to  the 
higher  price  of  restricted  liquor  and  the  privi- 
leges conferred  much  more  money  was  made. 
Much  money  from  the  business  created  a desire 
for  more.  The  demand  for  stimulants  must  be 
stimulated.  High  power  salesmanship  was 
adopted  and  conscience  gave  place  to  stratagem. 
Thus  were  we  inflicted  with  the  saloon  system, 
blended  liquor,  drugged  and  “split”  whisky,  and 
all  the  other  devices  that  were  in  vogue  to  make 
more  money.  Thus  we  inadvertently  put  temp- 
tation in  the  paths  of  our  brothers,  sisters  and 
neighbors.  We  did  not  think  first  and  act  after- 
wards. 

I wonder  how  many  of  us  who  work  at  reforms 
and  the  making  of  statutes  think  of  the  petition: 

lead  us  not  into  temptation”?  Do  we  always 
measure  the  probable  value,  or  possibility  for 
evil,  of  our  work  by  the  petition : “deliver  us 
from  evil  ?”  When  we  write  statutes,  do  we 
always  keep  in  the  hack  of  our  minds  a thought 
of  the  fact  that,  either  by  accident  or  chance, 
a great  temptation  may  thereby  be  broadcasted 
to  our  neighbors  and  ourselves?  I wonder  if 
there  are  many  of  us  who  have  knowledge,  and 
wisdom,  and  understanding,  and  charity,  and 
sympathy,  and  brotherly  love,  and  truth,  and 
justice,  and  mercy,  and  grace  enough  properly 
to  fit  us  for  the  great  and  important  task  of 
crystallizing  our  customs,  habits,  manners,  and 
duties  into  ethical  and  moral  statutes. 

I am  thinking,  first  of  all,  of  the  Volstead 
Act,  which  is  designated  in  our1  Lhfited  States 
Statutes  as  “Title  II,  National  Prohibition  Act,” 
which,  many  thought,  was  to  prove  a panacea 
and  promote  temperance.  Instead,  we  have  a 
trial  and  error  experiment,  an  attempt  at  social 
and  economic  adjustment  that  was,  we  imagined, 
forced  upon  us  by  the  conscienceless  arrogance 


of  those  privileged  monopolists  of  the  liquor 
traffic,  under  circumstances  that  prompted  ex- 
peditious rather  than  deliberate  action,  arrived 
at,  in  many  instances,  by  compromises  and  con- 
cessions that  were  dictated  by  emotion  and  the 
instinct  for  self-protection  rather  than  wisdom 
and  scientific  study. 

Obviously  any  plan  that  gives  promise  of  an 
adequate  remedy  must  take  cognizance  of  all 
existing  facts,  causes  of  existing  evils,  and  pres- 
ent method  or  methods  to  minimize,  mitigate, 
assuage,  palliate,  alleviate,  if  not  abate  or  elim- 
inate the  abnormal  irregularities  in  our  present 
system.  It  must  strike  at  the  root  of  the  evil 
and  the  root  of  the  liquor  and  narcotic  drugs 
evil  is  profit. 

The  public  demand  for  intoxicating  liquors, 
augmented,  as  it  has  been,  by  the  saloon  system, 
has  made  it  possible  to  get  more  money  for 
liquors  that  are  sold  legally  or  otherwise — most- 
ly otherwise.  Avaricious  greed  for  money,  at 
any  cost,  engendered  the  present  spoils  system. 
Hence,  bootleggers,  speakeasies,  moonshiners,  il- 
licit stills,  police  and  other  protection,  and  all 
the  other  intolerable,  calamitous  evils  with  which 
we  are  now  inflicted  and  disgraced. 

Society  has  brought  this  misadventure  and 
misfortune  upon  itself  by  making  “big  money” 
possible  in  the  liquor  traffic,  by  legal  enactments 
that  stop  far  short  of  a remedy  and  entirely 
overlook  the  human  element  in  society  as  a 
whole.  We  are  compelled  to  do  more  than  say, 
“thou  shalt  not.”  We  must  remove  temptation. 
We  must  take  the  profit  out  of  the  liquor  traffic. 

The  Eighteenth  Amendment  need  not  stand 
in  our  way  while  endeavoring  to  extricate  our 
country  and  ourselves  from  the  chaotic  dilemma 
in  which  we  are  now  floundering  as  a result  of 
our  unconsidered  and  inconsiderate  statutes. 

Let  us  consider  for  a moment  the  outlines  of 
a plan  to  ameliorate  the  liquor  problem  that 
must  eventually  he  adopted  by  our  country  and, 
similarly  by  other  countries. 

The  Eighteenth  Amendment  need  not  and 
should  not  be  repealed,  or  nullified,  if  congress 
would  interpret  the  words : “intoxicating  liquor” 
in  a reasonable  and  just  way,  according  to  the 
facts,  and  not,  as  they  now  are,  in  the  words 
used  in  the  statutes  many  years  before  prohibi- 
tion was  enacted.  “Containing  one-half  of  1 
per  centum  or  more  of  alcohol  by  volume”  is 
not  a true,  reasonable,  or  practical  definition, 
nor  is  it  entitled  to  be  considered  a precedent 
as  it  was  dictated  by  the  liquor  interests,  and 
particularly  by  the  brewers,  when  first  written 
into  the  statutes,  to  protect  their  monopoly.  The 
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National  Prohibition  Act  should  be  amended 
so  as  to  read:  “Not  more  than  one-half  of 
1 pint  of  alcohol  content,  in  any  kind  of 
liquor,  to  be  used  by  any  person  within 
any  period  of  ten  days.”  This  would  mani- 
festly be  a better  and  more  practical  in- 
terpretation of  the  words  “intoxicating  liquor.” 
It  should  be  so  construed.  It  would  be  exactly 
in  accord  with  Section  7,  Title  II,  of  the  Nation- 
al Prohibition  Act  authorizing  Physicians’  pre- 
scriptions. The  supreme  court  has  declared 
that  Act  constitutional,  hence,  not  more  than 
one-half  pint  of  alcohol  content,  in  any  kind  of 
liquor,  within  any  period  of  ten  days  does  not 
constitute  and  is  not  an  “intoxicating  liquor” 
when  prescribed  by  a physician.  Why  should 
the  same  kind  and  quantity  of  liquor  be  intoxi- 
cating when  not  prescribed  by  a physician  ? 
The  Act  (Volstead)  is  manifestly  inconsistent. 
It  should  be  amended  or  repealed.  Its  prolixity 
should  condemn  it.  The  National  Prohibition 
Act  should  be  short  and  to  the  point.  It  should 
be  consistent  and  it  should  define  “intoxicating 
liquor,”  and  the  words:  “for  beverage  purposes,” 
truly  and  scientifically.  Such  a definition  as  is 
herein  suggested  would  not  contribute  to  a nulli- 
fication of  the  Eighteenth  Amendment,  but,  con- 
versely, would  make  its  use,  as  its  enforcement, 
practicable.  In  conjunction  with  the  elimination 
of  profit,  in  the  traffic,  and  Federal  control,  it 
would  relegate  all  bootleggers  and  illicit  liquor 
vendors  to  oblivion.  It  would  restore  law  and 
order  and  promote  temperance. 

ELIMINATION  OF  PROFIT 

Profit  is  the  root  of  the  alcoholic  liquor  evil. 
All  profit  in  liquor,  and  the  traffic  therein,  must 
be  abolished  by  the  Federal  Government  assum- 
ing complete  control  of  the  purchase,  and  manu- 
facture, sale  and  distribution,  at  cost,  of  all  al- 
coholic liquors,  by  congressional  enactment.  It 
must  not  be  a revenue  law.  Liquor  must  be 
separated  from  the  spoils  system,  otherwise,  “it 
would  be  bureaucracy  and  bureaucracy  drunk 
with  power  and  graft.” 

Liquor  can  be  sold  at  cost,  only,  by  the  Fed- 
eral Government.  No  person  or  corporation 
would  be  disinterested  enough  to  conduct  such 
business  without  profit.  We  are  entirely  within 
our  rights  when  we  require  our  government  to 
do  things  for  us  that  we  cannot  do  for  ourselves. 

FEDERAL  CONTROL 

The  purchase,  manufacture,  aging,  storage, 
and  distribution  of  alcoholic  liquors  should  be 
in  charge  of  the  Department  of  Agriculture,  be- 


cause they  are  products  of  agriculture ; the  sale 
thereof,  to  be  restricted  wholly  to  post  offices. 
This  “service”  must  be  at  cost  so  that  none  will 
be  tempted,  by  profit,  to  compete. 

Liquor  should  not  be  sold  outright.  Persons 
desiring  alcoholic  liquor  must  make,  on  blanks 
provided  by  the  government,  application  there- 
for, and  deposit  it,  together  with  money  to  pay 
for  the  liquor  ordered  and  postage  and  express 
charges  thereon,  at  any  post  office  in  the  United 
States  where  they  are  known  or  can  he  identi- 
fied. Non-residents  must  present  identification 
cards  from  their  home  post  offices.  Applications 
should  state  full  name,  age,  local  and  home  ad- 
dress, occupation,  family  or  other  dependents, 
and  the  date  and  quantity  of  the  last  previous 
order.  The  post  office  will  forward  the  applica- 
tion to  a distributing  warehouse  where  it  will  be 
filled  and  transmitted  by  express  to  the  address  of 
the  applicant.  There  should  be  few  regulations. 

Federal  liquor  laws  need  n°t  contain  penal 
provisions.  Forfeiture  of  privilege  to  purchase 
liquor  would  be  ample  deterrent.  Put  the  rest 
of  it  up  to  the  several  states. 

A registration  law  requiring  all  adult  transi- 
ents and  aliens  to  carry  registration  cards  would 
be  helpful,  but  not  essential. 

Congress  may,  or  may  not,  designate  the  qual- 
ifications of  persons  who  may  make  application 
for  liquor.  A tentative  suggestion  would  be : 
men  and  women  over  twenty-one  years  of  age, 
of  good  moral  character  and  normal  mentality. 

INSPECTION 

All  liquors  must  be  certified  by  the  Pure  Food 
and  Drug  Administration  of  the  Federal  Gov- 
ernment ; adulterated,  blended,  or  “split”  liquors 
must  not  be  tolerated. 

It  is  up  to  society  to  do  this  thing  and  more; 
it  is  one  of  the  functions  of  organized  society 
to  promote  education  by  home  instruction,  ex- 
ample, schools  and  colleges,,  churches  and  re- 
ligious instruction,  radio,  books,  newspapers, 
periodicals  and  other  publications,  and  we  will 
be  very  derelict  in  our  duty  if  we  do  not  require 
our  national  government  to  co-operate  and  col- 
laborate with  all  those  means  of  education  and 
particularly  in  promoting  temperance  as  a so- 
cial virtue  much  to  be  desired.  I wonder  if  we 
can  do  this  best  in  courts,  jails  and  penitentia- 
ries. I do  hope  that  there  are  not  many  of  us 
who  think  so  and  believe  so. 

DEPARTMENT  OF  EDUCATION 

Everybody  must  be  taught  the  facts  concern- 
ing the  nature,  use,  and  the  abuse  of  alcoholic 
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liquors.  There  should  be  established  a depart- 
ment of  education  and  public  welfare,  with  a 
cabinet  officer  who  should  collaborate  with  the 
pulpit,  the  press  and  the  pedagogues  in  teaching 
temperance,  “manners  that  make  the  man,” 
physical  and  mental  and  social  hygiene  and  ra- 
tional eugenics. 

RELIGIOUS  EDUCATION 

Religious  education,  in  the  home  and  by  the 
pastors  in  connection  with  the  schools,  should 
be  adopted  as  a national  policy.  Individual  and 
social  morals  and  the  seven  deadly  sins : glut- 
tony, sloth,  envy,  lust,  anger,  pride,  and  covet- 
ousness should  be  interpreted  and  elucidated, 
and  the  contrary  virtues  : temperance,  diligence, 
gentleness,  chastity,  patience,  humility,  and  lib- 
erality taught  and  encouraged.  It  would  be 
salutary  for  everyone  to  learn  the  Lord’s  prayer 
and  understand  what  the  Master  meant — “lead 
us  not  into  temptation,”  and  also  when  He  com- 
mended us  to  love  our  neighbor  as  ourselves. 

PROPAGANDA 

Those  who  believe  in  temperance,  and  that 
prohibition,  as  we  now  have  it  under  the  Vol- 
stead Act,  is  not  the  panacea  expected  by  many, 
must  unite  on  one  plan,  the  elimination  of  profit, 
and  that  plan  only,  organize  and  prosecute  a 
vigorous  campaign  and  adhere  rigidly  to  a con- 
certed program. 

ECONOMY 

This  plan  will  realize  temperance  enforcement 
without  employing  police  for  that  purpose.  It 


has  been  said:  “no  law  is  self-enforcing,”  but 
under  this  plan  there  will  be  no  need  for  en- 
forcement. It  will  enforce  itself  without  cost 
to  taxpayers.  It  will  pay  its  own  way. 

It  makes  me  very  humble  when  I contemplate 
the  various  aspects  of  our  national  imbroglio 
and  realize  that  only  by  the  grace  of  God  am  I 
not  like  many  of  God’s  children  that  have  been 
diverted  from  paths  of  rectitude  and  sobriety 
by  temptation  that  I by  my  vote  and  influence, 
insignificant  though  it  may  be,  have  laid  in  their 
way.  Why,  Oh  why,  do  we  enact  statutes  that 
are  not  law?  Laws  are  self-enforcing.  Any 
statute  that  must  needs  be  enforced  is  not  a law. 
We  do  not  legislate  as  we  pray.  It  is  high  time 
that  we  employ  experts  in  our  legislative  halls. 
Supposing  we  think  it  over.  A thinking  week 
might  prove  a beneficent  institution.  During 
that  week  of  thinking  we  might  decide  to  re- 
quire of  our  government  to  remove  all  profit 
from  the  traffic  in  intoxicating  liquors  and  nar- 
cotic drugs,  and  thereby  remove  the  cause  of 
much  crime  and  social  irregularities  from  our 
fair  land. 

I sincerely  hope  that  this  article  presents  the 
outline  of  a method  of  procedure  to  the  minds 
of  readers  that,  if  adopted,  will  lead  us  all  out 
of  temptation  and  deliver  us  from  the  evils  of 
the  liquor  traffic  and  promote  temperance  and 
enable  us  to  establish  law  and  order  in  our  own 
country  and  be  a model  to  other  countries,  in- 
cluding Canada. 

All  countries  will  eventually  solve  their  liquor 
problems  in  accord  'with  the  foregoing  sug- 
gestions. Why  not  now? 


PERFORATED  GASTRIC  ULCER  IN  A TWO-DAY  OLD  INFANT 

By  M.  A.  Stern,  M.D.,  E.  L.  Perkins,  M.D., 

AND  N.  J.  Nessa,  M.D. 

Sioux  Falls  Clinic 


SIOUX  FALLS, 

Certain  it  is  that  perforated  peptic  ulcer  is 
rare  in  infancy.  There  are  many  references  to 
duodenal  ulcer  in  infants  (non-perforated)  to 
be  found  in  the  journals  and  current  literature. 
Most  of  these  ulcers  are  accompanied  by  hem- 
orrhage, blood  is  vomited  or  passed  bv  rectum. 

Hie  diagnosis  of  ulcer  is  rarely  made  in  in- 
fancy ; the  condition  is  found  at  autopsy. 

Dr.  Hans  Wurm1  reports  an  ulcer  of  the  duo- 
denum in  a 7 weeks  old  infant;  cause  of  death, 
— peritonitis  following  a rupture  of  a pea-sized 


SOUTH  DAKOTA 

ulcer  of  the  duodenum.  He  quotes  Schmidt 
that  in  1,119  autopsies  in  children  up  to  one 
year,  1.8  per  cent  showed  duodenal  ulcer. 

Dr.  Eugen  Neter2  reports  an  ulcer  of  the  duo- 
denum in  a two-months  old  infant.  Bowel 
movements  were  bloody.  At  postmortem  an  ul- 
cer the  size  of  a pfennig  was  found  on  the  pos- 
terior wall  of  the  duodenum. 

Dr.  Amy  Thoms3  quotes  Dr.  Donald  Peterson 
that  of  one  hundred  cases  of  duodenal  ulcer  in 
infants,  only  three  occurred  in  the  United  King- 
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dom.  She  reports  a case  of  a five-months  old 
infant  who  vomited  blood  and  had  bloody  stool ; 
autopsy  showed  ulcer  of  posterior  wall  of  the 
duodenum  one-quarter  inch  from  the  pylorus ; 
three-eighths  inch  in  diameter ; irregular  in  out- 
line ; undermined  edges ; floor  consisted  of  sub- 
mucous tissue  and  vessel  that  caused  bleeding 
could  be  seen. 

Dr.  J.  A.  L.  Louden4  reports  a duodenal  ulcer 
in  a child  of  two  months ; hemorrhages,  hema- 
temesis  and  melena.  Postmortem  showed  an 
ulcer  three-quarters  inch  long;  one-half  centi- 
meter from  the  pylorus. 

Dr.  H.  P.  Wright5  reports  a duodenal  ulcer 
in  a four  months  infant.  No  bleeding.  Ulcer 
proved  at  autopsy.  States  that  condition  is  often 
mistaken  for  congenital  pyloric  stenosis. 

Dr.  A.  B.  Frazer6  reports  a case  of  duodenal 
ulcer  in  an  eleven  weeks  old  infant.  Proved  at 
autopsy. 

Dr.  H.  E.  Butka7  quotes  Sturtevant  and  Sha- 
piro of  Bellevue  Hospital,  New  York,  that  in 
7,219  postmortems  on  children  only  five  showed 
gastric  ulcer.  He  reports  a case  in  an  infant 
four  days  old,  who  vomited  blood  and  died  on 
the  sixth  day.  Postmortem  showed  a ruptured 
gastric  ulcer  with  free  air  in  the  abdominal 
cavity. 

Gastric  ulcer  would  appear  to  be  much  less 
common  than  duodenal. 

Dr.  E.  L.  Perkins, — history  of  the  confine- 
ment and  course  of  the  ailment. 

Baby  A.  No.  23,69 7 hospital  number.  Born 
at  home  February  17,  1929,  at  6:30  a.  m.  Moth- 
er is  26  years  old;  para  3.  All  previous  labors, 


as  well  as  the  present  one,  have  been  normal. 
Negative  Kahn  and  Kolmer.  Normal  blood 
pressure  through  pregnancy.  Labor  began  at 
11:30  p.  M.,  February  the  16th;  terminated  at 
6:30  a.  M.,  February  the  17th.  Baby  born  in 
L.  O.  A.  position.  Was  well  developed  and 
cried  vigorously  at  time  of  birth.  No  cyanosis. 
Weight  nine  pounds.  The  following  morning, 
February  18,  baby  began  a peculiar  grunting 
cry;  took  the  breast  and  afterward  began  to 
vomit  and  regurgitate  bile  and  mucus.  Re- 
fused the  breast  and  vomiting  continued.  On 
February  the  19th,  the  abdomen  was  markedly 
distended  and  tympanitic.  Glycerine  enemas 
gave  no  results.  The  baby  was  referred  to  the 
roentgenologist,  Dr.  Nessa,  and  by  means  of  a 
small  catheter,  barium  was  introduced  into  the 
baby’s  stomach  and  hourly  exposures  made. 

Dr.  Nessa’s,  roentgenologist,  report : Febru- 
ary 19,  1929,  the  stomach  was  injected  with 
barium  meal  and  showed  throughout  the  ex- 
amination a persistent  niche  on  the  lesser  cur- 
vature near  the  pylorus.  The  abdominal  area 
below  thq  stomach  shows  barium  residue,  the 
same  suggesting,  however,  abdominal  location 
rather  than  duodenal  or  small  intestine.  There 
is  also  an  accumulation  of  gas  along  the 
lateral  walls,  evidencing  free  peritoneal  ac- 
cumulation of  the  same.  No  definite  evidence 
of  patent  pylorus  could  be  noted  in  the  series 
of  films  taken  at  one  to  five  hours  intervals. 
Conclusion : Gastric  perforation  near  the  pylorus 
on  the  lesser  curvature,  with  free  peritoneal 
barium  residue  and  gas  collection. 

Baby  admitted  to  McKennan  Hospital  at  4 :00 
p.  m.,  on  the  19th  of  February.  Hemoglobin 
80  per  cent ; leukocytes  6300 ; polys.  30  per  cent ; 
lymphocytes  64  per  cent;  pulse  140;  tempera- 
ture 98°.  Seventy-five  c.c.  of  normal  salt  solu- 
tion was  given  by  hypodermoclysis. 

Dr.  M.  A.  Stern.  Laparotomy,  February  19, 
1929,  at  5:00  p.  m.  Gas  anesthesia.  On  open- 
ing the  peritoneal  cavity  gas  escaped.  The  peri- 
toneal coat  of  the  intestines  was  markedly  in- 
jected; bloody  serous  fluid  in  the  abdomen; 
flakes  of  fibrin  were  floating  in  the  fluid.  Ap- 
pendix was  located  and  found  not  inflamed. 
No  Meckel’s.  Thereupon  the  stomach  was 
pulled  down  and  at  the  pylorus,  probably  on  the 
stomach  side,  lesser  curvature  and  posteriorly, 
a perforation  a quarter  of  an  inch  in  diameter 
was  found.  The  perforation  was  clean,  punched- 
out,  and  round,  showed  little  inflammatory  re- 
action about  the  edges.  Perforation  was  drawn 
together  with  catgut  and  the  abdomen  closed 
with  drainage. 
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Subsequent  course:  On  February  the  20th, 
baby  took  30  c.c.  of  water.  Abdomen  was  no 
longer  distended  and  baby  appears  brighter. 
February  21st,  abdomen  very  distended;  baby 
cried  all  night.  February  22d,  baby  died. 

Postmortem : Limited  to  inspection  through 
previous  incision.  On  opening  the  incision,  gas 
and  fluid  escaped  from  the  peritoneal  cavity. 
Large  and  small  bowel  were  dusky  red,  ad- 
herent and  covered  with  plastic  exudate.  Ulcer 
was  located  and,  either  because  of  a failure  to 
close  completely  or  because  the  stitches  pulled 
through  the  stomach  wall,  the  ulcer  was  found 


partly  open.  There  was  no  hypertrophy  of  the 
pyloric  ring.  The  stomach  itself  was  not  opened. 
The  gall-bladder  was  large  and  distended.  Pan- 
creas normal.  Kidneys  normal. 

Cause  of  death:  General  peritonitis  due  to 
perforating  gastric  ulcer. 
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PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  September  25,  1929 


The  regular  monthly  meeting  of  the  Minnesota 
Academy  of  Medicine  was  held  at  the  Town  and 
Country  Club  on  Wednesday  evening,  September 
25,  1929,  having  been  postponed  two  weeks. 
Dinner  was  served  at  7 p.  M.,  and  the  meeting 
was  called  to  order  at  8 p.  m.,  by  the  President. 
Dr.  C.  N.  McCloud.  There  were  33  members 
present. 

Minutes  of  the  May  meeting  were  read  and 
approved. 

The  scientific  program  consisted  of  the  follow- 
ing: 

Dr.  Rae  T.  LaVake  (Minneapolis)  read  his 
Thesis,  entitled  “The  Rectal  Examination  and  the 
Concealed  Second  Stage  of  Labor.” 

DISCUSSION 

Dr.  T.  L.  Rothrock  (St.  Paul):  I have  been  much 
interested  in  this  condition  which  Dr.  LaVake  de- 
scribed, and  I was  glad  to  note  that  he  gave  us  a 
little  of  the  relative  merits  of  the  vaginal  and  the 
rectal  examinations.  It  seems  to  me  that  as  the 
rectal  examination  has  been  brought  to  the  front 
it  has  been  productive  of  one  thing,  and  that  is  the 
fact  that,  owing  to  its  safety  and  the  ease  with  which 
it  is  done,  it  has  overshadowed  the  abdominal  pal- 
pation, which,  in  my  estimation,  is  superior  to  either 
the  vaginal  or  rectal  examination.  By  it  we  find 
out  many  things;  we  can  tell  many  times  whether 
there  is  mal-position.  In  the  early  stages  by  the 
rectal  examination  as  well  as  by  the  vaginal  exami- 
nation it  is  impossible  to  diagnosticate  the  position. 
I personally  do  not  hesitate  to  make  a vaginal  ex- 
amination and,  with  proper  protection,  do  not  be- 
lieve that  the  vaginal  examination  is  a great  danger. 
I insist  on  proper  preparation  and  a very  thorough 
technic^  which,  I regret  to  say,  a great  many  prac- 
titioners have  not  acquired.  They  forget  the  fact 
that  the  bacterial  flora  on  the  inside  of  the  labia  is 
the  same  as  on  the  skin  and  unless  they  are  cleansed 
and  great  care  taken  there  is  great  danger  of  carry- 


ing infection  from  the  labia  inside.  I do  not  wonder 
they  get  infection. 

With  regard  to  this  condition  which  Dr.  LaVake 
has  described:  I have  not  observed  it.  I observe 
one  cardinal  rule  in  obstetrics — if  the  patient  has 
good  pains  and  the  head  does  not  descend  well,  I 
do  not  hesitate  to  ascertain  why.  I take  the  pa- 
tient into  the  examining  room  and  prepare  for  de- 
livery. If  there  is  a disproportion  in  the  size  of 
the  head  and  the  pelvis,  the  head  does  not  readily 
engage;  if  the  head  is  soft  and  movable  you  can 
make  allowance  that  it  will  mould  and  may  engage. 
In  the  early  stage  you  can  then  select  and  carry  out 
your  proper  procedure;  if  it  is  going  to  be  an  in- 
strumental delivery,  then  a further  trial  of  labor;  if 
not,  then  an  immediate  Cesarean  section.  It  has 
been  a very  great  help  to  me  since  I adopted  that 
plan.  I want  to  add  that  I make  as  few  examina- 
tions as  possible.  I utilize  the  rectal  examination 
to  ascertain  the  progress  of  dilatation  of  the  cervix. 
If  I want  to  find  out  whether  there  is  disproportion, 
it  is  always  by  a vaginal  examination  and  then  al- 
ways under  an  anesthetic. 

Dr.  T.  F.  Hammond  (St.  Paul):  This  is  a rather 
interesting  discussion  regarding  the  relative  merits 
of  the  vaginal  and  rectal  examinations.  I think  as 
a rule  in  any  procedure  the  simplest  method  is 
preferable,  and  certainly  the  rectal  examination  is 
the  simpler  method  of  getting  the  information.  In 
a great  many  cases,  as  Dr.  Rothrock  stated,  it  is 
possible  to  get  all  the  information  required  by  ab- 
dominal palpation  and,  with  the  additional  informa- 
tion gained,  by  doing  a rectal.  I think  that  is  all 
that  is  necessary.  There  are  cases  though  when 
one  feels  all  the  necessary  information  has  not  been 
obtained,  and  then,  I think,  one  would  not  hesitate 
to  do  a vaginal  under  proper  precautions.  As  a 
matter  of  fact  the  preparation  for  a vaginal  exam- 
ination is  often  inadequate.  The  only  wonder  I have 
is  that  in  many  cases  there  are  not  more  infections 
owing  to  the  way  the  examinations  are  done.  The 
nurse  may  make  a very  elaborate  preparation  and 
the  doctor  will  come  along  with  possibly  sterile 
gloves  and  introduce  the  gloved  finger  through 
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the  vulva  not  prepared  at  all.  The  patient  in  that 
way  is  submitted  to  the  possibility  of  infection.  On 
the  other  hand,  I think  students  are  now  instructed 
that  they  can  get  all  the  information  necessary  from 
the  rectal  examination.  Just  the  other  day  in  the 
hospital  an  intern  told  me  there  was  three-fingers’ 
breadth  dilatation  in  a patient  under  observation. 
He  had  made  a rectal  examination.  I made  a vag- 
inal and  decided  to  send  the  patient  home.  There 
was  no  dilatation.  I also  had  made  a rectal  but 
could  not  be  sure.  I have  frequently  heard  doctors 
say  that  the  rectal  examination  is  absolutely  use- 
less. That  is  wrong.  A great  deal  of  information 
can  be  obtained  in  this  way,  but  the  attendant 
must  realize  it  is  not  sufficient  in  some  cases. 

Regarding  this  concealed  second  stage.  I have 
not  recognized  that  so  much.  The  mistake  usually 
made  is  that  one  feels  that  the  cervix  is  completely 
dilated  when  it  is  not  and  it  is  necessary  in  a good 
many  cases  to  make  a thorough  and  proper  vaginal 
examination. 

Dr.  H.  B.  Sweetser  (Minneapolis):  I have  been 
very  much  interested  in  the  discussion  of  the  care 
with  which  asepsis  is  arrived  at.  I would  like  to 
ask  if  you  know  the  difference  in  the  mortality  and 
morbidity  rate  to-day  and  say  thirty  or  forty  years 
ago?  It  is  assumed  from  what  I have  just  listened 
to  that  most  women  are  delivered  in  the  hospital 
under  the  most  rigid  aseptic  care.  Thirty  or  forty 
years  ago  we  never  delivered  a patient  in  a hospital 
and  we  had  no  trained  nurses,  and  we  had  very  little 
aseptic  technic  as  it  is  looked  upon  to-day.  And  I 
am  wondering  how  much  difference  there  is  in  the 
mortality  and  morbidity  rates  of  then  and  now. 

I was  Assistant  City  Physician  about  1890,  and  I 
delivered  a lot  of  the  poor  women  of  the  city.  Fre- 
quently I would  go  to  a poor  family  and  about 
the  only  preparation  provided  would  be  clean 
sheets  to  put  on  the  bed  after  the  baby  was  born. 
As  I remember  it,  there  was  very  little  mortality 
or  morbidity,  and  I have  often  wondered  whether 
the  number  of  women  now  delivered  in  the  hospital 
will  not  show  a higher  rate  of  both  than  at  that 
time.  If  this  is  so, — and  I am  led  to  suspect  that 
it  is  so, — from  a survey  of  the  literature  of  recent 
years,  the  cause  lies  probably  in  some  measure 
in  the  grouping  of  many  women  together.  There- 
fore, in  addition  to  the  aseptic  care,  so  well  out- 
lined by  Dr.  LaVake,  equal  care  should  be  exer- 
cised by  the  hospital  management  in  excluding  from 
the  obstetrical  wards  all  possible  sources  of  in- 
fection. 

Dr.  LaVake:  I thought  this  would  be  of  interest 
to  you  because  at  present  the  rectal  examination 
is  being  taught  in  many  schools.  Unless  the  stu- 
dent is  taught,  as  Dr.  Rothrock  says,  that  when  he 
is  clearly  in  doubt  he  had  better  check  up  by  a 
vaginal  examination,  that  man  may  allow  the  pa- 
tient to  go  on  until  a serious  condition  exists.  Dr. 
Rothrock  is  absolutely  right  in  stating  that  not 
enough  care  is  taken  with  the  abdominal  examina- 
tion. Research  substantiates  his  statement  that  the 
bacteria  around  the  introitus  are  the  same  as  on 
the  skin.  Dr.  Sweetser  asks,  “Do  we  have  more 
or  less  sepsis  than  we  used  to  have?’’  Apparently 
we  have  not  improved  in  this  respect.  We  know 
that  the  United  States  is  about  the  thirteenth  on 


the  list;  it  is  almost  the  worst  country  in  the  world 
in  regard  to  puerperal  sepsis.  I quoted  figures  from 
the  Sloan  Hospital  for  Women  in  New  York,  show- 
ing that  the  use  of  sterile  rubber  gloves  reduced 
the  incidence  of  sepsis  from  1.13  to  0.61  per  cent. 
Improvements  in  technic  should  have  reduced  the 
incidence  of  sepsis  markedly,  it  would  seem. 

I do  not  believe  that  the  women  of  to-day  are 
weaker  than  they  used  to  be,  but  we  have  condi- 
tions in  the  city  now  that  are  not  analogous  to  those 
Dr.  Sweetser  had.  In  those  days  a woman  was  de- 
livered in  her  own  home,  in  which  she  had  usually 
lived  for  many  years  and  had  become  immune  to 
the  bacteria  surrounding  her.  To-day  women  are 
not  so  isolated.  There  are  more  opportunities  for 
them,  Jto  be  in  surroundings  containing  bacteria 
to  which  they  are  not  immune.  They  move  around 
from  apartment  to  apartment,  etc. 

In  this  regard,  unless  a hospital  is  equipped  with 
separate  obstetrical  and  surgical  wards  and  is  so  ar- 
ranged that  there  can  be  no  contact  between  ob- 
tetrical  cases  and  a case  of  infection,  that  hospital 
is  not  a safe  place  for  a maternity  case.  Dr.  Watson 
and  his  co-workers  at  Sloan  Hospital  for  Women 
did  a most  remarkable  piece  of  research  work  in 
which  they  pointed  out  the  fact  that  many  infec- 
tions are  apparently  projected  from  the  nose  and 
throat  of  attendants.  Attendants  should  be  masked 
as  at  surgical  operations.  In  the  Minneapolis  Gen- 
eral Hospital  we  have  had  to  close  down  the  Ob- 
stetrical Ward  many  times  in  the  last  fifteen  years 
because  of  infections.  Although  we  were  not  able 
to  trace  the  source  of  infections  absolutely,  the 
presence  of  respiratory  and  general  infections 
throughout  the  city  was  significant. 

I feel  that  staying  out  of  the  vagina,  when  pos- 
sible, is  expedient.  It  is  not  everything,  of  course. 
Cesarean  section  statistics  point  to  the  danger  of 
vaginal  examinations.  If  you  stay  out  of  the  vagina 
and  do  a Cesarean  section  before  labor  begins,  the 
expert  can  expect  a mortality  of  about  one  per 
cent.  A six-hour  trial  of  labor  will  increase  this 
to  about  two  per  cent.  After  vaginal  manipulations 
and  interference  it  may  run  as  high  as  twenty-seven 
per  cent. 

In  my  opinion,  one  of  the  reasons  we  have  not 
reduced  our  mortality  is  that  students  are  taught 
so  many  ways  of  interfering  and  see  such  brilliant 
results  of  interference,  but  fail  to  realize  the  care 
that  is  exercised  in  choosing  the  case  for  interfer- 
ence and  the  care  that  is  used  in  carrying  out  the 
aseptic  technic.  The  result  is  that  they  interfere 
more  frequently  than  they  use  to,  and,  thus,  im- 
proved methods  of  technic  have  been  counterbal- 
anced by  increased  unnecessary  interference,  with 
no  improvement  in  results. 

Dr.  Hammond:  Regarding  the  question  of  visitors 
entering  the  maternity  ward,  Dr.  LaVake  has 
stressed  the  importance  of  attendants  being  masked 
in  obstetrical  cases.  In  this  locality,  or  in  St.  Paul, 
two  years  ago  we  felt  it  would  be  a good  thing 
to  introduce  a rule,  which  is  quite  customary  in  a 
good  many  eastern  hospitals,  of  excluding  visitors 
as  much  as  possible,  particularly  children.  In  this 
particular  hospital  we  excluded  all  urider  fourteen 
years.  You  can  go  up  in  the  ward  any  day  or 
evening  during  visiting  hours  and  find  two  or  three 
children  lolling  around  on  a bed.  We  introduced 
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this  rule  and  were  surprised  to  find  that  some  of 
our  attending  men  were  very  much  opposed  to  it. 

I would  like  to  ask  Dr.  LaVake  if  that  has  been 
tried  in  Minneapolis.  This  procedure  is  taken  as 
a matter  of  course  in  the  East. 

Dr.  Rothrock:  I think  that  perhaps  during  the 
seasons  when  there  are  a great  many  respiratory 
infections  that  might  be  a very  good  thing  to  do. 
It  is  a potential  source  of  danger  certainly. 

One  other  thing  interested  me.  I started  to  prac- 
tice obstetrics  when  everything  was  done  in  the 
home  except  Cesarean  section,  yet  it  was  compara- 
tively rare  that  we  saw  a serious  case  of  infection, 
and  I remember  very  well  some  twenty  years  ago 
when  patients  began  to  be  sent  to  hospitals,  it  was 
not  very  long  until  I had  half  a dozen  quite  serious 
cases  of  infection  in  the  hospital.  Then  the  patients 
were  scattered  around  in  the  hospital.  I soon  learned 
that  the  patient  was  probably  safer  if  delivered  at 
home,  and  that  if  we  wanted  to  avoid  disaster  in 
the  hospital  we  must  furnish  our  patients  extra- 
ordinary protection.  Soon  hospitals  set  aside  part 
of  the  building  for  obstetrical  work  exclusively.  I 
believe  that  under  such  conditions  you  can  get 
along  pretty  free  from  infection.  One  thing  is  im- 
portant, that  is,  should  a patient  start  to  have  an 
increased  temperature,  that  patient  should  be  im- 
mediately isolated  until  you  know  whether  or  not 
she  has  a serious  infection. 

Dr.  LaVake:  From  the  pediatric  standpoint,  it 
is  important  to  consider  the  question  of  visitors  in 
the  hospital.  In  times  past  we  had  several  deaths 
of  new-borns  which  we  thought  could  be  directly 
traced  to  infections  brought  in  by  visitors.  Since 
then  we  have  made  it  a rule  that  children  and  all 
other  visitors  should  be  excluded  from  the  mother’s 
room  while  the  baby  is  present.  To  my  knowledge, 
we  have  never  had  a mother  infected  by  a visitor. 
The  mother  can  be  careful  not  to  allow  a visitor 
to  get  near  her.  In  the  framing  of  rules,  one  must 
be  practical.  Few  women  would  go  into  a hospital 
where  no  visitors  are  allowed  and  where  they  could 
not  see  their  children. 

Many  men  consider  much  of  this  talk  concerning 
infections  by  the  vaginal  examination  and  the  sub- 
stitution of  the  rectal  examination  as  idle.  To  them 
refinement  of  technic  is  the  crux  of  the  matter.  Care 
in  technic  is  the  major  factor  in  the  safety  of  a 
vaginal  examination.  There  is  no  question  about 
that.  However,  one  cannot  as  surely  render  aseptic 
the  vulva,  vagina,  and  cervix  in  labor  as  he  can  the 
abdominal  wall  in  a gynecological  examination,  and 
I feel  that  a peritoneum,  barring  trauma,  will  take 
care  of  pyogenic  organisms  better  than  will  the 
genital  tract  lacerated  by  labor,  especially  the  cervix. 
So,  from  the  standpoint  of  an  infection,  we  should 
approach  labor  with  as  much  care  as  we  do  a major 
gynecological  operation,  as  regards  aseptic  technic. 
The  rectal  examination  I believe  to  be  a step  in  ad- 
vance in  this  regard. 

Dr.  E.  M.  Jones  (St.  Paul)  reported  two  cases 
of  osteomyelitis.  Numerous  lantern  slides  were 
shown. 

DISCUSSION 

Dr.  Owen  Parker  (Ely):  I was  very  much  inter- 


ested in  Dr.  Jones’  case  reports  of  osteomyelitis. 
Osteomyelitis  is  a large  and  interesting  subject.  We 
do  not  see  a great  many  cases  of  acute  osteomye- 
litis in  our  industrial  mining  community,  although 
they  occur  most  often  in  children,  and  we  have  a 
school  population  of  2,500.  Many  of  our  cases  are 
of  traumatic  origin,  as  in  some  of  the  bad  com- 
pound fractures  and  in  severe  gunshot  wounds. 
These  are  difficult  cases  to  handle  and  give  one 
much  trouble.  Most  of  the  osteomyelitis  cases  due 
to  gunshot  wounds  where  there  is  a great  communi- 
tion  and  infection  of  bone,  are  of  long  duration.  I 
have  in  mind  three  cases  all  occurring  within  the 
last  three  years,  and  all  of  them  were  infected  and 
all  of  them  still  have  some  trouble  from  osteomye- 
litis; one  a severe  gunshot  wound  of  the  upper  end 
of  the  femur  through  the  intertrochanteric  region 
who  also  developed  symptoms  of  tetanus  and  was 
given  large  doses  of  tetanus  antitoxin  intravenously; 
second,  a gunshot  wound  shattering  the  ilium  and 
injuring  the  lumbar  spine;  and,  third,  a bullet  wound 
fracturing  the  ilium  and  spinous  process  and  lamina 
of  the  lower  lumbar  spine  and  injuring  the  cord 
slightly. 

In  acute  cases,  if  one  can  operate  early  as  he  does 
in  appendicitis  one  would  save  the  patient  and 
himself  much  trouble  but  not  always.  If  they  lapse 
into  the  subacute  and  chronic  cases  and  go  on  to 
sequestrum  formation  and  discharging  sinuses,  many 
operations  are  usually  done  before  a final  cure  is 
obtained. 

I recall  one  case  of  a lumberman  quite  a number 
of  years  ago  who  came  to  me  with  an  old  osteomye- 
litis of  the  tibia.  He  had  previously  been  operated 
on  several  times  and  I operated  on  him  at  least  three 
times  removing  altogther  a large  part  of  the  tibia 
and  finally  obtaining  a complete  healing  of  ihe  bone 
with  excellent  function.  He  had  been  having  trouble 
over  a period  of  ten  years.  He  is  still  doing  hard 
work  and  has  had  no  recurrence. 

In  the  early  diagnosis  X-rays  should  be  taken 
although  they  do  not  help  us  much  except  in  a 
negative  way.  In  the  old  chronic  cases,  of  course, 
they  are  the  greatest  assistance  in  diagnosis.  One 
has  to  be  careful  not  to  mistake  the  acute  cases  for 
arthritis  or  acute  rheumatism,  especially  when  they 
occur  near  joints.  This,  of  course,  is  an  old  warn- 
ing occurring  in  the  text-books  when  we  were  stu- 
dents, but  still  seems  to  require  mention.  The  re- 
lationship of  osteomyelitis  and  trauma  is  an  inter- 
esting one  and  of  medicolegal  importance  as  was 
recently  brought  forcibly  to  my  attention  by  a 
case  of  ours  which  was  tried  before  the  Industrial 
Commission. 

Osteomyelitis  is  a large  and  interesting  subject, 
and  I wish  to  compliment  Dr.  Jones  on  the  presen- 
tation of  these  cases. 

Dr.  J.  L.  Rothrock  (St.  Paul)  reported  the 
following  “Unusual  Case  of  Toxemia  of  Preg- 
nancy.” 

Mrs.  A.,  aged  33,  mother  of  three  children  and 
now  about  eight  months  advanced  in  her  fourth 
pregnancy,  was  admitted  to  the  Miller  Hospital, 
December  30,  1928,  at  11:00  a.  m„  giving  the  follow- 
ing history: 

Patient,  the  wife  of  a farmer,  had,  so  far  as  is 
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known,  been  well  up  to  Christmas  eve,  when  she 
went  to  a midnight  church  entertainment  and  the 
next  day  was  taken  with  what  was  supposed  to  be 
an  attack  of  influenza.  She  was  first  seen  by  her 
doctor  on  Thursday,  the  27th;  was  at  that  time 
vomiting  and  gave  a history  of  having  vomited 
everything  she  took  from  the  onset  of  her  illness. 
She  was  not  seen  again  until  Saturday,  the  29th, 
when  her  condition  was  found  to  be  unchanged;  the 
vomiting  continued,  and  it  was  then  arranged  to 
bring  her  to  the  hospital  Sunday. 

Examination  on  admission  to  the  hospital  dis- 
closed the  following  symptoms:  The  extremities 
were  cold,  the  skin  suffused,  the  pulse  rapid  (120), 
weak,  and  scarcely  countable  at  the  wrist.  Her 
mental  condition  was  clear;  said  she  felt  well  ex- 
cept for  nausea,  and  was  vomiting  everything  she 
took.  She  had  a slight  cough  and  on  examination 
was  found  to  have  some  rales  in  the  larger  bron- 
chial tubes,  indicating  a slight  bronchitis.  Although 
she  had  taken  cathartics  there  had  been  no  bowel 
movement  since  the  onset  of  her  illness.  She  com- 
plained of  no  pain. 

Examination  showed  her  about  eight  months  ad- 
vanced in  pregnancy,  but  she  had  not  felt  motion  the 
last  two  days,  and  on  careful  examination  fetal 
heart  sounds  could  not  be  heard.  Her  doctor  re- 
ported that  he  did  not  hear  them  at  his  first  visit 
on  Thursday  and  assumed  that  the  fetus  was  prob- 
ably dead.  There  was  no  distention  or  indication 
of  obstruction  of  the  bowels.  There  was  no  uremic 
odor  of  the  breath.  When  awake  she  was  unusually 
alert,  but  slept  most  of  the  time,  and  on  awaking 
showed  no  mental  confusion. 

On  the  morning  of  December  31,  it  was  reported 
that  she  had  passed  no  urine.  On  catheterization 
about  50  cc.  were  obtained.  This  was  very  highly 
colored  and  contained  only  a trace  of  albumin,  but 
a few  granular  and  hyaline  casts.  The  patient  still 
continued  to  vomit.  S'he  was  passing  at  the  rate 
of  about  50  cc.  of  dark  colored  urine  in  twenty-four 
hours. 

January  1,  1929,  vomiting  still  continues  frequent- 
ly. Vomitus  is  brown  in  color  and  small  in  amount, 
sometimes  watery.  About  3 p.  m.  the  patient  began 
to  have  pains  and  indication  that  she  was  falling  in 
labor.  At  8 p.  M.,  the  cervix  being  fully  dilated, 
in  order  to  conserve  her  strength,  low  forceps  was 
applied,  and  she  was  delivered  of  a stillborn  macer- 
ated fetus.  Vomiting  continued  during  the  night. 
Patient  was  catheterized  and  only  100  c.c.  of  urine 
obtained,  notwithstanding  copious  hypodermocly- 
sis,  intravenous  injection  of  glucose  solution,  and 
proctoclysis. 

January  2d,  vomiting  continues,  even  though 
everything — fluids  and  food — has  been  withheld 
from  the  time  of  admission  to  the  hospital.  During 
the  day  the  patient  was  catheterized  and  255  c.c.  of 
urine  obtained. 

January  3d,  at  1:30  a.  m.,  525  c.c.  of  urine  obtained 
by  catheterization,  at  5 a.  m.,  360  c.c.,  and  at  7 a.  m., 
the  patient  voluntarily  passed  300  c.c.  Patient  still 
continues  to  vomit,  and  is  becoming  restless  and 
fretful.  Respirations  are  much  labored.  The  pa- 
tient is  now  wakeful  and  does  not  sleep. 

January  4th,  urine  continued  to  increase  in  amount, 
passed  voluntarily;  vomiting  is  less  and  she  begins 
to  retain  liquids.  Is  restless  and  at  times  slightly 


irrational.  Temperature  from  date  of  admission  has 
remained  normal.  She  is  now  expelling  flatus  and 
frequent  liquid  stools  of  a very  foul  odor. 

Takes  fluids  freely.  Restless  and  irrational. 
Stools  involuntary,  and  patient  seems  very  weak. 
Still  takes  liquids  but  not  so  well — growing  weaker. 

January  6th,  a.m.,  condition  much  the  same. 
Pulse  is  rapid  and  weak  and  irregular.  The  patient 
continues  to  cough,  and  the  temperature  began  to 
rise. 

January  7th,  temperature  104,°  pulse  134,  involun- 
tary stools  and  urine.  Respiration  shallow  and  ir- 
regular, pulse  very  weak.  Patient  has  a vacant 
stare  with  eyes  wide  open  and  cannot  be  aroused. 
Does  not  recognize  those  about  her.  Temperature 
continued  high  all  day,  reaching  105,°  and  death  took 
place  at  3:16  p.  m.,  January  8th.  Temperature  be- 
fore death,  106.° 

From  the  history  the  dominant  clinical  symptom 
was  hyperemesis,  and  this  persisted  throughout  the 
course  of  the  illness  until  within  two  days  of  death. 
These  symptoms  occurring  in  a pregnant  woman, 
it  was  recognized  that  we  were  probably  dealing 
with  a profound  toxemia  with,  no  doubt,  profound 
pathological  changes  in  the  liver  so  that  acute  yel- 
low atrophy  was  thought  of.  The  jaundice,  how- 
ever, was  absent;  there  was  no  leucin  or  tyrosin  in 
the  urine,  and  no  demonstrable  decrease  in  the  size 
of  the  liver  could  be  determined.  There  were  no 
convulsions,  still  the  thought  of  an  atypical  eclamp- 
sia had  to  be  considered.  Under  these  conditions 
only  a tentative  diagnosis  was  possible  before  death. 

Laboratory  findings.  Urinalysis:  sp.  gr.  varied 
from  1014  to  1023;  albumin  varied  from  a trace  to  a 
light  cloud,  never  very  much.  No  bile  present.  Mi- 
croscopic findings:  a few  granular  and  hyaline  casts. 
No  leucin  or  tyrosin. 

Blood  pressure  taken  on  several  occasions,  and 
always  below  normal.  Blood  chemistry  showed  23.4 
mgms.  sugar,  3.95  creatinin,  88.4  urea  nitrogen.  The 
Van  den  Bergh  test,  3.75  mgms.  bilirubin.  Basal 
metabolism  was  34  per  cent,  based  on  an  estimated 
weight.  Van  Slyke  80  per  cent,  and  P.S.P.  27.5  per 
cent  in  four  hours,  with:  no  excretion  the  first  hour. 

Blood  count:  hemoglobin  78  per  cent,  erythro- 
cytes 4,270,000,  leucocytes  13,300,  polymorphonu- 
clears  78  per  cent. 

The  clinical  picture  of  toxic  degeneration  of  the 
liver,  wdiether  with  hyperemesis  or  atypical  eclamp- 
sia, has  many  points  in  common.  Frequently  the 
entire  clinical  course  is  characterized  by  hypereme- 
sis, so  that  for  many  cases  of  hyperemesis  occurring 
during  pregnancy  it  is  correct  to  say  that  toxic  de- 
generation of  the  liver  is  a characteristic  finding  in 
those  cases  that  go  on  to  fatal  termination.  Ac- 
cording to  Seitz,  the  more  pronounced  liver  changes 
in  a pregnancy  allow  themselves,  from  a pathological 
and  anatomical  standpoint,  to  be  sharply  differenti- 
ated into  three  distinct  forms: 

(1)  Toxic  degeneration  of  the  liver  character- 
ized by  diffuse  fatty  degeneration  of  the  liver  cells, 
without  necrosis,  and  without  diminution  in  the 
size  of  the  liver  clinically,  taking  the  form  of  hyper- 
emesis or  presenting  the  picture  of  a general  in- 
toxication. There  is  no  jaundice  and  no  leucin  or 
tyrosin  in  the  urine. 

(2)  Acute  yellow  atrophy  of  the  liver  character- 
ized by  diffuse  fatty  degeneration  of  the  liver  cells 
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with  widespread  necrosis  and  with  shrinking  of  the 
volume  to  one-half  its  size  or  less.  Clinically  the 
dominant  symptoms  are  frequently  hyperemesis  and 
jaundice,  and  leucin  and  tyrosin  are  present  in  the 
urine. 

(3)  Eclampsia  characterized  by  the  presence  in 
the  liver  of  localized  areas  of  cell  degeneration  and 
necrosis  following  thrombosis  of  the  smallest  in- 
terlobular vessels  and  peripheral  capillaries.  Clini- 
cally it  presents  a picture  of  eclampsia  with  or  with- 
out convulsions;  in  other  words,  typical  or  atypical 
eclampsia.  The  anatomical  changes  found  in  the 
liver  are  characteristic  and  are  found  exclusively  in 
patients  dying  of  eclampsia.  In  this  respect  the 
liver  of  eclampsia  differs  from  toxic  degeneration 
of  the  liver  and  acute  yellow  atrophy  as  the  same 
changes  are  sometimes  found  in  men  and  non-preg- 
nant women,  so  that  they  seem  to  bear  no  relation 
to  pregnancy  as  various  forms  of  poisoning  will  give 
rise  to  similar  lesions,  notably  phosphorus,  chloro- 
form, and  chloral. 

In  the  present  case  the  question  arises  if  this  pa- 
tient had  influenza,  to  what  extent  might  the  toxins 
of  influenza  (which  we  know"  are  very  fatal  to  preg- 
nant women)  have  had  to  do  with  the  toxic  degen- 
eration of  the  liver? 

According  to  experience  this  form  of  toxic  degen- 
eration of  the  liver  is  very  fatal  and  by  the  time 
the  symptoms  are  well  established  irreparable  dam- 
age is  done  and  the  case  is  practically  hopeless. 


DISCUSSION 

Dr.  H.  L.  Ulrich  (Minneapolis);  More  and  more 
attention  is  being  called  to  this  type  of  case.  We 
are  getting  more  aware  of  them.  We  see  them  oc- 
casionally in  the  practice  of  internal  medicine. 

There  are  three  types  of  acute  liver  insufficiency — 
the  focal  necrosis  type  of  eclampsia,  the  acute  yel- 
low atrophy,  and  the  acute  fatty  liver. 

All  the  data  on  the  blood  are  significant  and  could 
be  induced  by  renal  stoppage,  intestinal  obstruction, 
or  liver  insufficiency.  The  alkalosis  no  doubt  was 
due  to  dehydration  and  dechlorination  from  hyper- 
emesis. Since  clinically  we  can  rule  out  intestinal 
obstruction  and  a renal  insufficiency,  the  only  other 
organ  left  is  the  liver. 

We  must  be  more  acute  in  our  analysis  of  these 
cases.  We  can  .differentiate  the  acute  yellow  atrophy 
from  the  eclamptic  and  fatty  type.  To  differentiate 
the  two  latter  is  a more  difficult  task  unless  we  use 
the  criterion  of  convulsions.  I see  no  reason  why 
we  can  exclude  convulsive  seizures  in  any  of  these 
insufficiencies. 

There  is  no  laboratory  method  as  yet  devised  to 
tell  us  what  type  of  insufficiency  we  are  dealing  with. 
We  are  again  thrown  back  on  clinical  methods. 
Even  here  the  clinical  end  result  will  only  be  of 
value  in  prognosis,  which  is  usually  fatal. 

The  meeting  adjourned. 

Carl  B.  Drake,  M.D. 

Secretary 


BLASTOMYCOSIS  OF  THE  EYELID 

By  C.  Wm.  Forsberg,  M.D.,  and 
Monte  A.  Stern,  M.D. 

SIOUX  FALLS,  SOUTH  DAKOTA 


While  most  of  the  cases  of  blastomycosis  have 
been  reported  from  the  vicinity  of  Chicago,  the 
disease  is  apparently  widespread  and  reported 
from  various  parts  of  the  country. 

The  writers  are  reporting  a case  from  the 
Dakotas.  It  is  very  easy  and  certain  of  diag- 
nosis if  only  it  is  considered  in  the  differential 
diagnosis,  and  should  be  considered  in  all 
crusted  tumors  resembling  epithelioma  with  itch- 
ing from  which  pus  can  be  expressed  from 
minute  abscesses  at  the  border. 

case  history 

Case  No.  32262.  A farmer,  aged  21,  was  re- 
ferred for  a warty  crusty  growth  about  the 
right  eyelid.  He  had  first  noticed  a tiny  red 
papule  in  the  center  of  his  upper  right  eyelid, 
three  months  previously.  This  kept  spreading 
over  the  eyelid  in  spite  of  treatment  with  vari- 
ous medicated  salves  until  it  covered  the  upper 
eyelid,  a portion  of  the  lateral  edge  of  the  lower 
eyelid  and  some  of  the  skin  lateral  to  these 


areas.  It  did  not  pass  over  the  eyebrow,  and 
did  not  invade  the  conjunctiva.  It  was  not  ul- 
cerated and  closely  resembled  an  epithelioma. 
There  had  been  considerable  itching  during  the 
period  of  growth,  and  a purulent  fluid  could  be 
expressed  by  pressure.  The  general  health  was 
unaffected  and  the  physical  examination!  was 
otherwise  negative. 

The  laboratory  reports  wrere  as  follows:  Hemo- 
globin 80  per  cent;  erythocytes  5,000,000;  leucocytes 
9,500;  differential  polymorphonuclear  cells  66  per 
cent;  lymphocytes  34  per  cent.  The  urinalysis  was 
negative  and  the  Kahn  and  Wassermann  tests  were 
negative.  A biopsy  was  done  and  microscopically 
were  seen  the  typical  intra-epithelial  abscesses  of 
blastomycosis  containing  the  organism.  This  was 
verified  by  Dr.  E.  T.  Bell  of  the  University  Medical 
School,  Minneapolis.  Radium  was  applied  locally, 
sodium  iodide  given  intravenously,  and  potassium 
iodide  by  mouth.  Ten  days  later  the  growth 
sloughed  off  as  a crust  leaving  a fresh  epithelial 
tissue  with  some  scarring.  There  wTas  still  some 
purulent  fluid  at  the  edges  but  no  organisms  were 
seen  under  the  microscope. 
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Minneapolis,  November  1,  1929 


THE  MEETING  OF  THE  PHYSICIANS 
AND  SURGEONS  IN  CHICAGO 

The  American  College  of  Surgeons  which 
met  in  Chicago  the  week  of  October  fourteenth 
has  continued  the  subject  which  we  attempted 
to  open  for  discussion  in  the  last  issue  of  The 
Journal-Lancet  (October  fifteenth),  so  they 
are  crowding  us  rather  closely  on  the  hospital 
situation.  Evidently  some  of  the  men  had  an 
opportunity  of  getting  up  and  expressing  their 
true  sentiments.  Dr.  W.  J.  Mayo  said  some 
very  plain  things  which  many  of  the  doctors  re- 
futed but  the  editor  is  tempted  to  agree  with 
him  in  some  of  his  expressions.  He  made  the 
claim  that  there  is  too  much  salesmanship  and 
not  enough  humanity ; with  that  the  editor  can 
not  entirely  agree  because  when  you  take  a big 
clinic  like  the  Mayo  Clinic,  or  the  large  hospi- 
tals in  the  cities  of  the  size  of  Minneapolis  or 
St.  Paul,  and  consider  the  large  amount  of  char- 
ity work  that  is  done  by  them  it  is  quite  evident 
that  humanity  is  in  the  foreground.  It  is  un- 
fortunate that  anything  should  be  said  to  make 
the  people  feel  they  are  having  their  confidence 
in  hospitals  wrecked. 

The  editor  has  long  been  familiar'  with  the 
situation  in  Minneapolis,  and  knows  enough 
about  the  private  hospitals,  of  which  there  are 
a few  and  good  ones,  and  about  the  general  hos- 


pitals which  may  be  either  sectarian  or  endowed, 
to  feel  that  he  knows  something  about  this  hos- 
pital question.  And  rather  than  say  the  confi- 
dence of  the  public  is  being  wrecked  we  feel  that 
it  is  the  owner  of  the  private  hospital  that  is 
in  danger  of  being  wrecked. 

If  some  of  the  critics  who  object  to  the  man- 
ner in  which  hospitals  are  managed  would  take 
the  time  and  trouble,  or  had  the  inclination,  to 
obtain  information  about  what  it  means  to  run 
a hospital,  taking  into  consideration  all  the  ex- 
penses incurred  and  including  the  fact  that 
many  patients  fail  to  pay  their  bills,  it  would  soon 
be  evident  that  there  is  a great  deal  of  humanity 
^ shown  as  well  as  salesmanship. 

The  medical  profession  is  only  a profession, 
not  a business  establishment  or  a business  con- 
cern, and  its  object  is  to  make  the  sick  man  com- 
fortable and  to  cure  as  many  as  possible.  And 
if  something  happens  so  the  patient  does  not  get 
well  the  hospital  and  its  staff  are  subject  to 
much  more  criticism.  Of  course  there  are  some 
surgeons  who  seek  aggrandizement  at  the  ex- 
pense of  the  hospital,  but  it  is  not  always  of  the 
lasting  kind.  Some  of  these  men  occasionally 
fall  down,  and,  unfortunately,  some  of  these  men 
are  accused  of  adding  this  expense  to  the  pa- 
tient, as  well  as  his  hospital  bills,  unjustly. 
There  are  a good  many  hospitals  that  may  work 
everything  they  possibly  can,  but  the  surgeon 
or  doctor  is  not  entirely  responsible  for  that. 
The  general  run  of  hospitals  charge  for  their 
rooms  a certain  sum,  to  which  is  added  all  sorts 
of  charges  for  laboratory  work,  and  then  add 
the  expense  of  one  or  perhaps  two  special  nurses. 
The  editor  has  had  the  idea  for  some  time  that 
most  of  these  patients  get  along  better  if  they 
are  supervised  in  a general  way  by  a competent 
individual  but  are  not  tantalized  or  constantly 
waited  on  by  too  many  unimportant  people. 
Sometimes  there  are  too  many  nurses ; and  the 
’editor  finds  he  can  manage  his  own  affairs  at 
the  hospital  under  one  superintendent  who  is  a 
trained  woman,  a skilled  person,  without  the  as- 
sistance of  special  nurses  for  every  patient — in 
fact  the  patients  get  along  faster  and  a great 
deal  better,  and  make  a better  and  more  speedy 
recovery  on  general  care  than  with  special 
nurses.  The  same  conditions  apply  to  friends 
and  relatives  and  other  people  who  know  nothing 
about  hospitals  or  hospital  regime  yet  are  anx- 
ious to  hover  about  the  patient,  suggesting  that 
this  or  that  be  done  for  him. 

The  American  Medical  Association  is  now 
working  out  a plan  to  reduce  hospital  expense, 
that  is,  hospital  rates,  and  they  are  working  on 
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a plan,  also,  to  see  that  the  patient  gets  all  the 
attention  required  on  the  lowest  possible  basis 
of  expense  of  running  a hospital,  and  probably 
this  plan  will  include  the  use  of  small  wards 
which  can  be  made  just  as  attractive  as  single 
rooms. 

Dr.  Mayo  said  there  were  but  15  per  cent  of 
the  people  who  were  enjoying  special  attention 
in  private  rooms  with  private  nurses ; that  an- 
other 15  per  cent  were  taken  care  of  by  the  city 
hospitals,  and  there  the  expense  was  borne  by 
the  public ; and  that  the  remaining  70  per  cent 
were  taken  care  of  haphazardly.  So  there  should 
be  a scheme  worked  out  whereby  all  the  patients 
can  be  taken  care  of  on  a uniform  basis. 

The  editor  hopes  it  is  understood  that  there 
is  no  personal  feeling  against  the  nurses  in  this, 
or  their  work  in  caring  for  the  sick,  because  we 
have  a very  high  regard  for  the  nurses.  But 
we  are  speaking  of  the  prospect  of  lowering 
prices  by  the  elimination  of  the  extra  cost  in- 
curred by  limiting  a nurse  to  one  patient  unless 
it  is  absolutely  necessary.  We  think  we  pointed 
out  in  our  article  of  October  fifteenth  that  a pa- 
tient went  into  the  hospital  for  two  days  and 
expected  that  her  bill  would  be  $19.50  when,  as 
a matter  of  fact,  the  extra  expenses,  nurs- 
ing fees,  laboratory  fees,  and  operating-room 
charges  amounted  to  $67.00.  Now  there  is 
some  mistake  about  this  sort  of  financiering  for 
a patient  in  the  hospital,  and  the  only  way  of 
overcoming  it,  apparently,  is  to  have  the  hospi- 
tals more  uniform  in  their  charges  and,  further, 
to  have  the  hospital  rate  include,  if  possible, 
such  necessary  fees  as  are  commonly  charged  as 
extras.  Some  hospitals  charge  a certain  amount 
for  a dose  of  medicine,  when  perhaps  the  phy- 
sician should  see  that  the  patient  is  getting  what 
is  really  necessary  only  and  nothing  more.  This 
matter  will  have  to  be  threshed  out  over  a long 
period  of  time,  but  evidently  the  more  we  talk 
about  it  or  the  more  the  public  thinks  about  it, 
the  more  many  things  will  be  disregarded  that' 
ordinarily  would  receive  careful  attention. 

Anyhow,  there  is  no  reason  why  a man  or  a 
woman  going  into  a hospital  to  be  treated  should 
not  be  businesslike,  just  as  businesslike  as  the 
hospitals  are,  and  inquire  very  carefully  as  to 
what  the  room  charges  are  to  be  there  and  what 
other  expenses  might  be  incurred,  but  how  many 
do  this  ? Consequently,  a large  number  of 
people  who  are  operated  on  or  otherwise  treated 
begin  to  worry  about  the  expense  only  after  they 
have  been  in  the  hospital  for  one  or  two  weeks ; 
then  they  ask,  or  some  wait  until  the  final  day, 
when  they  are  to  be  discharged,  when  they  pay 


the  bill.  The  result  is  that  some  unfortunate 
woman  who  has  had,  we  will  say,  a special  op- 
eration performed  and  has  not  inquired  of  any- 
one what  her  expense  will  be  finally  begins  to 
worry  about  what  her  ultimate  bill  will  be ; she 
finds  when  she  actually  gets  the  bill  that  it  is 
very  much  smaller  than  she  expected  because 
the  hospital  authorities  were  courteous  enough 
to  inquire  into  her  financial  status  and  made  their 
bill  moderate  accordingly.  But  the  principal 
thing  we  shall  have  to  contend  with  is  the  opin- 
ion of  the  public,  and  we  certainly  must  get  in- 
to their  good  graces  if  medical  practice  is  going 
to  pick  up,  notwithstanding  the  fact  that  the 
various  communities  in  Minnesota  are  building 
adequate  hospitals,  good  hospitals,  and  the  pa- 
tients are  taken  care  of  by  a staff  of  competent 
physicians  and  surgeons  with  the  result  that  they 
are  being  taken  care  of  at  home,  and  conse- 
quently the  man  in  the  city  has  less  of  these 
cases.  There  is  less  referred  work  from  the 
country  than  there  was  before  the  times  changed 
so  decidedly.  Then,  too,  everyone  knows  that 
hard  times  are  upon  us  and  have  been  for  one 
or  two  years  without  much  prospect  of  their 
changing  within  a reasonable  time. 

CONSERVE  YOUR  RESOURCES 

This  may  be  a very  stupid  subject  to  write 
on  but  much  attention  has  been  called  to  it  late- 
ly, as  well  as  to  the  condition  of  medical  prac- 
tice all  over  the  country;  and  in  some  places 
the  medical  men  are  undoubtedly  wishing  they 
had  engaged  in  some  other  profession  or  calling. 

It  is  very  necessary,  in  our  estimation,  that 
the  doctor  consider  safe  and  regular  investment 
during  his  busy  years  in  order  to  insure  or  as- 
sure his  economic  independence  at  a time  when 
he  may  not  be  so  busy.  Years  ago  this  may  not 
have  been  so  necessary,  or  the  need  for  it  so 
evident,  but  time  brings  changes  everywhere  and 
the  changes  it  has  wrought  in  the  doctor’s  life, 
not  only  from  the  professional  standpoint  but 
from  the  financial  side,  are  quite  in  keeping  with 
the  general  trend.  Competition  is  keener,  and 
more  men  are  engaging  in  professions  yearly. 
What  are  we  going  to  do  about  it? 

The  Physicians’  Times  Magazine,  which  is 
published  by  McKesson  and  Robbins  of  Bridge- 
port, Connecticut,  has  some  very  timely  sug- 
gestions as  to  choosing  a career  for  the  doctor’s 
son,  and  the  article  starts  out  with  the  question 
“Shall  my  son  study  medicine?,  ponders  the  doc- 
tor. If  I urge  him  to  do  so,  how  can  I be  certain 
or  be  sure  he  will  develop  the  ability  or  type  of 
mind  that  can  succeed  in  my  profession?”  Dr. 
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J.  M.  T.  Finney,  of  Baltimore,  who  is  writing 
on  this  subject,  has  said  that  “integrity,  intelli- 
gence, and  industry  are  the  fundamentals  to  suc- 
cess in  medicine,  as  in  many  other  walks  of 
life.”  To  these  he  adds  the  power  of  observa- 
tion of  facts  and  painstaking  attention  to  details, 
while  the  quality  of  equanamity,  which  was  also 
a great  point  with  Sir  William  Osier,  is  also  in- 
cluded ; the  ability  to  remain  calm'  and  resolute 
under  the  greatest  stress  he  terms  “a  jewel  with- 
out price.” 

Those  of  you  who  have  read  the  article  will 
find  that  some  of  the  men  are  questioning  the 
advisability  of  the  father  advising  the  son,  as  to 
whether  a father  is  a good  advisor  for  his  son’s 
occupation.  He  ought  to  be,  but  when  it  comes 
to  a question  of  his  choosing  a doctor’s  career 
he  may  be  rather  a poor  advisor.  As  a parent 
is  he  in  the  best  position  to  offer  advice?  Not 
only  on  account  of  the  unreliability  of  the  fame 
attending  the  venture,  but  considering  the  finan- 
cial success — is  it  really  worth  while?  Although 
we  are  told  that  a doctor  is  a professional  man 
he  really  must  make  a living  and  if  he  does  not 
succeed  then  he  regrets  that  he  has  chosen  a 
profession  and  wishes  that  he  had  chosen  some 
vigorous  work  in  business.  It  is  all  a question. 
In  the  first  place  he  is  devoting  himself  to  the 
care  of  the  sick  and  he  rejoices  in  his  results. 
He  js  devoted  to  his  practice  and  his  patients 
and  does  anything  he  can  within  the  limits  of 
his  resources  to  make  his  son  a successful  prac- 
titioner. 

Again,  against  this  personal  bias,  however,  re- 
mains the  fact  that  by  training  and  practice  the 
successful  doctor  is  almost  invariably  a keen 
judge  of  human  nature,  its  shortcomings  as  well 
as  powers  and  potentialities,  so  that  it  is  rather 
a question  of  what  the  father  advises  his  son. 
The  son  will  probably  do  about  as  he  pleases 
anyway.  If  he  finds  he  is  not  fitted  for  medi- 
cine he  gets  into  something  else.  All  practition- 
ers know  of  many  cases  of  this  sort,  where  the 
son  gets  into  some  other  kind  of  business,  not 
professional,  and  makes  his  way  in  the  world 
and  is  able  to  maintain  himself  and  his  family. 
Those  interested  in  statistics  have  made  various 
tests  to  determine  the  classifications  into  which 
men  fall  as  related  to  their  callings  or  profes- 
sions. In  comparing  likes  and  dislikes  through 
hundreds  of  tests,  psychologists  have  discovered 
that  men  of  the  same  profession  tend  to  have 
the  same  likes  and  dislikes.  One  test  revealed 
that  one  group  of  successful  physicians  were 
found  to  coincide  in  this  respect  to  an  astonishing 
degree  and  that  their  likes  and  aversions  were 


entirely  different  from  those  that  characterized 
a group  of  lawyers.  Consequently,  those  of  us 
who  follow  the  medical  profession  probably 
have  a natural  leaning  toward  the  work,  so  that 
with  all  of  those  factors,  outcomes,  or  situations 
to  consider  it  is  sometimes  a very  difficult  ques- 
tion to  determine  whether  the  son  should  follow 
in  the  footsteps  of  his  doctor  father  or  whether 
he  should  get  out  of  the  profession  and  make 
a way  for  himself  along  another  line.  In  one  of 
the  tests  referred  to  above,  Dr.  Strong  and  Dr. 
Cowdery  chose  for  their  study  from  fifty  to  a 
hundred  successful  men  in  each  of  eighteen  dif- 
ferent occupations  : 96  physicians,  100  ministers, 
135  public  accountants,  97  life  insurance  sales- 
men, 90  authors,  78  lawyers,  76  retail  salesmen, 
73  bankers,  73  engineers,  72  executives,  66  school 
teachers,  63  artists,  60  department  store  sales- 
men, 49  advertising  men,  15  traveling  salesmen, 
48  personnel  managers,  47  office  workers  and 
26  service  station  employees, — 1271  persons  in 
all,  a cross-section  of  principal  occupations. 
Each  of  these  men  filled  out  an  interesting  blank 
which  followed  closely  a test  prepared  by  the 
Carnegie  Institute  of  Technicology.  It  contained 
263  items,  including  34  sports  and  amusements, 
6 kinds  of  pets,  12  kinds  of  reading,  25  school 
subjects,  23  miscellaneous  activities,  78  types  of 
people,  and  84  occupations.  Each  item  was  to 
be  marked  by  the  man  with  an  “1,”  “d,”  or  “i,” 
depending  on  whether  he  liked,  disliked,  or  was 
indifferent  to  it.  So  our  readers  will  readily 
see  how  complicated  it  is  for  a man  to  advise 
another  as  to  his  fitness  for  following  a certain 
occupation  or  profession,  and  how  equally  dif- 
ficult it  is  for  a man  to  obtain  success  in  an  oc- 
cupation for  which  he  has  no  inherent  fitness 
or  interest. 

“CANDIDATES  FOR  THE  ASYLUM” 

Something  very  definite  has  come  to  the  people 
of  this  world  now  in  which  they  must  choose  to 
either  improve  or  lessen  the  characteristics. 

The  prize  for  imbecile  behavior  should  go 
without  question  to  the  unknown  simpleton  who 
fired  a shot  into  the  helium  tank  of  the  metal 
dirigible  ZMC-2,  a prank  which  caused  the  loss 
of  much  valuable  gas  and  endangered  the  lives 
of  the  dirigible’s  crew  and  passengers. 

It  is  hard  for  the  average  mortal  to  fathom 
the  mental  processes  which  prompted  such  a 
silly  and  destructive  act.  Probably  this  offender 
is  one  of  the  persons  called  either  a defective 
or  moron,  and  their  numbers  have  increased 
most  remarkably.  Statisticians  from  all  over  the 
country  are  wondering  what  is  going  to  become 
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of  the  inhabitants  of  our  asylums,  and  whether 
we  will  have  asylums  enough  to  house  this  class 
of  people. 

The  ZMC-2  is  not  the  only  airship  which  has 
served  as  target  for  wooly-witted  sharpshooters. 
The  Graf  Zeppelin  on  the  last  leg  of  its  globe- 
circling  trip  was  shot  at  and  a bullet  found  in 
its  fabric  covering  when  it  landed  at  Lakehurst. 
The  Navy  dirigible,  the  Los  Angeles,  has  been 
fired  on  many  times. 

The  Minneapolis  Star  has  written  on  this  sub- 
ject and  wonders  how  this  idiotic  conduct  can 
be  explained  and  finally  concludes  it  would  have 
to  be  left  to  the  alienists  and  psychiatrists. 

Can  you  imagine  a person  of  intelligence,  who 
knows  there  are  people  as  passengers  and  crew 
abroad  a dirigible  and  that  the  explosion  of  a 
gas  tank  may  be  a catastrophe,  using  an  airship 
as  a target?  Other  awful  things  happen  that 
are  perhaps  just  as  bad  as  that,  but  they  all  come 
from  the  one  source — the  class  of  unthinking, 
untrained  and  stupid  people.  And  the  probabili- 
ties are  that  the  more  attention  is  called  to  this 
form  of  endeavor  the  more  dirigibles  will  be 
fired  upon.  Some  man  is  going  to  crave  to  see 
a catastrophe  and  if  he  sees  the  exploding  of  a 
balloon  he  will  see  all  the  catastrophe  he  can 
stand.  Such  a man,  if  it  is  possible  to  apprehend 
him  and  prove  that  he  is  the  guilty  person,  should 
be  taken  out  and  shot  at  in  turn. 


MISCELLLANY 


FAST  WEEDING  OUT  MEN  WITHOUT 
LICENSES 

Oscar  Von  Schoppelrei,  alias  Dr.  Von  Schoppelrei, 
sentenced  to  two  years  in  prison 
On  October  11,  1929,  before  the  Honorable 

Matthias  Baldwin,  Judge  of  the  District  Court  for 
Hennepin  County,  Minnesota,  Oscar  Von  Schoppel- 
rei, who  is  not  a medical  man,  but  who  claimed  to 
be  a doctor,  entered  a plea  of  guilty  to  the  crime 
of  abortion  and  was  sentenced  by  the  court  to  two 
years  at  hard  labor  in  the  State  Penitentiary  at 
Stillwater.  Von  Schoppelrei  ran  afoul  of  the  law  a 
year  ago  by  sending  health  certificates  to  the  State 
Board  of  Barber  Examiners  for  applicants  attending 
one  of  the  barber  colleges  in  Minneapolis.  At  that 
time,  through  the  intercession  of  the  State  Board 
of  Medical  Examiners,  his  services  were  dispensed 
with  and  he  dropped  out  of  sight  for  the  time  being. 
However,  he  again  resumed  his  activities  along  a 
different  line  with  the  above  result.  A woman  con- 
federate of  Von  Schoppelrei’s  was  sentenced,  at  the 
same  time,  to  two  years  in  the  State  Reformatory 
at  Shakopee. 

State  of  Minnesota  vs.  George  Garoponlo, 
(alias  Dr.  George) 

The  defendant,  claiming  to  be  a doctor,  was  ar- 


rested July  2,  1929,  on  a complaint  signed  by  Mr. 
Brist,  on  behalf  of  the  Minnesota  State  Board  of 
Medical  Examiners,  charged  with  violating  the  1927 
Basic  Science  Law,  in  that  he  attempted  to  diag- 
nose and  treat  an  ailment  that  he  called  syphilis, 
which  in  reality  was  simply  a minor  skin  disturbance 
that  cleared  up  in  three  or  four  days  under  proper 
medical  attention.  Upon  being  brought  into  court, 
the  defendant  enterered  a plea  of  not  guilty,  his  bail 
was  set  at  $1,500.00,  and  upon  the  preliminary  hear- 
ing held  September  23rd,  was  bound  over  to  the 
District  Court  with  bail  in  the  same  amount.  On 
October  7,  1929,  before  Honorable  J.  C.  Michael, 
Judge  of  the  District  Court.  St.  Paul,  the  defendant 
entered  a plea  of  guilty  and  was  fined  $250.00  or 
60  days  in  the  workhouse.  The  fine  was  paid  and 
the  defendant  discharged  from  custody. 


NEWS  ITEMS 


Dr.  Milton  Kerlan,  of  Aitkin,  Minn.,  has 
moved  his  offices  to  Philadelphia. 

Dr.  A.  M.  Fawcett,  formerly  of  Granite  Falls, 
Minn.,  is  now  located  in  Renville,  Minn. 

Dr.  Stanley  S.  Chunn,  formerly  of  Russell, 
Minn.,  is  now  located  at  Lake  .Wilson,  Minn. 

A new  community  hospital  has  been  opened  at 
Wasta,  S.  D.,  and  is  in  the  charge  of  Dr.  Heine- 
mann. 

Dr.  B.  A.  Kantp,  who  has  resigned  as  county 
doctor  at  Albert  Lea,  is  being  succeeded  by  Dr. 
J.  P.  Freeman. 

Dr.  Theodore  Bratrud,  of  Warren,  Minn.,  re- 
cently purchased  a 1500-acre  farm  for  which 
he  paid  $57,000. 

Dr.  O.  J.  Pederson,  of  Hanska,  Minn.,  has 
returned  from  Europe  where  he  has  been  visit- 
ing the  hospitals. 

Dr.  George  C.  Dittman,  of  St.  Paul,  has  re- 
turned from  Europe  where  he  has  spent  the 
past  few  months. 

The  addition  to  Mercy  Hospital  of  Williston, 
N.  D.,  increasing  its  capacity  to  150  beds,  was 
opened  last  month. 

Dr.  C.  L.  Scofield,  of  Benson,  Minn.,  is  erect- 
ing an  office  building  in  that  city.  He  will  use 
the  ground  floor  for  his  offices. 

Dr.  A.  E.  Johnson  of  Red  Wing,  Minn.,  who 
recently  attended  clinics  and  hospital  work  in 
Chicago,  traveled  both  ways  by  airplane. 

A new  maternity  hospital  is  to  be  opened  at 
Ispwich,  S.  D.  This  hospital  will  be  under  the 
supervision  of  Airs.  James  Foley,  R.N.,  of  Aber- 
deen. 
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Dr.  B.  H.  Sprague  of  the  Huron  (S.  D.) 
Clinic  is  in  California  only  temporarily.  He  will 
return  to  Huron  to  resume  his  practice  early  in 
the  spring. 

The  new  Wesley  Hospital  has  been  opened  at 
Brookings,  S.  D.  A campaign  is  being  laid  to 
raise  additional  money  to  build  a new  wing  and 
operating  room. 

Itasca  County  has  joined  Beltrami,  Hubbard, 
and  Koochiching  Counties  in  the  ownership  and 
maintenance  of  the  Lake  Julia  Sanatorium  for 
tuberculosis  patients. 

Dr.  H.  R.  Irish  of  Forest  City,  Iowa,  very 
well  known  in  Southern  Minnesota,  died  Octo- 
ber 7.  He  was  the  founder  of  the  Irish  Hos- 
pital in  Forest  City. 

The  Minnesota  Trudeau  Medical  Society  held 
its  fall  meeting  October  19,  in  Duluth.  The 
speakers  were  Dr.  A.  T.  Laird,  Dr.  Wm.  H. 
Feldman,  and  O.  G.  Haugland. 

Dr.  F.  P.  Strathern,  prominent  St.  Peter  phy- 
sician, was  elected  president  of  the  Minnesota 
State  Board  of  Health  last  month.  He  succeeds 
Dr.  M.  W.  Smith,  of  Red  Wing. 

The  subscription  price  of  the  Journal  of  the 
American  Medical  Association,  including  fellow- 
ship dues,  has  been  increased  to  $7.00  per  year. 
The  price  is  still  very  reasonable. 

Dr.  Frank  H.  Wade  of  New  Richmond,  Wis., 
died  October  8,  in  Duluth.  Dr.  Wade  was  a 
prominent  physician  in  northern  Wisconsin  and 
had  been  in  practice  for  forty-five  years. 

Dr.  James  B.  Muir,  of  Roseau,  Minn.,  died 
last  month  at  the  age  of  69.  Dr.  Muir  was  a 
graduate  of  Bennett  Medical  College,  class  of 
’85.  He  formerly  practiced  at  Hamilton,  N.  D., 
and  at  Hallock,  Minn. 

The  semi-annual  meeting  of  the  Nicollet  and 
LeSueur  County  Medical  Society  took  place  at 
St.  Peter,  October  10.  An  obituary  tribute  to 
Dr.  Joseph  E.  LeClerc  was  read,  as  well  as 
other  papers  and  reports. 

Dr.  and  Mrs.  Julius  Buscher  of  Albany, 
Minn.,  returned  from  a trip  to  Germany,  where 
Dr.  Buscher  took  several  postgraduate  courses. 
He  is  moving  his  offices  and  location  from  Al- 
bany, Minn.,  to  St.  Cloud. 

Professor  Leon  Asher,  Director  of  Physio- 
logical Institute,  Berne,  Switzerland,  gave  a 
Mayo  Foundation  lecture  on  October  4.  His 
subject  was  “The  action  of  specific  diuretics  and 
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the  secretion  of  urine  under  physiological  condi- 
tions.” 

Dr.  Robert  L.  Sanders  of  Memphis,  Tenn., 
succeeds  Dr.  G.  J.  Thomas,  Minneapolis,  as 
president  of  the  Association  of  Resident  and  ex- 
Resident  Physicians  of  the  Mayo  Clinic  and 
Foundation.  Dr.  John  S.  Abbott,  of  St.  Paul, 
was  re-elected  secretary. 

Drs.  D.  D.  Murray  and  C.  J.  Braden  were 
honored  at  the  annual  banquet  of  the  St.  Louis 
County  Medical  Society  held  in  Duluth  on  Oc- 
tober 10,  1929.  Addresses  were  given  by  Mr. 
E.  W.  MacPherran,  attorney,  and  Drs.  E.  L. 
Tuohy,  F.  J.  Elias,  and  other. 

The  emergency  hospital  for  typhoid  patients 
at  Helena,  Mont.,  opened  recently  and  received 
twenty-five  typhoid  patients  the  first  day.  Four- 
teen nurses  are  handling  the  work  at  the  emer- 
gencv  hospital  of  treating  these  cases,  the  num- 
ber of  which  seem  to  indicate  the  presence  of 
an  epidemic. 

Dr.  Maysil  Williams,  head  of  the  child  hy- 
giene bureau  in  the  State  Health  Department  of 
North  Dakota,  is  now  taking  a postgraduate 
course  in  her  line  of  work  at  the  Harvard  L ni- 
versity.  Dr.  Williams  procured  this  course 
through  a fellowship  given  her  by  the  Rocke- 
feller Foundation. 

The  new  hospital  now  under  construction  in 
Bemidji,  Minn.,  is  said  to  be  one  of  the  finest 
in  that  section  of  the  state.  It  will  be  comprised 
of  two  floors  and  a full  basement  and  is  being 
built  with  highest  efficiency  and  comfort  for  its 
occupants  in  mind.  It  will  be  partly  ready  for 
occupancy  about  December  1. 

Dr.  Dan  J.  Donohue,  of  Butte,  Montana,  died 
October  3,  1929,  at  the  age  of  55  years.  Dr. 
Donohue,  who  was  very  prominent  in  military 
circles,  died  as  the  result  of  an  accident  in  which 
he  slipped  and  fell,  concussion  of  the  brain  re- 
sulting. He  was  graduated  from  the  Physicians 
and  Surgeons  College  in  1899. 

Dr.  Percy  L.  Owens,  of  Bismarck,  N.  D.,  was 
elected  a member  of  the  Sixth  District  Medical 
Society  at  their  recent  meeting,  held  at  Mandan. 
Dr.  P.  C.  Lochead,  deputy  commissioner  of 
health  of  Rochester,  delivered  a talk  before  the 
members.  He  spoke  on  early  diagnosis  and  peri- 
odic examinations  for  disease  prevention. 

Dr.  Herman  Linde,  of  Cyrus,  Minn.,  was 
elected  president  of  the  West  Central  Minne- 
sota Medical  Society  at  their  annual  meeting 
last  month.  The  following  were  also  elected 
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officers:  Dr.  Walter  T.  Judge,  Graceville,  vice- 
president  ; Dr.  Chas.  Bolsta,  Ortonville,  secre- 
tary-treasurer; Dr.  Oliver,  Graceville,  delegate 
to  the  State  Association. 

Dr.  F.  J.  Elias  of  Duluth,  was  elected  presi- 
dent of  the  St.  Louis  County  Medical  Associa- 
tion at  their  annual  meeting  on  October  10.  He 
succeeds  Dr.  E.  L.  Tuohy.  The  following  of- 
ficers were  also  elected : Dr.  C.  W.  Bray, 
Biwabik,  first  vice-president ; Dr.  O.  E.  Heimark, 
Duluth,  second  vice-president;  and  Dr.  M. 
Fischer,  Duluth,  secretary-treasurer. 

Dr.  Mary  J.  S.  Whetstone,  of  Minneapolis, 
died  last  week  at  the  age  of  80.  Dr.  Whetstone 
was  a graduate  of  the  University  of  Michigan 
Medical  School,  class  of  ’81,  and  had  practiced 
in  Minneapolis  over  forty  years.  She  was  the 
second  woman  to  practice  medicine  in  Minne- 
apolis. She  was  a leader  in  civic  welfare  and 
was  active  in  church  and  temperance  work. 

The  Yankton  District  Medical  Society  of 
South  Dakota  held  its  fall  meeting  last  month 
at  the  State  Hospital,  being  the  guests  of  Dr. 
G.  S.  Adams  and  his  staff.  Interesting  papers 
were  read  by  the  following  at  the  meeting:  Dr. 
S.  W.  Harrington,  Rochester;  Dr.  J.  C.  Ohl- 
rnacher,  Vermillion ; Dr.  Wm.  D.  Runyon,  Sioux 
City;  and  Dr.  F.  C.  Smith,  Yankton.  Dr. 
Harrington’s  paper  on  Surgery  of  the  Breast, 
will  be  published  in  an  early  issue  of  The 
Journal-Lancet. 


The  Minnesota  Public  Health  Association 

That  Minnesota  physicians  are  interested  in  tu- 
berculosis is  indicated  by  registrations  for  the  series 
of  short  courses  on  this  subject  now  in  progress  at 
the  various  sanatoria  under  the  auspices  of  the  Min- 
nesota Public  Health  Association  and  the  Minne- 
sota State  Medical  Association.  The  first  short 
course  was  held  October  24,  at  Pokegama  Sanatori- 
um, Pine  City. 

Dates  for  the  subsequent  short  courses  follow: 
Fair  Oaks  Sanatorium,  Wadena,  October  29;  Sand 
Beach  Sanatorium,  T.ake  Park,  October  30;  Sunny 
Rest  Sanatorium,  Crookston,  October  31;  South- 
western Minnesota  Sanatorium,  Worthington,  No- 
vember 8;  State  Sanatorium,  Walker,  November  13, 
and  Glen  I.ake  Sanatorium  (Hennepin  County)  near 
Hopkins,  November  15. 

These  short  courses  are  free  to  physicians,  being 
a part  of  the  educational  work  financied  by  Christ- 
mas Seals. 


Tentative  Program  of  the  Seventh  Semi-annual 
Meeting  of  the  Minnesota  Society  of 
Internal  Medicine 
St.  Paul,  Minn.,  November  11,  1929 

1.  Report  of  a case  of  esophageal  diverticulum. 

Dr.  A.  H.  McFarland. 

2.  Experiences  with  sodium  sulphocyanate  in  hy- 

pertension. Dr.  J.  F.  Borg. 

3.  Contribution  to  the  physiology  and  pharmacol- 

ogy of  the  kidney.  Dr.  R.  N.  Beiter. 

4.  Title  not  yet  given.  Dr.  H.  M.  Conner 

5.  Title  not  yet  given.  Dr.  J.  C.  Carey. 

6.  Title  not  yet  given.  Dr.  A.  H.  Beard. 

7.  Excretion  of  congo  red  by  the  kidney.  Pre- 

liminary report.  Dr.  A.  M.  Snell,  Dr.  N.  W. 
Barker. 

8.  Title  not  yet  given.  Dr.  Hilding  Berglund. 

9.  History  of  local  medicine.  Dr.  A.  S.  Hamilton. 

10.  Modification  of  cardiac  physiology  by  digitalis 

with  its  clinical  applications.  Mr.  John  Cowan. 

11.  A case  of  right  coronary  occlusion.  Dr.  Ralph 

W arnock. 

12.  A discussion  of  trauma  occurring  to  the  thor- 

acic and  abdominal  viscera  from  severe  ex- 
ternal injury  without  external  brusing  or 
laceration,  and  with  particular  reference  to 
damage  to  the  heart  muscle  and  its  conducting 
mechanism.  Dr.  E.  L.  Tuohy. 

This  will  be  an  all  day  meeting  at  the  Town  and 
Country  Club.  Luncheon  will  be  served  and  also 
dinner. 

All  physicians  are  invited  to  the  morning  and 
afternoon  meetings. 

E.  L.  Gardner,  M.D. 

Secretary. 

Minnesota  Medical  Alumni  Association 
Homecoming  Program 
Friday,  November  15,  1929 
Eustis  Memorial  Auditorium  Medical  School  Campus 

Chairman  of  Morning  Session:  Dr.  W.  A.  O’Brien 
8:30 — Dr.  Leo  Rigler.  Value  of  X-ray  Studies. 
9:00 — Dr.  W.  Ray  Shannon.  Infant  Feeding. 

9:30 — Dr.  E.  L.  Tuohy.  Diagnosis  of  Abdominal 
Pain. 

10:00 — Dr.  Otto  Folin.  Sugar  in  Blood  and  Urine 
with  demonstration. 

11:00 — Dr.  Ernest  M.  Hammes.  Functional  Disturb- 
ances simulating  Organic  Disease. 

11:30 — Dr.  O.  Wangensteen.  Treatment  of  Acute 
Intestinal  Obstruction. 

Noon  Luncheon 

Chairman  of  Afternoon  Session:  Dr.  E.  L.  Tuohy 
1 :00 — Dr.  Sam  Sweitzer.  Common  Skin  Diseases 
and  Syphilis. 

1 :30 — Dr.  J.  C.  Litzenberg.  Cancer  of  the  Uterus. 
2:00 — Dr.  George  D.  Head.  Teachings  of  Medical 
Experience. 
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2:30 — Dr.  W.  F.  Braasch.  The  Clinical  Significance 
of  Infections  of  the  Prostate  Gland. 

3:00 — Dr.  Jay  Durand.  Poliomyelitis. 

3:30 — Dr.  Emil  Geist.  Treatment  of  Fractures. 

4:00 — Business  Meeting.  Reorganization  of  Alum- 
ni Society. 

Evening — Attendance  at  Various  Campus  Home- 
coming Activities. 

Saturday,  November  16 

10:00 — Tour  of  Medical  Buildings  and  New  Hospital. 

Northern  Minnesota  Medical  Association  Meeting 

The  Annual  Meeting  of  the  Northern  Minnesota 
Medical  Association  was  held  at  Bemidji,  Septem- 
ber 2 and  3. 

A very  interesting  two-day  session  was  held  with 
a fair  attendance. 

The  program  on  Monday  morning  included 
Eclampsia  and  Its  Mortality,  by  Dr.  Mary  Ghostley, 
of  International  Falls;  Peptic  Ulcer,  by  Dr.  Ralph 

E.  Weibler,  of  Fargo,  N.  D. ; Neurasthenia  by  Dr. 
A.  J.  Giesen,  of  Starbuck;  Pschyoanalysis  in  Reac- 
tive Epilepsy,  by  Dr.  Frank  E.  Whitmore,  of  St. 
Paul;  Some  Recent  Advances  in  Endocrinology,  by 
Dr.  A.  M.  Snell,  of  Rochester. 

During  the  luncheon  hour  Dr.  N.  O.  Pearce,  of 
Minneapolis,  reviewed  the  work  throughout  the 
State  done  by  the  State  Board  of  Health  in  Diph- 
theria prevention  by  the  use  of  toxin-antitoxin. 

This  survey  showed  plainly  where  many  of  us, 
in  various  localities,  are  not  doing  as  much  as  could 
be  desired  in  regard  to  the  prevention  of  diphtheria. 

The  Monday  afternoon  session  proved  very  in- 
teresting, and  included  Clinic  Pathological  Sym- 
posium, by  Drs.  W.  A.  O’Brien,  O.  H.  Wangensteen, 
and  Leo  Rigler  of  Minneapolis;  Immunity  in  Pedi- 
atrics, by  Dr.  L.  L.  Brown,  Crookston;  Eye  Injuries, 
by  Dr.  Hendie  Grant,  St.  Paul;  Jaundice  and  its 
Problems,  by  Dr.  S.  H.  Boyer,  Duluth;  Symptoms 
and  Complications  of  Urinary  Retention,  by  Dr.  W. 

F.  Braasch,  Rochester. 

Following  the  Banquet  at  6:30  the  members  of  the 
Society  with  their  wives  and  friends,  listened  to 
the  following:  Rev.  W.  C.  Sainsbury,  St.  Paul; 
President  Appegaard’s  Address  on  Medical  Econom- 
ics, Editor  Mitchell  of  Bemidji,  and  two  vocal  num- 
bers by  Dr.  Bodeaux,  Brainerd. 

The  Tuesday  morning  program  began  with  Diag- 
nosis and  Treatment  of  Uterine  Bleeding,  by  Dr.  A. 
L.  McDonald,  Duluth;  Hyperthyroidism  in  Children, 
by  Dr.  Max  Alberts,  St.  Paul;  A Study  of  Postoper- 
ative Hypothyroidism,  by  Dr.  M.  G.  Gillespie,  Du- 
luth; and  Bronchial  and  Esophageal  Foreign  Bodies, 
by  Dr.  D.  G.  Gardiner,  St.  Paul. 

A short  business  session  was  then  held  and  officers 
elected  were:  Dr.  H.  C.  Cooney,  Princeton,  Presi- 
dent; Dr.  E.  W.  Johnson,  Bemidji,  Vice  President; 
and  Dr.  O.  O.  Larsen,  Detroit  Lakes,  (re-elected) 
Secretary-Treasurer.  This  was  followed  by  a Gas- 
tro-Intestinal  Clinic,  by  Dr.  C.  B.  Wright,  Minne- 
apolis, and  Dr.  Leo  Rigler,  Minneapolis. 

The  next  meeting  of  the  Society  will  be  held  in 
Moorhead,  in  September,  1930. 

O.  O.  Larsen,  M.D. 

Secretary 


Yankton  (S.  D.)  District  Medical  Society 

Yankton  District  Medical  Society  held  its  fall 
meeting  October  tenth  at  the  State  Hospital,  the 
Society  being  the  guest  of  Doctor  G.  S-.  Adams  and 
his  medical  staff.  The  following  scientific  program 
was  given: 

Surgery  of  the  Breast,  illustrated  with  lantern  slides. 

Dr.  S.  W.  Harrington,  Rochester,  Minn. 

Some  Fundamentals  of  Kidney  Diseases,  illustrated 
with  lanetrn  slides.  Dr.  J.  C.  Ohlmacher,  Ver- 
million, S.  D. 

Aortitis,  illustrated  with  lantern  slides.  Dr.  Wm. 

D Runyon,  Sioux  City,  Iowa. 

Case  reports  by  members  of  the  Society. 

Report  upon  the  1929  A.  M.  A.  Meeting.  Dr.  F.  C. 
Smith,  Yankton,  S.  D. 

There  was  a banquet  at  6:00  p.  m.,  given  by  Doc- 
tor and  Mrs.  G.  S.  Adams  in  the  banquet  hall  at 
the  State  Hospital  for  the  doctors  and  their  wives 
and  visitors.  There  were  about  seventy-five  or 
eighty  at  the  banquet. 

The  scientific  program  was  well  attended  includ- 
ing a group  of  senior  medical  students  from  the 
State  University. 

Dr.  Harrington’s  paper  will  be  published  in  The 
Journal-Lancet. 

J.  A.  Hohf,  M.D. 

Secretary 


X-Ray  Table  Wanted 

Second-hand  X-ray  table  combining  vertical  and 
horizontal  fluoroscope.  Describe  what  you  have. 
Address  Drayton  Hospital,  Drayton,  N.  D. 

Wanted — Assistant  General  Surgeon  in 
Minneapolis 

Scandinavian;  single;  of  good  personality.  Op- 
portunity to  share  in  the  business.  Address  651, 
care  of  this  office. 

Nurse  Wanted 

For  a small  hospital  in  South  Dakota.  Registra- 
tion not  essential,  but  must  be  experienced  in  giving 
anesthetics.  Wages  $80  to  $90.  Address  664,  care 
of  this  office. 

Office  Equipment  for  Sale 

Doctor’s  complete  office  equipment:  mahogany 
desk,  McCasksey  filing  cabinet,  bookcase,  chairs,  and 
instruments.  Price  very  reasonable.  Call  Emerson 
2273,  St.  Paul,  or  write  659,  care  of  this  office. 

X-ray  Outfit  for  Sale 

Victor  Universal  Junior  Transformer  in  Mahog- 
any cabinet,  with  auto  transformer  and  resistance 
controls,  ammeter,  $125  Coolidge  tube,  $200  tube 
stand  No.  6,  overhead  waring  system,  $70  Victor- 
Alien  head  rest,  film  cabinet,  trays,  holders,  hangers, 
lamp,  etc.,  for  110  or  220  volt  alternating  current. 
Costs  $1500  new.  Guaranteed  in  good  working  or- 
der. Will  install  at  $600.  Dr.  Q.  C.  Hoagland, 
Madison,  South  Dakota. 
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Part  of  Office  in  Minneapolis  for  Rent 

Two  rooms  for  physician  in  general  practice  or 
specialist  with  old  established  eye,  ear,  nose  and 
throat  specialist  with  privilege  of  large  waiting 
room  and  services  of  stenographer.  Call  upon  Dr. 
George  A.  Kohler,  611-617  Besse  Building  or  phone 
Geneva  2175. 

Office  Position  in  Minneapolis  Wanted 

By  a woman  with  some  office  experience  who 
has  worked  seven  years  as  a practical  nurse;  who 
knows  how  to  take  care  of  an  office  and  knows  how 
and  is  willing  to  work.  Of  good  address  and  has 
good  references.  Moderate  salary.  Address  661, 
care  of  this  office. 

High-Grade  Technician  Wants  Position 

Thoroughly  trained  and  experienced  laboratory 
technician,  B.A.,  with  ten  months’  special  training 
in  Minneapolis  General  Hospital  wishes  position  in 
first-class  hospital  or  clinic.  Successfully  managed 
laboratory  in  Eastern  clinic.  Best  of  references. 
Address  660,  care  of  this  office. 


Locum  Tenens  Work  Desired 

An  experienced  physician  of  high  standing  in  the 
profession  (speaks  the  Scandinavian  languages)  is 
open  for  locum  tenens  work.  Licensed  in  Minne- 
sota and  South  Dakota.  Address  658,  care  of  this 
office. 

Physician  Wanted 

I have  a practice  of  about  $10,000  a year.  Am 
leaving  for  the  Coast  to  spend  several  months  and 
would  like  to  get  a physician  to  take  care  of  my 
practice  (in  South  Dakota).  Equipment  furnished. 
Address  663,  care  of  this  office. 

Doctor  Wanted  in  Minneapolis 

Good  neighborhood  location  for  general  practice; 
fine  suite  of  rooms  especially  designed  for  doctor’s 
office,  cheap  rent;  located  over  our  Drug  Store. 
Will  gladly  co-operate  with  the  right  kind  of  a man. 
Kadlec  & Danek,  625  Plymouth  Ave.,  Minneapolis, 
Minn. 


Equip  that  new  office  with 
Gowns  and  Linens 

Supplied  by 

The  Medical  Arts  Service 

Incorporated 

All  garments  made  to  ORDER.  Call  for 
our  representative  to  take  measurements 
prior  to  your  moving  date. 

Geneva  1851 

72-74  South  11th  Street  Minneapolis,  Minn. 
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BLUE  SCLERA  AND  BRITTLE  BONES* 

By  G.  M.  Constans,  M.D. 

Department  of  Ophthalmology  and  Otolaryngology,  Quain  and  Ramstad  Clinic 


Per  Copy.  10c 
A Year,  $2.00 


BISMARCK,  NORTH  DAKOTA 


I wish  to  bring  up  a subject  which,  though  not 
rare,  especially  to  the  ophthalmologist,  yet  is  not 
common  and  which  by  the  practitioner  outside 
our  field  is  often  overlooked  or  never  heard  of. 
I refer  to  the  syndrome  spoken  of  in  various 
ways,  but  consisting  of  blue  sclerotics  and  frag- 
ile bones  often  associated  with  otosclerosis.  In 
the  past  six  months  it  has  been  my  privilege  to 
have  two  such  cases  which  I will  report  at  this 
time. 

This  connection  of  multiple  fractures  of  bones 
associated  with  blue  sclene  was  first  noted  by 
Spurway  in  1896  and  again  by  Eddowes  in  1900. 
No  doubt,  prior  to  this  time  it  had  often  been 
seen,  as  the  presence  of  blue  sclene,  reported 
in  1841,  and  of  fragile  bones  in  1833,  by  Lob- 
stein,  would  indicate,  but  the  twro  factors  were 
not  associated  together.  Later  the  occurrence 
of  deafness,  or  otosclerosis,  was  noted.  One  is 
struck  by  the  fact  that  though  numerous  articles 
and  case  reports  are  to  be  found  upon  this  sub- 
ject, yet  it  is  practically  disregarded  in  most 
texts  upon  ophthalmology.  Luch’s  book  devotes 
three  or  four  lines  to  it,  De  Schweinitz  a short 
paragraph;  others  do  not  mention  it  at  all. 

Nevertheless,  the  subject  is  a very  interesting 
one,  both  from  the  medical  and  biological  view- 
point. It  is  of  interest  to  the  ophthalmologist 
as  the  picture  presented  is  a most  striking  one, 
to  the  otologist  from  the  frequency  of  otosclero- 

♦Presented  before  the  North  Dakota  Academy  of  Oph- 
thalmology, June  6,  1929. 


sis  in  these  cases,  to  the  surgeon  and  orthopedist 
from  the  standpoint  of  frequency  of  fractures 
and  sprains  oftentimes  occurring  from  the  most 
trivial  of  causes.  It  should  be  taken  cognizance 
of  by  pediatrists  and  general  practitioners,  par- 
ticularly in  a preventive  manner  in  order  that 
parents  may  be  advised  as  to  this  condition  and 
avoid,  if  possible,  any  undue  chances  that  the 
child  may  incur  from  trauma,  however  trivial. 

These  cases  further  open  up  a wide  vista  in 
regard  to  the  transmutation  of  factors,  inherit- 
ance of  characteristics,  evolution,  and  the  ap- 
plication of  the  Mendelian  law. 

I do  not  presume  in  presenting  merely  two 
cases  with  what  family  history  is  obtainable  to 
prove  or  disprove  various  theories  as  to  the 
cause  of  this  strange  malady*  but  can  merely 
point  out,  in  so  far  as  these  cases  show,  wherein 
they  do  or  do  not  agree  with  the  various  state- 
ments promulgated  as  to  cause,  transmission, 
and  presence  or  absence  of  certain  factors. 
Much  of  the  data  written  in  regard  to  this  dis- 
ease is  most  meager  and  of  a rather  sketchy  na- 
ture. 

The  syndrome  has  the  following  character- 
istics : 

1.  Blue  sclerse. — This,  of  course,  is  the  dom- 
inant feature  of  the  disease,  for  without  it  the 
syndrome  would  not  exist. 

2.  Lragilitv  of  the  bones. — This  is  evidenced 
by  a history  of  numerous  fractures  or  sprains 
often  due  to  the  most  trivial  causes. 
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3.  Otosclerosis. — A rather  common  factor 
though  not  always  present ; not  present  at  birth, 
but  occurring  usually  in  the  second  to  third  dec- 
ade of  life. 

4.  A definite  familial  history  of  these  in- 
herited characteristics. 

As  to  the  last  factor,  some  authors  have  traced 

this  syndrome  through  as  many  as  five  genera- 
tions. In  my  cases  I have  data  upon  only  three 
generations  as  the  patients  were  unfamiliar  with 
their  family  history  in  regard  to  this  complex 
prior  to  this  time.  The  sex  incidence  reported 
is  about  equal,  and  this  is  true  in  my  cases.  The 
transmission  is  direct,  that  is,  children  of  people 
with  white  sclerotics  are  never  affected,  while 
to  those  of  parents  with  blue  sclerotics  it  may 
or  may  not  be  transmitted.  Its  occurrence  fol- 
lows out  the  old  Mendelian  law  as  does  brachy- 
dactylism  as  shown  by  Drinkwater  in  this  man- 
ner : 

1.  All  affected  individuals  have  an  affected 
parent. 

2.  None  of  the  unaffected,  even  though  the 
parent  may  be  affected,  have  descendants  that 
are  affected. 

3.  Both  the  affected  and  unaffected  members 
who  have  a parent  so  affected  are  about  equal 
in  number. 

Apparently  this  disease  follows  the  law  of  a 
dominant  characteristic  when  present,  much  as 
do  the  cases  of  presenile  cataract,  retinitis  pig- 
mentosa, color  of  irides,  and  color  blindness. 
However,  the  sex  dominance,  as  in  color  blind- 


ness, that  is,  male  or  female,  is  not  noticeable 
in  this  disease. 

Elewant  thinks  it  is  a sequela  of  hereditary 
lues,  but  in  my  cases  neither  the  family  history, 
marital  history,  nor  the  specific  reaction  tests 
would  bear  out  this  assertion,  and  others  have 
concurred  in  my  findings. 

Cockayne  notes  that  it  is  associated  with  poor 
physical  development,  which  fact  was  not  borne 
out  by  my  cases  or  by  searching  interrogation 
into  their  family  histories. 

Otosclerosis  is  undoubtedly  a frequent  occur- 
rence, as  previously  reported  cases  in  the  litera- 
ture note.  This  was  true  in  one  of  my  cases, 
but  not  in  the  other,  neither  in  the  patient  ex- 
amined nor  as  to  other  members  of  the  family 
afflicted  with  blue  sclerotics. 

Fragility  of  the  bones  was,  in  my  series,  a 
constant  factor  and  one,  I think,  that  must  be 
present  to  make  up  the  syndrome.  Multiple 
fractures  and  . sprains  are  a most  noticeable  fea- 
ture in  the  history  and  the  reason  that  the  pa- 
tient seeks  medical  aid  in  a majority  of  the 
cases,  but  inasmuch  as  those  cases  are  not  char- 
acterized by  delayed  union  or  rebreaks  at  point 
of  former  fracture,  the  syndrome  is  often  missed 
and  the  blue  sclerse  are  generally  overlooked  by 
the  attending  surgeon. 

The  blue  sclerse  are,  of  course,  the  most  con- 
stant factor  present  in  all  these  cases  and  most 
characteristic  in  appearance.  A warning  must 
be  given,  however,  not  to  confuse  the  deeper 
hue  of  the  sclerse  found  especially  in  brunettes 
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with  dark  irides,  and  particularly  in  children, 
with  the  characteristic  appearance  found  in  these 
people  having  this  syndrome.  No  less  than  five 
cases,  chiefly  children,  were  sent  to  me  for  this 
condition  after  the  first  case  was  seen  at  the 
Clinic,  none  of  whom  had  abnormal  eye  findings. 
Conical  comeae  and  ectasia  of  the  comes  are 
noted  bv  De  Schweinitz  and  it  can  be  easily  seen 
how  this  may  occur,  but  these  findings  were  not 
present  in  mv  cases. 

As  to  the  etiology  of  this  peculiar  disease,  I 
believe  it  is  hereditary  and  only  transmitted  from 
a parent  or  parents  who  have  it  themselves. 
Vander  Veer  and  Dickinson,  however,  ascribe 
it  to  only  10  per  cent  of  the  cases,  but  report 
only  one  case,  and  this  conclusion  is  not  con- 
curred in  by  other  writers.  The  anatomical  and 
pathological  findings  are  of  interest. 

The  general  view  that  hypoplasia  of  the  mes- 
enchyme is  the  underlying  factor  in  these  cases 
is  of  greatest  portent.  Embryologically,  this 
would  best  explain  the  color  of  the  sclera  due 
to  thinness  of  the  scleral  fibers  and  the  color  of 
the  pigmented  layer  of  retina  showing  through. 
Possibly,  this  is  not  the  best  statement,  and  it 
would  be  better  to  say  the  scleral  fibers  were 
deficient  in  number  as  has  been  shown  by  one 
case  of  Buchanan’s  in  which  such  an  eye  was 
sectioned  microscopically. 

This  also  would  explain  the  incidence  of  fre- 
quent occurrence  of  sprains  and  fractures  which 
universally  go  to  make  up  the  syndrome.  This, 
too,  may  be  due  in  part  to  deficiency  in  the  cal- 
cium content  of  the  bones.  An  interesting  point 
is  that  these  fractures  occur  only  in  the  shafts 
of  bones  and  not  at  the  epiphysis ; further,  that 
healing  is  usually  uneventful  and  that  subsequent 
fractures  do  not  take  place  at  the  site  of  a form- 
er break.  This  is  an  important  factor  in  the 
surgical  investigation  of  these  cases. 

The  otosclerosis,  as  has  been  stated,  occurs 
later  in  life,  usually  in  the  second  to  third  dec- 
ade, and  has  been  demonstrated  microscopically. 

Investigation  of  hereditary  and  congenital 
characteristics  has  proved  that  they  do  follow 
the  Mendelian  law  and  that  the  dominant  char- 


acteristic is  a constant  factor.  This  fact  is  well 
shown  in  my  cases  as  the  chart  will  show. 

Case  1. — Mrs.  C.  R.,  aged  19,  married.  No  chil- 
dren. Came  to  Clinic  because  of  stomach  trouble 
and  frequent  sore  throat.  Last  attack  was  one 
month  ago.  She  had  frequent  attacks  with  remis- 
sions. Some  pain  in  the  upper  abdomen  radiating 
to  both  flanks  had  been  present  for  the  past  two 
months,  following  menstrual  periods.  One  year  ago 
after  a severe  cold  had  earache  and  right  ear  drained 
a short  time.  Her  previous  history  showed  that  be- 
tween the  ages  of  six  and  thirteen  she  had  suffered 
fractures  of  both  arms  and  one  leg.  She  was  seen 
at  the  Clinic  in  July,  1922,  for  a fracture  of  the  left 
femur.  (Fig.  1.)  She  was  treated  for  this  frac- 
ture and  an  open  operation  performed  on  account 
of  bad  position  and  for  apposition  with  delayed 
healing.  This  was  successful,  and  she  had  an  ex- 
cellent anatomic  and  functional  result  in  December, 
1922.  In  March,  1923,  she  fell  and  her  leg  caused 
her  pain,  but  she  did  not  report  for  observation. 

Upon  examination  at  her  last  visit  blue  sclerae 
were  noted  (Fig.  2)  and  the  following  family  his- 
tory elicited.  (Fig.  3.)  Father  had  no  evidence 
of  this  trouble.  Mother  had  blue  scleras,  marked 
deafness  (probably  otosclerosis),  and  a history  of 
frequent  fractures  and  sprains.  One  sister  was  free 
from  all  symptoms,  and  had  normal  white  sclerae. 
She  had  five  brothers;  two  had  blue  sclerae,  one  of 
whom  was  deaf,  and  both  gave  history  of  sprains, 
but  no  fractures  that  she  remembered.  She  did  not 
know  about  her  grandparents  or  other  relatives. 

Personal  history  disclosed  that  she  had  always 
had  blue  sclerae  and  a history  of  five  fractures  at 
different  times.  As  recalled  by  the  patient  they 
were:  two  left  forearm,  one  right  forearm  in  the 
region  of  the  wrist,  one  right  thigh,  and  one,  the 
last,  of  the  left  thigh.  X-ray  examination  disclosed 
an  old  healed  fracture  of  the  left  forearm  and  also 
of  the  left  femur. 

Examination:  Physical  examination  was  negative. 
Wassermann  was  negative.  Nose  was  negative. 
Ears:  canals  and  membranae  tympani  were  normal, 
and  hearing  was  normal  to  voice,  whisper,  and  tun- 
ing forks.  Throat  showed  chronic  tonsils,  plus  one 
pus  and  no  plugs.  Sinuses  were  negative  to  transil- 
lumination and  X-ray.  A diagnosis  of  chronic  in- 
fected tonsils  was  made,  but  a slight  coryza  was 
present  so  tonsillectomy  was  postponed  for  a few 
days.  This  was  performed  five  days  later,  and  her 
postoperative  condition  was  good. 

Eye  examination:  Vision  in  both  eyes  was  6/6,  and 
she  read  050J  readily.  The  eyes  were  normal  in 
size,  shape,  and  position.  The  orbits  were  equal, 
the  left  being  slightly^  higher  than  the  right.  The 
lids  were  normal  and  opened  and  closed  freely. 


Fig:.  2. — Blue  sclerae. 


Fig.  4. — Blue  sclerae  and  arcus  senilis. 
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CASE  I 


SPRAINS 


Fig:.  3. — Case  T.  Mother,  one  sister,  and  two  brothers 
Mother  and  one  brother  deaf,  and  one  brother  and  one  s 
blue  sclerse  had  sprains.  Mother  had  fractures  and  the  s 


FRACTURES 


had  blue  sclerae.  One  sister  and  three  brothers  had  white  sclerse. 
ster  had  no  deafness.  Mother  had  sprains,  and  all  offspring'  with 
ster  had  fractures,  but  the  two  brothers  did  not  have. 


There  was  a wide  palpebral  fissure  present.  The 
lacrimal  apparatus  was  normal.  Conjunctiva  was 
normal.  The  sclera  showed  deep  blue  pigmentation, 
particularly  noticeable  when  the  eyes  were  turned 
up  or  down.  This  is  the  typical  appearance  of  the 
blue  scleral  syndrome  which  resembles  the  color 
that  is  seen  when  a staphyloma  is  present,  none 
here  existing,  however.  The  pupils  were  equal, 
about  five  millimeters  in  size,  and  reacted  readily 
to  light,  accommodation  and  in  convergence.  The 
irides  were  blue — perfectly  normal. 

Right  eye:  Cornea  was  clear  and  the  anterior 
chamber  was  of  normal  depth.  The  media  were  clear, 
the  retina  of  normal  color,  and  the  nerve  head  slight- 
ly oval,  long  axis  vertical.  Margins  were  sharply 
defined  except  that  there  was  slight  haziness  along 
the  nasal  portion.  The  color  was  good.  There  was 
no  physiologic  cup  present.  The  lamina  cribrosa 
was  not  seen.  There  was  a ciliorctinal  artery  along 
the  temporal  portion  and  a slight  retraction  of  the 
scleral  ring  temporally  with  pigmentation.  The 
blood  vessels  were  normal  in  size  and  shape  and 
were  in  proportion.  The  macular  region  was  nega- 
tive, and  the  foveal  reflex  was  present.  The  per- 
iphery was  negative. 

Left  eye:  The  external  eye,  the  cornea,  media, 
disc,  and  retina  were  the  same  as  in  the  right  eye 
with  the  exception  that  there  W'as  no  cilioretinal 
artery  present. 

Case  2. — Mrs.  F.  G.  N.,  aged  35,  married.  No 
children.  Came  to  the  Clinic  because  of  backache 


and  headache.  This  trouble  began  some  years  ago 
and  was  gradually  growing  worse.  She  had  stom- 
ach trouble  and  at  one  time  was  confined  in  bed  for 
nine  months.  Six  years  ago  she  had  an  appendec- 
tomy and  a tonsillectomy.  Was  not  subject  to 
colds,  but  had  headaches  in  the  morning  and  not  in 
the  afternoon.  Food  caused  some  distress,  and  she 
was  most  comfortable  when  she  had  not  been  eat- 
ing. Backache  was  aggravated  by  working. 

Physical  examination  was  essentially  negative. 
Blood  pressure  was  130/90.  Abdomen  and  pelvis 
were  negative.  She  located  the  pain  over  the  sacro- 
iliac region,  and  X-ray  showed  sacro-iliac  arthritis. 
Urinalysis  was  negative,  as  was  the  Wassermann 
reaction.  She  was  referred  from  general  medicine 
for  examination  and  treatment. 

Examination:  Nose  was  negative;  no  pus  present. 
The  throat  was  negative,  and  the  tonsils  were  clean- 
ly out.  She  wore  an  upper  dental  plate.  Ears: 
Canals  and  membranae  tympani  were  normal.  The 
hearing  was  normal  to  voice,  whisper,  tuning  forks, 
etc.  Sinuses  transilluminated  well,  and  sinus  and 
head  rays  were  negative. 

Eye  history:  No  trouble  was  noted  with  vision, 
but  wore  slight  correction  for  near  work.  On  ac- 
count of  the  markedly  blue  color  of  the  sclerae, 
(Fig.  4)  nearly  an  indigo  blue,  the  following  history 
was  elicited.  (Fig.  5):  She  had  always  had  blue 
sclerae,  and  since  childhood  she  suffered  from  fre- 
quent sprains.  No  fractures  had  taken  place  that 
she  knew  of,  but  she  had  to  be  careful  on  account 
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CASE  II 


Fig.  5. — Case  II.  Father,  three  sisters,  and  one  brother  had  blue  sclerse.  One  brother  and  four  sisters  had  white  sclerse. 
One  brother  with  blue  sclerse  had  three  daughters,  all  of  whom  had  blue  sclerse.  One  sister  with  blue  sclerse  had  three 
daughters,  all  of  whom  had  blue  sclerse.  Other  twoi  sisters  had  no  offspring  with  blue  sclerse.  There  was  no  history  of 
deafness.  The  father  had  no  history  of  sprains,  nor  did  two  sisters  and  one  brother  with  blue  sclerse.  One  sister  with 
blue  sclerse  had  frequent  sprains.  Father  had  fractures  and  two  sisters  and  one  brother  had  fractures.  The  two  daughters 
of  the  sister  with  blue  sclerse  had  fractures  and  the  three  daughters  of  the  brother  with  blue  sclerse  all  had  fractures. 


of  sprains,  however.  She  was  born  in  England  and 
did  not  remember  her  grandparents.  Her  father  died 
when  she  was  a child,  but  she  recalled  clearly  that 
he  had  blue  sclerse  and  suffered  from  fractures. 
Her  mother  had  normal  appearing  eyes  and  no  his- 
tory of  fractures.  Two  brothers,  one  of  whom  had 
normal  eyes  and  no  history  of  fractures,  and  the 
other  had  blue  sclerae  and  had  had  many  fractures, 
especially  as  a child.  He  had  three  children,  all  girls, 
who  had  blue  sclerae  and  history  of  fractures.  She 
had  six  sisters,  two  of  whom  had  blue  sclerae  and 
history  of  fractures.  One  was  fifty  years  of  age  and 
had  just  suffered  a fracture  of  both  femurs,  and 
the  other  had  three  children,  all  girls,  who  had  sim- 
ilar findings. 

An  interesting  feature  noted  two  years  ago  while 
visiting  this  family  in  England  was  that  whenever 
one  of  the  children  took  even  the  slightest  fall,  the 
doctor  was  sent  for,  even  before  the  parents  had  ex- 
amined the  child,  showing  how  cognizant  of  this 
fracture  factor  they  were. 

There  was  no  family  history  of  deafness,  nor  had 
the  patient  any  such  affliction. 

Eye  examination:  Vision  right  eye  was  6/6-1  and 
6/7  in  the  left  eye.  She  read  050J  readily.  Eyes 
were  normal  in  size,  shape,  and  position.  Orbits 
were  equal,  and  the  lids  opened  and  closed  freely. 
Cilia  were  not  misplaced.  Conjunctivas  were  clear 
and  the  corneae  showed  very  marked  arcus  senilis, 
but  no  evidence  of  conical  cornae.  Scleras  were  of 


a deep  dusky  blue.  The  fields  were  normal  to  rough 
test  and  the  tension  was  normal  to  palpation.  Pupils 
were  equal  and  reacted  to  light,  accommodation, 
and  in  convergence.  I rides  were  blue,  and  the 
media  was  clear.  Fundi  were  negative.  The  discs 
were  round  and  the  margins  sharply  defined.  Blood 
vessels  were  normal,  and  the  periphery  and  maculae 
were  negative.  Foveal  reflex  was  present. 

It  has  been  my  privilege  to  see  similar  cases 
to  these  heretofore,  which  bore  out  these  typical 
findings.  These  two  cases,  though  few  in  num- 
ber, yet  show  such  characteristic  features  of  this 
syndrome  that  I consider  them  typical  of  this 
condition.  They  were  overlooked  in  a thor- 
ough general  examination  here  and  elsewhere, 
but  they  show  the  interesting  features  of  blue 
sclerae  and  fragile  bones,  and  one  a history  of 
otosclerosis.  It  is  also  noted  that  these  cases 
follow  out  the  characteristic  hereditary  tendency 
with  that  of  a dominant  factor  in  full  accordance 
with  Mendel’s  law  of  transmission. 

SUMMARY 

1.  To  have  this  syndrome,  a case  must  have 
blue  sclerae  and  history  of  fragile  bones. 
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2.  These  cases  may  or  may  not  have  deaf- 
ness. 

3.  This  peculiar  syndrome  of  characteristics 
is  transmitted  only  through  that  branch  of  the 
family  which  evidences  them  and  never  through 
the  unaffected  branch.  Those  having  these  char- 
acteristics may  or  may  not  transmit  them  to  their 
offspring. 

4.  These  cases  demand  the  utmost  considera- 
tion from  every  physician,  both  as  to  care  and 
advice : 

The  surgeon  in  caring  for  the  fractures. 

The  pediatrist  and  obstetrician  in  early  care 
and  protection. 

The  otologist  in  regard  to  deafness. 

The  ophthalmologist,  inasmuch  as  to  him  usu- 
ally falls  the  task  of  recognizing  the  con- 
dition and  correctly  diagnosing  the  same. 

They  also  are  of  interest  to  the  biologist  in 
demonstrating  and  observing  the  working 
of  the  Mendelian  law. 

And  lastly,  to  the  individual  and  parent  in 
governing  their  lives  and  behavior  intelli- 
gently to  avoid  trauma  and  undue  risks. 

In  conclusion: 

These  meager  cases  clearly  bring  out  these 
points  heretofore  reported  in  the  literature : 

1.  The  syndrome  consists  of  the  blue  sclerae 
and  brittle  bones. 

2.  Deafness  is  a factor. 

3.  Heredity  plays  a major  part  in  the  trans- 
mitting of  this  syndrome. 

4.  Syphilis  is  not  a factor. 
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PERNICIOUS  ANEMIA* 

By  James  B.  Carey,  M.D. 

From  the  Department  of  Medicine,  The  Nicollet  Clinic. 
MINNEAPOLIS,  MINNESOTA 


The  disease  now  known  as  pernicious  anemia 
was  described  bv  Combe  in  1822,1  and  by  Addi- 
son2 in  1849  and  1855. 3 From  that  time  it  is 
interesting  to  note  the  evolution  of  ideas  rela- 
tive to  the  character  of  the  disease  and  its  pos- 
sible etiology.  The  benefit  derived  from  the  use 
of  arsenic  was  recognized  early;  then  came  the 
use  of  transfusions,  and  when  they  were  proved 
ineffective  as  a cure  the  destructive  nature  of 
the  unknown  causation  was  discussed.  The 
study  of  the  related  gastric  symptoms,  especially 
the  diarrhea,  was  next  undertaken  and  finally, 
in  1886,  Hunter,4  upon  finding  bile  pigments  in 
the  urine,  decided  that  the  anemia  was  hemolytic 
in  character.  This  work  was  confirmed  by 
Graves5  in  1889,  who  noted  the  presence  of  re- 
duced forms  of  iron  in  the  liver  at  autopsy.  In 
1890  Hunter6  first  hinted  at  a possible  infectious 
origin.  About  the  same  time  papers  began  to 
appear  commenting  upon  the  existence  of  spinal 
cord  lesions  in  the  type  of  anemia  known  as  per- 
nicious. In  1894  and  thereafter  attention  was 
again  centered  upon  the  blood  changes,  with  the 
idea  of  proving  some  deficiency  of  blood  forma- 
tion. Bone  marrow  was  advocated  as  a thera- 
peutic agent.  About  1895  studies  on  the  bac- 
terial flora  of  the  colon  were  begun  and  con- 
tinued, rather  fruitlessly,  to  the  present  day. 

In  1899  Hunter7  noted  the  oral  sepsis  common 
in  his  cases  and  started,  the  controversy  over 
pyorrhea  as  a cause.  He  never  considered  the 
gum  infection  as  anything  but  a secondary  fac- 
tor, being  himself  primarly  interested  in  the  glos- 
sitic  lesions,  but  the  pus  exuding  from  the  gums 
was  so  obvious  to  other  observers  that  no  one 
took  the  trouble  to  find  out  what  Hunter  really 
meant.  Few  to-day  know  that  he  actually  dem- 
onstrated the  presence  of  streptococci  deep  in 
the  tissues  of  the  inflamed  tongues.8  Unfortu- 
nately, this  work  was  done  only  on  autopsy  ma- 
terial. We  have  had  the  privilege  of  demon- 
strating streptococci  in  the  tongues  of  pernicious 
anemia  patients  from  the  active  glossitic  lesions 
in  twenty  cases.  The  study  was  made  on  biopsy 
material  by  microscopic  and  cultural  methods. 
In  eight  control  cases  we  found  no  streptococci.9 

In  1900  Hunter10  further  elaborated  his  ideas 

♦Presented  at  the  Forty-eighth  Annual  Session  of  the 

South  Dakota  State  Medical  Association,  held  at  Mitchell, 

S.  D.,  May  7-9,  1929. 


concerning  the  infectious  nature  of  the  disease, 
and  Adami11  also  suggested  an  infectious  etiology, 
About  this  same  time,  the  hereditary  tendency  of 
the  disease  was  noted  by  Dana12,  and  since  then 
many  others  have  offered  more  or  less  definite 
confirmation.  Finally,  in  1926,  the  so-called 
“liver  treatment”  was  initiated  by  Minot  and 
Murphy,13  based  on  the  work  of  Whipple  and 
others. 

From  this  mass  of  material  it  would  seem 
that  by  this  time  the  actual  causative  agent  or 
etiologic  factor  would  be  known,  but  this  is  not 
the  case.  Certain  facts,  however,  have  emerged, 
and  it  is  with  these  that  I wish  to  deal  in  this 
discussion. 

Out  of  all  of  the  findings  which  have  been 
considered,  only  two  are  constant : the  presence 
of  achlorhydria  and  the  occurrence  of  cord 
lesions.  These  are  apparent  in  one  hundred  per 
cent  of  the  cases.  The  achlorhydria  is  constantly 
demonstrable,  and  the  cord  lesions  appear  at 
some  time,  in  greater  or  less  degree,  in  every 
case  of  pernicious  anemia.  (Especially  if  vibra- 
tion sense  is  tested  with  quantitative  fork.)  All 
other  findings  in  this  disease  are  apparently  sec- 
ondary to  these,  and  in  the  case  of  certain  blood 
changes  are  inconstant.  The  occurrence  of  glos- 
sitis and  diarrhea  is  variable.  There  are  re- 
missions and  exacerbations  affecting  the  blood 
picture,  which  varies  from  that  of  a profound 
aplastic  anemia,  through  transitional  types  of 
secondary  anemia,  to  an  almost  normal  picture. 
The  index  varies  with  the  number  of  cells  and 
the  hemoglobin  content.  Nucleated  red  cells  ap- 
pear only  under  certain  conditions,  and  even  the 
so-called  pernicious  type  of  neutrophile  is  incon- 
stant in  appearance.  The  degree  of  hemolysis 
discoverable  in  the  urine,  feces  or  duodenal  con- 
tents depends  upon  the  stage  of  the  disease. 
The  achlorhydria,  however,  is  constant  and  un- 
changing from  the  first  to  the  last,  and  the  in- 
volvement of  the  posterolateral  columns  of  the 
spinal  cord  is  always  present  and  progressive. 
Neither  is  affected  by  any  line  of  attack  so  far 
devised,  even  by  liver  therapy. 

What  is  the  relation  between  these  two  ap- 
parently unrelated  factors?  What  agent  or 
cause  could  produce  both  lesions?  Is  either  one 
the  result  of  the  anemia,  or  is  some  process  initi- 
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ated  in  the  achylic  stomach  which  ultimately  af- 
fects the  blood  and  cord  destructively?  All  the 
proof  which  we  have  indicates  that  the  achylia 
precedes  the  onset  of  the  true  anemic  or  cord 
symptoms.14  There  is  also  evidence  to  show 
that  either  the  achylic  tendency  or  the  pernicious 
anemia  tendency  is  hereditary  and  familial. 
There  is  much  evidence  to  support  these  state- 
ments.15 Our  own  analysis  of  fifty-one  cases  of 
primary  achlorhydria  revealed  a family  history 
positive  or  suggestive  in  thirteen  cases,  approxi- 
mately twenty-five  per  cent ; whereas,  in  forty- 
two  cases  of  secondary  achlorhydria,  there  were 
no  positive  or  even  suggestive  family  histories. 
In  about  half  of  the  fifty-one  cases,  their  own 
histories  indicated  that  the  patients  had  had  the 
achylia  practically  since  birth.14  Further  sup- 
port for  the  idea  that  the  achylia  is  some  type 
of  congenital  anomaly  or  defect  is  seen  in  the 
observations  of  Winkelstein  and  Marcus16  and  17 
that  an  achylic  gastric  mucosa  will  not  secrete 
neutral  red  dye  when  injected  intramuscularly. 
They  observed  further,  that  although  the  dye  ap- 
peared in  other  achylias  besides  those  of  pernici- 
ous anemia,  it  never  appeared  in  any  stomach 
which  could  be  stimulated  to  the  production  of 
free  HC1  by  histamin  or  any  type  of  test  meal. 
Most  of  the  work  was  done  on  gastrectomized 
patients,  although  there  were  some  secondary 
achylias  due  to  carcinoma  and  other  conditions. 

Summarizing  the  argument  up  to  this  time, 
we  then  have  achylia  and  cord  changes  as  con- 
stant factors.  We  have  the  conception  that 
achylia  is  a hereditary,  familial  tendency  and 
that  it  is  a finding  which  precedes  the  onset  of 
the  full-blown  pernicious  anemia  syndrome.  We 
have  as  corollaries  to  these  hypotheses,  the  facts 
that  secondary  achylias  do  not  develop  pernicious 
anemia  and  that  neither  do  all  primary  achylias. 
We  have  also  the  well-known  observation  that 
pernicious  anemia  has  remissions,  crises  and  nor- 
mal intervals  as  to  the  blood  state,  but  that  there 
are  types  which  run  a chronic  course,  showing 
a secondary  anemia  without  the  variations.  The 
type  of  anemia  itself  is  undoubtedly  hemolytic 
as  first  noted  by  Hunter,  and  proved  many  times 
since.18  (Note  Minot’s  more  recent  work,  not 
published.)  (Note  production  of  pernicious 
anemia  by  phenylhydrazin.)  The  cord  changes 
also  occur  constantly  and  progress  either  rapidly 
or  slowly,  independently  of  the  state  of  the 
blood.  The  disease  in  the  cord  seems  to  begin 
around  the  blood  vessels,  the  lumen  of  which 
are  often  narrowed  and  even  at  times  occluded 
by  thrombi.  The  parenchymatous  changes  is 


essentially  a degeneration  of  the  nerve  fibers  be- 
ginning as  a swelling  and  decay  of  the  myelin 
sheath.  The  subsequent  destruction  of  the  axis 
cylinders'  is  much  slower.  Finally,  there  is  a 
change  in  the  neuroglia  fibers,  with  a rather 
generalized  sclerosis  as  the  result.  The  picture 
is  that  of  a progressive  degeneration,  with  little 
inflammatory  appearance  at  any  time.19 

From  this  point  the  ideas  take  rather  definite 
explanatory  paths : that  the  agent  is  toxic  or  in- 
fectious ; or  that  it  causes,  or  is  in  itself,  a de- 
ficiency. Hunter  was  the  first  to  declare  in  fa- 
vor of  the  agent  being  infectious,  and  there  is 
much  evidence  to  support  him.  The  objective 
lesions  certainly  seem  to  be  of  that  nature,  the 
glossitis,  the  diarrhea,  the  low-grade  fever  often 
noted,  and  the  fact  that  all  these  phenomena  usu- 
ally precede  an  hemolytic  crisis.  The  fact  that 
arsenic  is  a remedial  agent,  as  it  also  is  in  sub- 
acute bacterial  endocarditis,  would  seem  to  sup- 
port this  theory,  as  would  the  fact  that  a cer- 
tain type  of  long-chain  streptococci  has  been 
found  in  the  inflammatory  lesions  at  autopsy  by 
Hunter,  and  from  biopsy  specimens  of  the  living 
tongues  by  ourselves.9  The  distribution  of  the 
spinal  cord  lesions  also  suggests  a blood-borne 
infectious  agent.  From  the  pathologic  finding 
in  the  spinal  cord  as  previously  detailed,  it  would 
seem  that  the  picture  could  be  produced  by  some 
insidious  continuing  infection.  It  is  akin  to  the 
slowly  sclerosing  process  which  occurs  on  a 
heart  valve  in  subacute  endocarditis,  or  in  the 
kidney  glomerulae  in  chronic  infectious  glom- 
erular nephritis.  There  is  very  little  inflamma- 
tory reaction,  and  almost  no  evidence  of  at- 
tempted repair,  but  more  of  a degeneration  and 
ultimate  sclerosis,  such  as  occurs  in  chronic  lue- 
tic vascular  lesions.  Intestinal  flora  as  direct  in- 
fectious agents  do  not  seem  likely,  because  no 
one  organism  has  ever  been  consistently  found 
in  abundance,  and  the  lack  of  acid  from  the 
stomach  makes  possible  the  growth  of  any  bac- 
terial colonies  in  the  lower  intestine  which  might 
happen  to  prevail  in  an  individual. 

Another  theory  which  has  always  attracted 
many,  is  that  of  some  unknown  toxin  or  poison. 
The  various  chemical  toxins  suggested,  such  as 
olein  acid,  cholesterolesters,  etc.,  do  not  appeal  to 
one  as  being  sufficiently  protean  in  action  to  ac- 
count for  all  the  damage,  nor  is  the  port  of  entry 
into  the  organism  provable  in  the  case  of  any  of 
these  chemical  agents.  The  only  work  which 
can  be  considered  seriously  is  that  of  Mach,20 
who  found  that  there  was  a substance  in  the  sera 
of  pernicious  anemia  patients  which  inhibited 


515 


THE  JOURNAL-LANCET 


the  growth  of  certain  plant  seedlings.  (Note 
effect  of  ultraviolet  radiation — inhibits  the  de- 
structive agents.)  This  work,  however,  has  not 
been  substantiated  to  date,21  and  even  if  it  were, 
the  toxin  could  very  well  be  from  some  bacterial 
organism.  Horrall  and  Buchman22  have  shown 
that  the  serum  of  pernicious  anemia  has  an  in- 
creased power  to  hemolyze  its  own  cells,  and 
even  normal  cells,  during  either  crises  or  re- 
lapses ; but  their  observation  has  not  been  authen- 
ticated bv  others,  and,  even  if  so,  would  not  rule 
out  the  infectious  factor. 

Since  the  advent  of  the  liver  diet  another  idea 
has  gained  favor,  that  pernicious  anemia  is  a de- 
ficiency disease.23  This  argument  is  based  solely 
upon  the  fact  that  liver  feeding  brings  the  blood 
count  to  normal  and  holds  it  there,  and  that 
therefore  it  must  be  supplying  some  deficiency, 
but  when  one  remembers  that  the  anemia,  for  in- 
stance, is  not  a deficiency  type,  but  a destructive 
hemolytic  type,  one  wonders  how  this  can  be 
true.  It  may  be  that  the  liver  substance  merely 
acts  as  a continuing  stimulant  to  the  bone  mar- 
row to  produce  more  blood  than  can  be  de- 
stroyed. It  is  true  that  liver  does  not  seem  an 
effective  stimulant  in  secondary  anemia,  but  the 
work  of  Berglund24  ancl  25  on  the  use  of  fetal 
liver  substance  in  the  treatment  of  certain  types 
of  secondary  anemia  indicates  that  there  is  per- 
haps a similarity  of  action,  one  agent  being  more 
effective  in  the  primary  and  another  in  the  sec- 
ondary type.  There  are  many  things  to  be  said 
in  favor  of  the  deficiency  theory. 

Pernicious  anemia  is  a disease  of  northern 
climates  and  races  only.  It  is  not  known  in 
southern  Europe,  Africa  or  the  Orient.  The 
fact  also  that  only  persons  with  an  achylia  de- 
velop pernicious  anemia  might  lead  one  to  specu- 
late as  to  what  constituent  was  kept  inactive  by 
this  lack  of  HC1,  although,  to  be  sure,  all  achylias 
do  not  develop  pernicious  anemia.  Linder  liver 
treatment,  if  it  is  continued  unremittingly,  the 
usual  crises  and  exacerbations  do  not  occur ; the 
patient  is  subjected  to  a prolonged  remission, 
during  which,  however,  the  cord  changes  pro- 
gress. In  fact,  we  have  seen  relatively  more 
psychoses  and  tabetic  conditions  occur  in  pa- 
tients since  the  liver  treatment  was  instituted 
than  before.  The  blood  remains  normal,  or  near- 
ly so,  and  the  general  condition  remains  good, 
but  the  patient  develops  a psychosis,  with  in- 
voluntary sphincters  and  tabetic  paralysis,  and 
dies  froni  sepsis  from  an  infected  bladder  or 
decubitus  ulcer.  It  must  also  be  admitted  that 
what  we  had  looked  upon  as  inflammatory 


lesions,  such  as  the  glossitis,  do  not  readily  occur 
under  liver  diet,  although  they  have  been  ob- 
served by  us. 

It  would  seem,  then,  that  a strong  case  can 
be  made  for  either  the  infectious  or  the  defici- 
ency theory.  The  one  explains  most  things  and 
leaves  the  ultimate  proof  as  to  the  specific  or- 
ganism and  its  modus  operandi  unexplained ; the 
other  leaves  the  hemolytic  blood  picture,  the  in- 
flammatory lesions,  and  the  progressive  cord 
changes  unexplained.  Neither  really  explains 
the  achylia,  which  is  probably  a constitutional 
defect. 

The  hypotheses  restated  would  be  that  in  cer- 
tain individuals  with  a primary  achlorhydria, 
some  infectious  agent  is  allowed  to  invade  the 
tissues  and  destroy  the  blood  and  certain  regions 
of  the  spinal  cord,  or  that  in  such  individuals 
some  vital  substance  is  kept  from  forming  and 
operating,  thus  causing  a deficiency  and  allowing 
the  destructive  lesions  to  occur.  Such  statements 
seem  to  favor  the  first  hypothesis  as  the  more 
likely,  because  it  is  a positive  theory,  while  the 
second,  thus  stated,  seems  merely  negative.  In 
the  light  of  our  present  knowledge,  therefore, 
it  would  seem  best  to  keep  an  open  mind,  ad- 
mitting that  the  fundamental  causative  agent  or 
factor  is  as  yet  unknown. 
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DISCUSSION 

Dr.  A.  A.  McLaurin  (Pierre,  S.  D.):  Dr.  Carey 
certainly  deserves  a lot  of  credit  for  the  scientific 
presentation  of  the  present  subject.  I am  no  author- 
ity on  the  scientific  side,  but  I am  interested  in  the 
clinical  side. 

Two  years  ago  last  August  Minot  and  Murphy 
printed  their  first  paper  on  this  subiect  in  The  Jour- 
nal of  the  A.  M.  A.,  and  I intimated  that  I did  not 
believe  it  at  the  time.  The  first  of  October  that 
year  I landed  in  Boston.  I think  the  first  local 
medical  meeting  I attended  in  Boston,  Minot  and 
Murphy  were  on  the  program  for  a talk  on  this 
special  subject.  Those  of  you  who  have  met  Minot 
know  that  he  can  talk  all  day  and  part  of  the  night 
on  pernicious  anemia.  He  does  not  even  stop  to 
eat. 

One  point  Dr.  Carey  mentioned  is  the  type  of 
death  we  see.  About  two  years  ago  T fell  heir  to 
an  old  lady  in  the  late  fifties  who  was  brought  in  on 
supposition  that  she  was  dying  of  carcinoma.  We 
thought  she  had  pernicious  anemia.  She  made  a 
beautiful  response  to  liver.  She  received  four 
hundred  grams  of  liver  daily.  She  went  along  for 
about  a year.  She  lived  out  about  thirty  miles,  and 


it  was  not  very  easy  to  keep  in  touch  with  her. 

She  later  returned  because  she  had  been  going 
down  hill,  but  she  did  not  make  much  of  a come- 
back on  the!  liver  diet  or  the  prepared  extract.  She 
was  put  on  the  diet  which  Dr.  Carey  has  prescribed. 
She  had  symptoms  associated  with  cord  lesions. 

I should  like  to  mention  one  other  patient.  Along 
the  latter  part  of  June  and  July,  1926,  a patient  who 
had  been  under  our  care  for  pernicious  anemia  had 
gotten  to  the  stage  where  she  was  confined  in  bed 
permanently.  She  got  to  the  point  where  she  failed 
to  recognize  her  own  family,  and  they  began  to 
take  turns  sitting  aronnd  the  bedside  waiting  for 
her  to  die.  After  I heard  Minot  and  Murphy  I wrote 
for  a lot  of  details.  This  woman  was  put  on  liver. 
When  I returned,  in  the  spring  of  1927,  she  had  a 
red  count  of  six  million,  but  she  was  still  bedfast, 
having  practically  no  control  of  her  lower  ex- 
tremities. 

At  the  present  time  you  will  see  her  downtown  at 
almost  any  time  shopping.  She  walks  with  crutches. 
The  last  I heard  of  her  she  was  driving  an  auto- 
mobile. She  can  play  the  piano,  not  quite  as  well 
as  she  used  to,  but  she  is  a very  creditable  musician. 

The  striking  thing  is  that  people  come  in  uncon- 
scious. We  feed  them  through  a tube  for  a few  days, 
giving  them  liver,  and  it  is  a miracle  to  watch  the 
way  they  pick  up.  Anyone  can  do  it  if  you  can  put 
in  a tube  and  grind  the  liver  sufficiently  fine  to 
feed  it. 

I have  to  confess  that  as  a pinch-hitter  I am  not 
a Babe  Ruth.  Dr.  Ohlmacher  was  to  have  discussed 
this  paper  and  of  course  was  prepared  to  give  you 
something  really  worth  while. 

The  doctor  might  have  mentioned  the  fact  that 
a month  ago  two  cases,  under  fifteen  years  of  age, 
were  demonstrated  at  the  University  of  Minnesota 
Hospital.  Those  are  the  youngest  cases  I know 
anything  about.  (Applause.) 

Dr.  Carey  (closing  the  discussion):  The  only  thing 
T want  to  mention  is  the  question  brought  up  by  the 
doctor  regarding  getting  the  effect  from  liver  one 
time  and  then  losing  the  effect.  That  is  a condition 
which  does  prevail  sometimes,  particularly  in  the 
older  individuals.  For  some  reason  or  other  the 
liver  loses  its  effect  which,  of  course,  is  an  argu- 
ment against  the  idea  that  there  is  purely  and 
simply  a deficiency  which  the  liver  supplies.  If  that 
is  true,  I do  not  know  why  it  should  not  continue 
to  supply  such  a deficiency  irrespective  of  the  age 
of  the  patient.  (Applause.) 


ARTHRITIS* 

By  M.  C.  Howard,  M.D. 

Assistant  Professor  of  Medicine,  Creighton  University  School  of  Medicine 


OMAHA, 

By  way  of  introduction  I need  merely  state 
that  arthritis  is  a very  ancient  and  enduring 

♦Presented  at  the  Forty-eighth  Annual  Session  of  the 
South  Dakota  State  Medical  Association  at  Mitchell,  S.  D., 
May  7-9,  1929. 


EBRASKA 

malady  of  the  human  race.  In  the  following  re- 
port I shall  give  an  exposition  of  the  various 
types  of  arthritis  that  I have  met  at  the  Douglas 
County  Hospital,  Omaha,  Nebraska.  The  re- 
port deals,  first  of  all,  with  the  classification 
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that  we  used,  but  it  also  includes  the  data  that 
we  considered  of  greater  importance.  In  this 
report  the  classification  used  by  the  staff  is  as 
follows : 

(a)  Specific  arthritis  due  to  definite  foci,  as 
gonorrheal  arthritis  and  arthritis  of  acute  rheu- 
matic fever;  (b)  Static  arthritis  of  focal  origin; 
(c)  The  group  under  which  we  placed  the 
arthritis  deformans.  Patients  coming  under  our 
care  at  the  Hospital  are  the  usual  type  met  with 
in  public  institutions.  Prior  to  admittance  many 
of  the  patients  have  tried  some  type  of  remedy, 
either  home  or  professional,  although  some  few 
of  the  more  acute  cases  have  come  under  our 
care  within  twenty-four  hours  of  the  initial  on- 
set of  their  illness. 

Let  us  first  consider  gonorrheal  arthritis,  of 
which  we  have  ten  cases.  The  terminology  at 
once  conveys  to  the  mind  the  etiological  factor. 
We  must  bear  in  mind  that  the  original  focus 
has  broken  down  resulting  in  a blood  stream 
infection  with  localization  in  one  or  more  joints. 
In  this  series  we  have  six  males  and  four  fe- 
males. The  males  ranged  in  age  from  21  to  60 
years ; the  females  from  9 to  48  years.  The 
shortest  period  of  hospitalization  in  the  case  of 
the  males  was  eight  days,  while  the  longest  was 
112  days.  This  last  was  a colored  patient  who 
had  had  chronic  gonorrhea  from  the  age  of  11 
up  to  his  present  age  of  26  years.  During  this 
time  he  had  the  usual  complications  associated 
with  gonorrhea,  but  it  was  only  a short  time 
previous  to  his  arrival  at  the  hospital  that  a joint 
had  been  involved.  Three  of  the  males  24,  42 
and  44  years  of  age,  respectively,  stated  that 
this  was  their  first  gonorrheal  infection.  They 
gave  a history  of  a free  purulent  discharge  over 
a period  of  days  or  weeks  when  suddenly  there 
was  a lessening  of  the  discharge  followed  by 
malaise  and  fever.  Later  one  or  more  of  the 
joints  became  involved.  The  females  of  this 
series  were  all  aware  of  an  increased  vaginal  dis- 
charge except  a colored  girl  nine  years  of  age. 
This  patient  was  brought  to  the  hospital  for  an 
abdominal  condition.  It  was  only  in  the  routine 
examination  that  the  nature  of  her  illness  was 
discovered.  Her  abdominal  pain  was  so  severe 
that  little  attention  was  given  at  the  time  to  the 
slightly  swollen  and  tender  knee. 

As  to  the  number  of  joints  affected  in  the 
males  in  this  series  there  was  a tendency  to  a 
mon-articular  type  of  arthritis,  that  is,  in  five 
cases  under  consideration  only  one  joint  was 
affected.  In  one  male  there  was  a polyarthritic 
form  present.  In  those  with  only  one  joint  af- 
fected there  were  occasions  when  other  joints 


would  become  painful  but  never  so  swollen  or 
indurated  as  the  primary  joint.  In  the  females 
of  this  series  two  joints  were  affected  in  two 
of  the  cases,  while  in  the  youngest  only  one 
joint.  The  temperature  on  admission  for  the 
males  ranged  from  99°  to  103° ; for  the  females 
from  100°  to  102.° 

The  pathology  present  in  this  series  of  gon- 
orrheal arthritis  was  practically  negative  on  the 
X-ray  films  for  the  males.  The  same  was  true 
for  the  females  28  and  48  years  of  age;  as  to 
the  other  two,  20  years  and  9 years  of  age,  in 
the  first  there  was  marked  absorption  of  the 
head  of  the  femur,  while  in  the  girl  9 years  of 
age  considerable  absorption  of  bone  had  taken 
place  in  the  left  knee.  This  finding  of  bone  de- 
struction occurs  in  gonorrheal  arthritis  when 
the  infection  is  very  severe,  but  most  frequently 
in  mixed  infections. 

The  diagnosis  of  gonorrheal  arthritis  is  based 
upon  the  following  data : 

1.  The  gonococcus  found  in  the  purulent  se- 
cretions from  the  genitalia.  2.  The  localization 
of  the  infection  in  a primary  joint,  even  though 
other  joints  be  affected.  3.  The  non-affect  of 
the  administration  of  salvcilates. 

Treatment. — As  carried  out  in  this  series 
treatment  consisted  chiefly  in  the  treatment  of 
the  primary  focus,  although  other  measures 
were  used,  the  principal  one  being  absolute  rest 
of  the  joint  during  the  febrile  stage.  Later,  in- 
travenous sodium  iodide  was  injected,  and  in  the 
cases  where  resolution  appeared  to  be  at  a stand- 
still foreign  protein  was  used.  This  consisted 
either  of  skimmed  milk,  a mixed  gonococcus 
vaccine  or  typhoid  vaccine.  This  latter  prepara- 
tion I have  used  successfully  for  the  treatment 
of  gonorrheal  arthritis.  It  is  given  intravenous- 
ly. In  the  summary  of  this  report  on  arthritis 
I shall  give  the  opinion  held  by  the  staff  as  re- 
gards foreign  protein  therapy. 

The  next  series  in  our  present  study  consists 
of  eighteen  cases  of  acute  rheumatic  fever.  In 
this  group  there  were  thirteen  males  and  five 
females  ranging  in  age  from  30  to  56  years. 
Three  of  these  cases  were,  respectively,  40,  48, 
and  56  years  of  age,  although  according  to  most 
authorities  the  age  limit  for  this  affliction  rarely 
passes  beyond  40  years.  As  the  40,  48,  and  56 
year  cases  met  the  conditions  we  required  for 
placing  them  in  the  acute  rheumatic  group,  we 
classified  them  accordingly.  The  highest  tem- 
perature recorded  was  101.°  Two  .patients  ad- 
mitted late  in  the  course  of  their  illness  had  nor- 
mal temperatures.  The  number  of  hospital  days 
varied  from  3 to  48.  X-ray  films  were  negative 
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for  any  bony  pathology.  The  manner  in  which 
the  joints  were  affected  is  both  interesting  and 
of  diagnostic  importance.  In  Case  1,  the  left 
ankle,  left  foot,  left  hip.  In  Case  2,  left  wrist, 
left  ankle.  In  Case  3,  right  ankle,  right  knee. 
In  Case  4,  right  hip,  right  knee,  right  ankle,  left 
knee.  In  two  of  the  patients  multiple  joints 
were  affected.  At  all  times  the  joint  involve- 
ment appeared  to  be  migratory,  that  is,  as  one 
joint  underwent  resolution,  another  joint  would 
become  involved  until  the  disease  had  run  its 
course  or  had  responded  to  treatment. 

In  this  series  of  eighteen  cases  there  was  only 
one  patient  with  a serious  cardiac  involvement. 
He  was  the  youngest  patient  in  the  series,  but 
his  heart  involvement  was  of  long  duration 
though  this  was  his  first  attack  of  acute  rheu- 
matic fever.  The  authorities  on  the  subject  fa- 
vor the  idea  that  there  is  less  probability  of  a 
visceral  cardiac  lesion  the  older  the  individual 
is,  but  that  the  probability  of  his  laying  himself 
open  to  repeated  arthritic  attacks  increases.  This 
statement  seemed  to  be  fulfilled  in  the  above 
cases  for  in  only  one  patient  was  there  any 
cardiac  pathology.  Rosenau,  in  his  article  on 
the  etiology  of  acute  rheumatic  fever,  states  that 
an  organism  called  the  streptococcus  rheumati- 
cus  may  be  deserving  of  the  title.  Not  that 
arthritic  changes  invariably  result  from  the  in- 
troduction of  this  organism  into  the  body  of  an 
animal  but  that  under  certain  conditions  it  may 
produce  these  changes.  It  was  his  experience 
that  when  the  streptococcus  rheumaticus  ac- 
quired the  cultural  features  of  the  hemolytic 
streptococcus  it  lost  its  affinity  for  the  tissues  of 
the  heart  and  developed  an  even  greater  affinity 
for  the  joints.  Whether  this  is  true  in  the  cases 
of  this  series  we  are  unable  to  determine  except 
from  our  clinical  knowledge  of  the  patients  con- 
sidered. No  serious  cardiac  complications  made 
their  appearance  in  these  adults  during  their 
time  of  hospitalization. 

Diagnosis. — This  was  readily  made  due  to  the 
method  of  attack.  The  joint  involvement  was 
migratory,  and  certain  joints,  such  as  the  cer- 
vical vertebrae,  the  temporomaxillary  and  the 
sternoclavicular  were  not  attacked.  The  immedi- 
ate response  to  therapy  was  also  a great  aid  in 
the  diagnosis. 

Treatment. — Since  the  majority  of  these  cases 
were  in  a febrile-  stage  when  admitted  to  the 
hospital  absolute  rest  in  bed  was  ordered.  Coun- 
ter irritation  and  splints  were  used  for  those  suf- 
fering great  pain.  Sodium  salycilate  in  large 
doses  both  intravenous  and  by  mouth  were  pre- 
scribed. The  immediate  response  to  treatment 


was  the  deciding  factor  in  making  the  above 
diagnosis. 

In  the  next  series  to  be  reported  there  may 
be  some  question  as  to  whether  it  is  permissible 
to  use  the  expression  “static  arthritis.”  We  have 
made  use  of  this  phrase  because  the  two  words 
express  the  condition  found.  An  arthritis  im- 
plies that  there  is  an  infection  in  the  joint.  The 
word  “static”  indicates  that  the  unusual  or 
constant  position  of  the  joint  was  a possible 
factor  in  its  being  involved.  In  this  series  there 
were  twelve  males,  ranging  in  age  from  26  to 
55  years.  They  were  common  laborers  engaged 
in  their  usual  occupations  but  were  exposed  to 
cold  or  dampness.  The  work  entailed  consider- 
able strain  on  certain  joints.  These  joints  with 
the  surrounding  muscles  were  involved.  There 
were  no  cases  of  polyarthritis  in  this  series.  The 
time  that  they  were  hospitalized  varied  from  3 
to  34  days.  There  was  no  history  of  any  joint 
pathology'  previous  to  their  admittance.  The 
diagnosis  in  the  above  series  may  be  questioned 
on  two  points.  First,  some  may  consider  this 
type  as  a larval  form  of  acute  rheumatic  fever. 
As  there  was  no  tendency  to  a migratory'  involve- 
ment of  joints  and  no  response  to  the  use  of  sal- 
ycilates,  we  did  not  enter  them  in  the  acute 
rheumatic  group.  Secondly',  others  may  con- 
sider these  cases  as  belonging  to  the  early  ar- 
thritis deformans  series.  Since  there  was  no 
tendency  towards  a symmetrical  involvement  or 
at  least  towards  the  involvement  of  other  joints 
and  because  of  the  immediate  response ’to  treat- 
ment, we  did  not  consider  this  the  proper  classi- 
fication. The  history  plus  the  physical  findings 
that  those  joints  which  had  been  under  the  great- 
est strain  were  alone  involved,  led  us  to  place 
these  cases  under  the  heading  of  static  arthritis. 
As  is  common  in  patients  of  this  class  there  was 
sufficient  pathology  in  the  nose,  throat  and  mouth 
to  account  for  a focus.  X-ray  films  in  this  series 
were  negative  for  any  serious  involvement  of  the 
bone. 

Treatment. — For  these  cases  treatment  con- 
sisted in  absolute  rest,  and  as  soon  as  possible 
the  use  of  various  forms  of  electrical  therapy. 
Heat  lamps  were  used  once  or  twice  during  the 
day'.  The  patients  responded  satisfactorily  to 
this  form  of  therapy',  but  in  no  instance  was 
there  anv  indication  of  immediate  beneficial  re- 
sults from  the  administration  of  saly-cilates.  We 
saw  to  it  that  all  oral  pathology'  was  corrected 
as  soon  as  possible. 

The  last  series  covers  the  cases  of  twenty-one 
patients  suffering  with  arthritis  deformans.  This 
is  an  infection  of  the  joints  characterized  by 
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rather  sudden  and  repeated  acute  or  sub-acute 
attacks  of  arthritis  which  seem  to  make  a sym- 
metrical appearance  and  may  result  in  more  or 
less  serious  disturbance  of  the  function  of  the 
joints.  The  symptoms  are  usually  swelling  and 
deformity  of  the  parts  affected  with  associated 
pain.  The  disease  process  may  involve  all  of 
the  tissues  which  constitute  the  joint.  It  is  en- 
tirely distinct  from  rheumatic  fever  which  is 
rarely,  if  ever,  followed  by  permanent  swelling 
and  deformity.  It  may,  however,  be  a result  of 
repeated  attacks  of  acute  rheumatic  fever. 
(Rosenau’s  Theory.) 

Conditions  which  affect  the  joint  may  operate 
in  one  of  two  wavs : (A)  from  the  outside,  as 
trauma  or  strain  ; (B)  from  inside,  in  which  case 
the  disturbing  influence  may  be  carried  by  the 
blood  or  extend  to  the  joints  by  contiguity. 

(A)  Trauma. — This  condition  I believe  we 
have  satisfactorily  explained  under  Static  Ar- 
thritis. 

(B)  Infection. — The  great  majority  of  cases 
come  under  this  head,  namely,  that  the  ar- 
thritides  are  caused  by  some  agency  which 
reaches  the  joint  from  other  parts  of  the  body. 
This  involves  the  fact  that  arthritis  is  always 
secondary  to  a process  elsewhere.  In  this  series, 
we  have  fourteen  males  and  seven  females,  their 
ages  vary  from  37  to  84  years.  The  temperature 
on  admittance  and  during  their  stay  in  the  hos- 
pital was  normal.  Their  time  of  hospitalization 
varied  from  one  day  to  eighteen  years.  The 
joints  affected  were  numerous  and,  in  our  series 
at  least,  had  a tendency  to  advance  in  a sym- 
metrical manner,  that  is,  the  same  joints  in  both 
limbs  were  affected  at  about  the  same  time.  The 
majority  of  the  patients  at  the  time  of  admission 
had  permanent  deformities  from  former  attacks. 

Etiology.— It  is  my  experience  that  the  ma- 
jority of  these  patients  come  under  our  obser- 
vation at  about  the  age  of  36  years  and  up.  Ju- 
venile types  of  this  infection  occur,  but  they  are 
much  less  common.  Previous  to  any  serious  in- 
volvement of  the  joints  they  give  a history  of 
slight,  or,  as  they  term  them,  insignificant  joint 
pains.  There  was  nothing  to  be  alarmed  about, 
and  as  far  as  the  patients  are  concerned,  are  of 
no  great  moment.  Circumstances  bring  matters 
to  a head : either  the  individual  over  fatigues  a 
certain  group  of  muscles,  or,  he  is  exposed  to 
damp  weather.  The  joints  thus  primarily  af- 
fected remain  so,  and  then  there  appears  a ten- 
dency to  the  involvement  of  the  same  joints  in 
the  other  extremities.  As  the  various  joints  are 
involved,  resolution  does  not  take  place  in  the 
primary  joints.  The  febrile  reaction  in  the  joint 


subsides  after  a time,  but  the  local  swelling  and 
deformity  is  more  or  less  permanent.  This  latter 
finding  with  the  symmetrical  involvement  of  the 
joints  did  not  take  place  in  our  series  of  “static 
arthritis.” 

Up  to  the  present  time  I know  of  no  authori- 
tative evidence  that  a definite  organism  has  been 
isolated  as  the  cause  of  this  infection.  Most 
physicians  are  of  the  opinion  that  we  are  dealing 
with  a streptococcic  infection  that  has  broken 
through  the  primary  focus  and  has  become  per- 
manently lodged  in  the  joint.  With  this  idea  in 
mind  all  attempt  at  a therapeutic  attack  have 
been  directed  towards  the  infected  tissues. 

Pathology. — In  this  series  of  cases  all  degrees 
of  bony  pathology  were  found.  Subluxations, 
partial  and  complete,  were  encountered.  Atrophic 
or  hypertrophic  changes  took  place  in  the  affected 
joints.  In  my  opinion  these  latter  findings  are 
not  diagnostic  of  special  types  of  arthritis  de- 
formans. From  an  examination  of  the  X-ray 
films  in  this  series  it  is  evident  that  these  two 
changes  in  bony  structure  may  be  found  in  the 
same  patient. 

Treatment. — Foci  of  infection:  In  considering 
foci  we  should  be  particularly  watchful  for  pri- 
mary foci.  By  this  I mean  that  tonsils,  teeth, 
sinuses  and  other  infected  areas  in  the  body 
should  bei  given  careful  study.  However,  we 
should  bear  in  mind  that  the  most  important 
focus  in  these  patients  is  the  joint  itself.  Just 
as  a gall-bladder  may  be,  and  usually  is,  a chron- 
ically infected  tissue  after  its  first  acute  involve- 
ment, so  is  the  joint.  When  we  attempt  to  re- 
move a primary  focus,  and  the  therapeutic  value 
is  nil,  we  are  apt  to  disregard  foci  of  infection  as 
an  etiological  factor  in  this  type  of  case.  After  a 
joint  has  been  involved  for  some  time,  the  sec- 
ondary focus  in  the  joint  is  as  dangerous  as  the 
primary  focus.  This  is  the  focus  we  must  elimi- 
nate if  possible.  To  do  this  we  must  increase 
the  patient’s  resistance.  This  latter  process  is 
a tedious  problem.  Good  wholesome  food  should 
be  ordered.  Meat  and  other  proteins  are  neces- 
sary to  combat  the  secondary  anemia  usually 
present.  Fresh  fruits  and  vegetables  are  of  im- 
portance for  their  vitamine  content.  Starches 
and  excessive  sweets  may  be  omitted  especially 
in  the  obese. 

After  the  febrile  stage  we  encourage  motion 
of  the  joint.  This  may  be  active  or  passive.  Add 
to  this  gentle  massage  and,  if  possible,  some  form 
of  heat  therapy,  preferably  a heat  light.  At  all 
times  we  should  bear  in  mind  that  we  are  treat- 
ing a chronic  disease  and  in  these  cases  perse- 
verance is  imperative. 
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The  medicinal  treatment  of  arthritis  has  been 
rather  disappointing.  By  this  I mean  up  to  the 
present  no  specific  drug  has  been  found  that  gives 
satisfactory  results.  If  one  examines  the  phar- 
macopeia from  cover  to  cover  he  will  find  any 
number  of  drugs  that  are  supposed  to  cure  this 
condition.  Our  experience  in  these  cases  had 
led  us  to  use  only  certain  drugs.  These  are  com- 
pounds in  which  there  is  an  iodine  radical.  We 
may  prescribe  sodium  iodide,  oxyiodide  or  ami- 
doxyl.  The  latter  has  been  extensively  used. 
Smith  reports  a marked  improvement  in  69  out 
of  70  cases.  Cottrell  reports  two  as  cured,  six 
markedly  improved,  ten  moderately  improved  and 
three  as  unimproved.  Others  give  us  various 
reports. 

In  this  series  amidoxyl  was  used  in  six  cases. 
There  was  some  improvement  in  five  cases,  but 
little,  if  any,  in  one.  The  cases  showing  improve- 
ment reported  less  pain  and  more  freedom  of 
motion  in  the  joints,  but  there  was  no  cure. 

Since  the  publication  of  Miller  and  Lusk  in 
1916  the  effect  of  protein  shock  therapy  has  been 
observed  by  many  clinicians.  In  the  above  series 
we  have  used  intravenous  typhoid  vaccine  in  the 
majority  of  cases.  This  method  of  attack  seemed 
to  give  us  better  and  more  permanent  results 
than  any  other  treatment.  The  injections  were 
given  every  five  days  for  a total  of  six  injections. 
At  the  end  of  this  time  the  patients  were  greatly 
relieved  of  their  pain  and  the  mobility  of  the 
joint  was  improved.  At  no  time  have  we  met 
with  any  serious  accidents  even  though  the  re- 
actions were  rather  severe. 

With  the  idea  that  the  fever  produced  might 
be  an  element  in  the  improvement  in  these  pa- 
tients, I decided  to  inoculate  four  patients  with 
malaria.  The  resulting  paroxysms  were  of  the 
usual  type : a chill,  a fever  and  a drenching  per- 
spiration each  day.  The  paroxysms  varied  in 
number  from  three  to  twelve.  Quinine  was  then 
administered.  The  therapeutic  results  were  nega- 
tive and  the  patients  now  had  a secondary  anemia 
in  addition  to  their  arthritis.  The  lesson  to  be 
learned  is  that  an  increased  temperature  pro- 
duced by  malarial  inoculation  has  no  therapeutic 
value.  The  reaction  from  the  typhoid  injection 
did  have  a definite  value. 

SUMMARY 

The  above  is  a report  on  the  types  of  arthritis 
we  have  encountered  in  the  Douglas  County 
Hospital.  The  joint  infections  encountered  in 
syphilis,  tuberculosis,  pneumonia  and  other  in- 
fectious diseases  were  not  considered.  The  same 
may  be  said  of  the  metabolic  types  of  arthritis. 


There  is  only  one  type  of  this  latter  affection,  and 
that  is  gout.  There!  are  other  unusual  forms 
such  as  result  from  food  poisoning  or  found 
after  serum  injections  and  in  some  rare  cases  of 
hydroarthrosis.  The  same  may  be  said  of  those 
occurring  in  purpura  or  hemophilia.  All  of  these 
types  were  omitted  in  this  report. 
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DISCUSSION 

Dr.  T.‘  F.  Riggs  (Pierre,  S’.  D.):  I think  the  com- 
mittee who  have  arranged  to-day’s  program  are  to 
be  congratulated,  especially  because  of  the  man- 
ner in  which  the  various  subjects  are  co-ordinated. 
We  listened  this  morning  to  some  excellent  clinics 
and  this  afternoon  to  a clinic,  and  now  this  paper 
of  Dr.  Howard’s. 

Far  be  it  from  me  to  try  to  discuss  Dr.  Howard’s 
paper,  except  to  say  that  I do  not  know  how  we 
could  hope  to  have  a more  clear  and  coherent  dis- 
cussion of  three  types  of  arthritis — gonorrheal, 
acute  rheumatic,  and  the  hypertrophic  with  arthritic 
deformities. 

Some  years  ago  it  was  my  privilege  to  hear  some 
of  the  bedside  lectures  and  some  of  the  clinics  of 
Dr.  Osier.  I remember  his  mentioning  what  he 
chose  to  call  his  rheumatic  family,  namely,  arthritis, 
carditis,  nephritis,  chorea,  and  rheumarthritis. 

It  is  interesting  to  look  back  to  that  time  and  to 
see  how  nearly  Dr.  Osier  came  to  the  point  of  dis- 
covering the  focal  infections  of  which  we  hear  so 
much  nowadays.  He  almost  had  it.  We  find  the 
same  type  of  cases  now,  and  we  say  that  some  focal 
infection  is  the  basis  of  most  of  them,  at  least. 

I recall  hearing  Dr.  Gillett  of  the  Twin  Cities  a 
few  years  ago  discussing  arthritis.  After  he  had 
given  us  a very  interesting  and  instructive  talk,  one 
of  the  doctors  in  the  audience  said,  “Well,  doctor, 
how  do  you  account  for  acute  rheumatism?” 

Dr.  Gillett  merely  shook  his  head  and  said,  “I 
don’t  account  for  it  in  any  other  way.”  (Laughter.) 

With  regard  to  the  three  types  which  Dr.  Howard 
mentioned,  we  all  have  seen  patients  come  in  with 
acute  gonorrheal  arthritis,  and  we  know  the  diffi- 
culties we  have  had  to  prevent  permanent  deformi- 
ties and,  in  several  cases  which  I recall,  some  ab- 
sorption of  bone. 

In  the  inflammatory  and  acute  rheumatic  fever 
type,  Dr.  Howard  spoke  this  morning  of  the  foci 
of  infection,  and  this  afternoon  he  mentioned  the 
possibility  of  trauma. 

I call  to  mind  a very  interesting  example  of  a 
girl  who  had  recently  had  an  acute  tonsillitis.  She 
went  over  tol  a neighbor’s  house,  just  a yard  away, 
and  in  walking  on  a plank  sidewalk  she  stubbed 
her  right  toe,  fell  on  her  right  knee,  striking  her 
left  wrist,  and  then  developed  an  acute  arthritis  of 


521 


THE  JOURNAL-LANCET 


the  right  ankle,  right  knee,  left  wrist,  and  left  el- 
bow, which  point  was  brought  out  by  Dr.  Howard 
this  afternoon. 

With  regard  to  arthritis  deformans:  I wras  in  hopes 
that  we  might  find  something  which  could  really 
relieve  that  sad  condition.  I do  not  know  whether 
you  men  know  that  we  have  one  of  the  most  out- 
standing cases  of  arthritis  deformans  in  the  state. 

I think  a great  many  of  you  have  seen  him.  His 
name  is  Pat  Kane.  He  has  been  in  the  hospital 
for  over  twenty  years.  He  can  not  eat  himself, 
he  can  not  do  anything  for  himself.  He  is  one  of 
the  best  men  in  the  state,  and  he  is  also  one  of 
the  outstanding  sermons  to  young  doctors  that  I 
can  call  to  mind.  He  has  never  been  known  to 
complain,  except  when  a young  fellow  in  an  adja- 
cent bed  died  of  the  “flu.”  Pat  had  the  “flu”  also, 
and  he  wanted  to  know  why  God  did  not  take  him 
instead  of  the  other  fellow. 

Arthritis  is  so  crippling,  and  Dr.  Howard  has 
told  us  of  the  various  efforts  he  has  made  to  try  to 
overcome  this  deformity  which  is  more  or  less  pro- 
gressing. I hope  the  doctor  will  take  up  that  mat- 
ter in  closing  his  discussion.  To  discuss  a paper 
on  arthritis  is  almost  like  discussing  a large  bod>. 
Those  of  you  who  have  looked  up  the  subject  in 
different  medical  works  know  that  there  is  as  much 
as  an  entire  page  given  on  the  types  of  arthritis, 
the  various  causes,  the  acute,  the  hypertrophic,  the 
atrophic,  and  all  the  various  types  of  which  we  can 
conceive. 

I think  this  is  a most  interesting  and  constructive 
paper,  and  I certainly  congratulate  Dr.  Howard  and 
this  Association  on  being  able  to  hear  such  a paper. 
(Applause.) 

Dr.  H.  W.  Sherwood  (Doland,  S.  D.):  I do  not 
expect  to  discuss  the  paper,  but  I should  like  to 
state  that  in  my  town  I have  two  cases  of  arthritis 
deformans,  one  in  the  father  and  one  in  the  daugh- 
ter. The  father  had  it  before  he  came  there,  I 
should  judge  now  for  about  twenty  years,  and  it 
started  in  the  daughter  when  she  was  about  thirty- 
five. 

I wonder  if  there  is  such  a thing  as  an  hereditary 
tendency  to  arthritis  deformans.  They  have  the 
same  type  of  deformities.  The  hands  of  the  old 
man  are  bent  just  like  those  of  the  lady  who  was 
in  here,  and  the  young  woman  walks  on  her  heels. 

Dr.  H.  G.  Harris  (Wilmot,  S.  D.):  I should  like 
to  ask  what  experience  Dr.  Howard  has  had  with 
superheated  air  for  this  one  reason:  I think  Skinner 
in  Concord  made  the  statement  in  1910  that,  if  taken 
within  the  first  six  months,  approximately  20  per 
cent  of  the  cases  could  be  cured  with  heat  alone 
and  electricity,  and  he  spoke  especially  of  the  ac- 
tive Cordier  treatment.  I should  like  to  have  Dr. 
Howard  state  in  the  discussion  what  he  has  done. 

Dr.  N.  K.  Hopkins  (Arlington,  S.  D.):  I think  Dr. 
Grove  of  Arlington  could  relate  two  cases  of  family 
spondylitis  deformans  in  the  same  family  with  the 
same  development  in  the  various  joints. 

President  Hopkins:  If  there  is  no  other  discus- 
sion, Dr.  Howard  will  close  the  discussion. 

Dr.  Howard  (closing):  With  regard  to  the  hered- 
ity of  arthritis  deformans:  We  went  over  that  very 
carefully  about  a year  ago  as  far  as  the  literature  was 


concerned.  The  opinion  expressed  by  most  men 
is  that  heredity  has  nothing  to  do  with  arthritis  de- 
formans. Arthritis  deformans  is  the  result  of  in- 
fection, and  it  may  be  due  to  environment.  Is  the 
daughter  still  at  home  with  the  father? 

Dr.  Sherwood:  She  has  a home  of  her  own  out- 
side of  town. 

Dr.  Howard:  That  would  be  the  only  way  I could 
explain  it.  The  same  thing  may  be  said  of  can- 
cer. At  one  time  cancer  was  supposed  to  be  he- 
reditary. Now  the  opinion  is  that  heredity  plays 
no  role  as  far  as  the  cancer  individual  is  concerned. 

Personally,  I have  had  four  cases  of  pernicious 
anemia  in  one  family.  I do  not  believe  there  is 
a hereditary  factor.  I like  to  explain  it  as  a coin- 
cidence. It  just  happened  that  four  individuals 
came  down  with  pernicious  anemia  in  this  one 
family. 

To  bring  out  another  interesting  case  since  we 
are  talking  about  heredity.  I had  a case  of  a brother 
who  died  with  carcinoma  of  the  esophagus.  The 
history  that  he  gave  was  that  two  other  brothers 
previous  to  his  death  had  died  with  carcinoma  of 
the  esophagus.  There  may  be  a hereditary  factor 
in  a great  many  different  diseases  about  which  we 
know  nothing,  but  at  the  present  time  all  you  can 
say  is  that  it  appears  to  be  a coincidence. 

I think  Dr,  McCrae  or)  Dr.  Osier,  in  one  of  their 
text-books  which  I use  for  the  students,  reports 
cases  of  six  in  one  family  having  an  arthritis  de- 
formans. Dr.  McCrae  personally  reports  three  in- 
dividuals in  one  family  with  an  arthritis  deformans. 
They  both  seem  to  think  it  is  a coincidence. 

With  regard  to  superheated  air:  Do  you  mean 
cabins  in  which  they  are  placed? 

Dr.  Harris:  Yes,  cabins;  not  electric.  I mean  the 
gas  and  gasoline.  I know  nothing  about  electric. 

Dr.  Howard:  I will  be  honest.  I have  never  had 
the  opportunity  to  use  this  method  of  treatment. 
The  majority  of  these  cases  that  have  come  under 
our  observation  at  the  County  Hospital  have  had 
some  form  of  electrotherapy.  The  only  form  of 
electrotherapy  we  use  is  merely  a heat  lamp.  We 
use  no  diathermy  or  anything  such  as  that. 

A great  deal  of  work  is  being  done  in  acute  rheu- 
matic fever. 

A man  by  the  name  of  Small  at  the  University 
of  Pennsylvania  is  doing  some  wonderful  work. 
He  has  attempted  to  isolate  the  streptococcus 
rheumaticus,  which  I mentioned,  and  he  has  a 
serum  made  up  which  he  gives  to  these  individuals. 
We  have  three  cases  at  the  hospital  now  in  whom 
this  serum  is  being  used.  One  is  a very  severe 
chorea.  It  is  too  early  to  report  on  its  use. 

The  second  factor  that  I want  to  mention  is  a work 
by  Burbank.  He  has  taken  the  streptococcus,  I un- 
derstand, and  has  found  thirty  or  thirty-five  differ- 
ent strains  of  streptococci.  He  has  had  antigens 
made  up.  Then  he  takes  blood  from  the  individual 
and  runs  tests,  just  as  a laboratory  runs  a Wasser- 
mann  test,  against  these  various  strains  of  strepto- 
cocci until  he  finds  one  series  where  the  individual 
is  more  susceptible  to  a certain  group.  Then,  tak- 
ing that  group,  he  makes  up  a vaccine  or  an  antigen. 
In  this  large  group  of  arthritis  deformans,  lie  is  at- 
tempting to  bring  out  some  specific  form  of  vaccine 
therapy. 
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All  I can  say  is  that  arthritis  deformans  is  the  re- 
sult of  an  infection,  and  these  unusual  types  of  in- 
fections that  we  run  into  frequently  have  to  be  met 
in  a rather  obscure  method,  such  as  using  a non- 
specific protein.  Until  I used  the  foreign  protein 
milk,  I was  unable  to  do  them  any  good,  so  with 
the  work  of  Small  in  acute  rheumatic  fever  and  with 
the  work  of  Burbank  in  arthritis  deformans  we  may 
eventually  find  something  that  will  do  these  people 
some  good  early  in  the  course  of  the  disease. 

The  patient  you  saw  was  practically  cured.  The 
doctor  thought  the  infection  had  burned  out  and 
that  more  than  likely  none  of  the  other  joints 
would  become  involved  in  later  years;  but  if  there 
had  been  some  definite  therapeutic  procedure  car- 
ried out  when  the  individual  was  first  taken  ill  and 


some  specific  treatments  used,  she  may  not  have 
been  the  cripple  that  we  saw  here  to-day. 

In  arthritis  we  are  dealing  with  the  oldest  dis- 
sease  that  we  know  about  from  the  history  of  medi- 
cine, and  at  the  present  time  we  have  very  little  to 
offer  other  than  what  was  offered  possibly  five,  ten, 
fifteen,  or  twenty  years  ago. 

Dr.  Sherwood:  Isn’t  it  the  general  rule  with  those 
cases  that  they  cease  to  progress  after  a certain 
length  of  time? 

Dr.  Howard:  They  have  acute  exacerbations.  I 
have  a case  now  that  has  been  going  on  for  six  or 
seven  years.  Detail  men  bother  one  to  death  with 
cures  for  arthritis,  but  there  is  no  cure  for  arthritis 
deformans.  (Applause). 


WRIGHT  COUNTY  MEDICAL  SOCIETY  AND  ITS  HISTORY* 

By  E.  Klaveness,  M.D. 

MONTICELLO,  MINNESOTA 


Some  thirty-five  years  ago,  or,  to  be  accurate, 
on  August  1,  1894,  eleven  physicians,  then  prac- 
ticing in  Wright  County,  came  together  at  Buf- 
falo, Minnesota,  and  organized  a society  which 
ever  since  has  beeen  known  as  the  Wright  Coun- 
ty Medical  Society  These  early  founders  of  our 
society  were  the  following  physicians : Drs.  T.  J. 
Catlin  and  J.  S.  Shrader,  of  Delano ; Dr.  S.  R. 
Wakefield,  of  Monticello ; Dr.  A.  M.  Ridgeway, 
of  Annandale ; Dr.  T.  O’Connor,  of  Maple  Lake ; 
Drs.  R.  O.  Cady,  E.  A.  Shannon,  and  T.  O. 
Ustrup,  of  Buffalo ; Drs.  P.  O’Hair  and  F.  M. 
Peironnet,  of  Waverly;  and  Dr.  E.  Y.  Chilton, 
of  Howard  Lake.  After  the  society  had  been 
properly  organized  and  officers  had  been  elected, 
Dr.  R.  O.  Cady,  of  Buffalo,  was  given  the  honor 
of  being  elected  the  first  president.  These  col- 
leagues of  ours,  full  of  enthusiasm  and  high 
hopes,  returned  to  their  homes  anticipating  many 
pleasant  and  profitable  meetings  with  each  other 
in  the  future,  but  fate  somehow  saw  fit  to  ordain 
a different  horoscope  for  this  newly  born  medi- 
cal association ; in  fact,  it  no  sooner  saw  the  light 
of  day  before  it  receded  into  utter  silence,  and 
darkness  was  allowed  to  rest  upon  the  sea  of 
medicine  in  Wright  County  for  nearly  ten  years, 
or  until  July  1,  1903,  when,  in  response  to  a call 
from  Dr.  E.  Y.  Chilton,  as  secretary  of  the  old 
inactive  Wright  County  Medical  Society,  the  fol- 
lowing named  twelve  practitioners  of  medicine 
journeyed  to  Buffalo  and  once  more  decided  to 
start  out  in  life  a Wright  County  Medical  Society 

♦Arldress  read  at  a banquet  given  for  the  Wright  County 
Medical  Society  and  its  Ladies  Auxiliary  in  the  home  of  Dr. 
and  Mrs.  J.  J.  Catlin,  October  S.  1929. 


and  now  under  the  guidance  of  Dr.  E.  Y.  Chilton 
as  president.  These  twelve  men  were,  Drs.  E.  Y. 
Chilton;  P.  O’Hair;  E.  P.  Hawkins;  J.  J.  Catiin; 
T.  P.  O’Connor ; T.  O’Connor ; R.  F.  Lynch ; A. 
L.  Hill;  C.  B.  Powell;  O.  McKeon;  G.  M.  F. 
Rogers  and  E.  A.  Shannon. 

Please  note  the  changes  that  have  taken  place 
in  the  personnel  as  a result  of  the  years  gone  by, 
also  that  our  pioneer,  Dr.  A.  M.  Ridgeway,  must 
have  been  unavoidably  detained  on  some  errand 
of  mercy  that  day  since  his  name  is  omitted  from 
the  list.  He  appears  regularly  later  on  during 
1904,  however,  and  during  all  the  subsequent 
years  of  activity  in  our  society,  so  his  record  for 
believing  in  and  supporting  organized  medical  as- 
sociations is  consistently  good  and  above  re- 
proach. 

Now  our  Wright  County  Medical  Society  as 
so  far  described  was  not  the  first  medical  organi- 
zation in  Wright  County;  rather  it  represents 
a successful  growth  of  an  idea  and  a desire  for 
professional  fellowship  manifested  as  early  as  in 
1883  when  some  of  the  doctors  then  practicing 
in  Wright  County  met  at  Howard  Lake  and 
organized  a society  to  be  known  as  “The  Crow 
River  Valley  Medical  Society.”  Dr.  Chilton, 
of  Howard  Lake,  was  elected  president;  Dr. 
T.  J.  Catlin,  of  Delano,  first  vice-president ; Dr. 
Munger,  of  Fair  Haven,  second  vice-president; 
Dr.  Wm.  Ray,  of  Delano,  corresponding  secre- 
tary; and  Dr.  Wooster,  of  Rockford,  treasurer, 
while  Dr.  Davis  was  elected  recording  secretary ; 
this  society  held  only  one  more  meeting,  namely, 
in  Delano,  March  11,  1884,  after  which  time 
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nothing  more  is  heard  of  it.  The  idea  had  been 
planted,  however,  in  the  minds  of  these  early 
practitioners  and  after  a frustrated  effort  in 
1894  finally  became  a reality  as  above  outlined 
in  1903,  since  which  time  it  has  lived  even 
though  at  times  it  would  appear  dormant  and 
almost  ready  for  burial  as  the  following  review 
will  disclose. 

Before  giving  a more  detailed  account  of  the 
years  from  1903  to  date  I cannot  refrain  from 
making  a special  mention  of  a transaction  re- 
corded in  the  minutes  of  the  Crow  River  Valley 
Medical  Society  in  its  meeting  March  11,  1884. 
We  read  that  the  president,  on  motion  made  and 
carried,  appointed  Drs.  Ray,  Catlin  and  Davis 
as  members  of  a committee  on  a medical  fee 
bill  with  instructions  to  report  at  the  next  meet- 
ing. While  it  is  pleasant  to  observe  that  these 
early  pioneers  in  medicine  in  Wright  County 
were  keenly  aware  of  the  fact  that  in  unity  there 
is  strength,  and  that  uniformity  in  charges 
should  prevail,  yet  their  good  intentions  were 
not  transposed  into  concrete  action  for  the 
simple  reason  that  there  never  was  any  next 
meeting  of  the  society ; and  by  a strange  irony 
of  fate  this  important  matter  was  allowed  to 
rest  until  forty-one  years  later  your  speaker 
called  attention  to  the  necessity  of  agreeing  up- 
on some  uniform  fee  bill.  This  occurred  during 
our  meeting  at  Delano,  May  15,  1925,  and  it 
was  here  that  the  president  named  a committee, 
consisting  of  Drs.  J.  J.  Catlin,  E.  E.  Shrader, 
and  E.  Klaveness,  to  prepare  a fee  bill  and  re- 
port at  a later  meeting.  Due  to  a peculiar  indi- 
vidualistic conservatism  the  work  of  this  com- 
mittee proceeded  rather  leisurely,  but  finally 
such  a fee  bill  was  agreed  upon  and  adopted  in 
our  meeting  May  12,  1926,  some  forty-two  years 
after  the  first  request  for  such  a valuable  guide 
post  had  been  made ; truly,  the  mills  of  the 
gods  grind  slowly.  Turning  to  the  minute  book 
in  our  search  for  interesting  data  during  the 
last  twenty-six  years  I find  that  on  July  11, 
1904,  our  society  met  in  Monticello  at  the  in- 
vitation of  Dr.  R.  F.  Lynch,  who  was  vice-presi- 
dent of  the  society.  This  meeting  was  a great 
success.  Many  doctors  attended,  and  amongst 
the  visitors  listed  I find  a mention  of  Dr.  Geo. 
H.  Norris,  then  of  Clearwater,  Minnesota.  Later 
during  said  meeting  Dr.  Norris  became  so  en- 
thused that  he  put  in  an  application  for  mem- 
bership, and  at  the  next  meeting,  October  4, 
1904,  his  application  was  balloted  on  and  he 
was  elected  to  membership.  January  2,  1905, 
was  the  annual  meeting,  and  at  this  time  Dr. 
Chilton  gave  his  presidential  address,  choosing 


for  his  subject  a review  of  the  past  and  calling 
it  “A  Retrospective  Report  of  the  Past  in  Med- 
icine.” 

January  2,  1906,  the  annual  meeting  was  held, 
when  Dr.  J.  J.  Catlin  was  elected  secretary  for 
the  first  time,  while  his  father,  Dr.  T.  J Catlin, 
outgoing  president,  read  an  address  on  “Drugs 
and  their  uses.” 

On  October  3,  1906,  during  a meeting  at 
Buffalo,  it  was  decided  to  change  the  date  of  the 
annual  meeting  to  the  first  Monday  in  October. 

No  meeting  w^as  held  again  until  July  1,  1907, 
when  I read  that  Dr.  Rouseau  put  in  an  appli- 
cation for  membership.  October  7,  1907,  annual 
meeting.  Society  voted  not  to  do  fraternal  life 
insurance  examinations  for  less  than  $2.00.  Dr. 
A.  M.  Ridgeway  was  elected  president  and  as 
such  governed  the  society  during  two  meetings, 
January  6,  1908,  and  April  6,  1908. 

There  was  no  meeting  held  in  July  and  what 
became  of  the  society  thereafter  is  a mystery 
because  nothing  is  recorded  until  April  1,  1910, 
when  12  members  are  listed  as  having  paid  their 
dues  and  then  again  a long  rest  period  follows, 
because  the  secretary’s  minute  book  is  a blank 
and  first  records  a meeting  on  October  5,  1914, 
which  was  the  annual  meeting,  and  at  that  time 
Dr.  E.  P.  Hawkins,  of  Montrose,  was  elected 
president.  This  effort  on  the  part  of  the  mem- 
bers to  attend  medical  meetings  was  followed 
by  a relaxation  lasting  until  July,  1915,  when 
the  society  met  in  Annandale  as  guests  of  Dr. 
and  Mrs.  Ridgeway.  Again  the  members  lapse 
into  a state  of  inertia,  and  in  spite  of  their  in- 
vigorating and  delightful  visit  to  Annandale  it 
takes  them  fifteen  months  to  get  together  again, 
and  that  happens  October  2,  1916,  when  an  elec- 
tion of  officers  took  place,  and  the  outgoing 
president,  Dr.  Hawkins,  gave  his  address,  an 
event  that  was  last  made  a record  of  just  ten 
years  before.  In  further  reading  the  minutes 
of  this  meeting  we  learn  that  Dr.  Norris,  now 
of  Annandale,  is  listed  amongst  visitors  attend- 
ing the  meeting,  so  evidently  he  did  not  follow 
up  his  election  to  membership  twelve  years  pre- 
viously, by  the  required  action.  Again  the  so- 
ciety takes  a rest  cure  and  withdraws  into  utter 
silence,  lasting  until  June  5,  1918,  when  there 
is  a brief  mention  of  a meeting  held  in  Buffalo 
where  Dr.  Thoresen  of  Buffalo  was  appointed 
temporary  secretary.  No  meeting  was  held  after 
this  spasm  until  May  1,  1919,  when  election  of 
officers  took  place  and  Dr.  Rouseau  was  placed 
at  the  helm  of  our  medical  ship,  while  Thoresen 
was  continued  as  secretary.  Whether  or  not  anv 
meetings  were  held  during  the  balance  of  1919 
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cannot!  be  deduced  from  the  minute  book  be- 
cause it  jumps  to  January  6,  1920,  when  the 
secretary,  now  again  Dr.  J.  J.  Catlin,  records 
the  payments  of  dues  from  seven  members  and 
three  applications  for  membership,  one  of  which 
was  from  Dr.  Freed  and  the  other  from  Dr. 
Phillips. 

Finally  the  members  were  aroused  to  take  time 
off  and  hold  a real  meeting  on  September  22, 
1920,  when  five  members  responded  to  the 
notices  sent  out,  and  amongst  other  things  done 
they  voted  into  membership  four  applicants,  to- 
wit:  Dr.  H.  H.  Holm,  Dr.  O.  J.  R.  Freed,  Dr. 
A.  E.  Phillips,  and  Dr.  C.  L.  Roholt.  At  the 
annual  meeting  October  4,  1920,  Dr.  Harriman 
was  elected  president.  One  year  rolls  by  with- 
out a meeting  again  and  so  we  come  to  the  an- 
nual meeting  October  3,  1921,  when  Dr.  E.  E. 
Shrader,  of  Watertown,  was  elected  president, 
and  again  re-elected,  October  3,  1922.  Outside 
of  these  annual  meetings  the  minute  book  only 
records  one  meeting,  namely,  on  June  22,  1922, 
when  the  society  held  a picnic  on  the  shores  of 
Lake  Constance,  and  this  peaceful,  inactive  life 
of  the  organization  is  continued  up  to  the  next 
annual  meeting,  October  2,  1923,  when  Dr. 
Roholt  was  elected  president  and  with  his  usual 
energy  succeeded  in  making  the  society  live  more 
closely  up  to  its  by-laws  about  quarterly  meet- 
ings. More  members  of  our  profession  joined 
the  society,  amongst  whom  I take  pleasure  in 
mentioning  Dr.  Norris  and  Dr.  Sweezev,  while 
Dr.  Ellison  had  joined  in  1921.  Good  attend- 
ance and  regular  meetings  became  the  normal 
experience  again,  and  the  good  work  initiated 
by  Roholt  continued  during  1925  and  1926  un- 
der the  able  administration  of  Drs.  Freed  and 
Ridgeway  as  presidents,  respectively.  For  1927, 
the  presidency  was  placed  in  the  hands  of  Dr. 
Moffatt  and  but  for  the  fact  of  his  illness  that 
year  the  society  would  have  continued  in  the 
same  active  way.  During  the  next  two  years, 
when  your  speaker  has  carried  the  responsibility 
of  steering  the  affairs  of  our  society  it  must  suf- 
fice to  say  that  we  have  lived  up  to  the  require- 
ments of  our  by-laws,  and  the  meetings  as  an- 
nounced have  been  very  well  attended.  And 
now,  after  this  review  of  things  medical  in 
Wright  County,  covering  a period  of  nearly 
fifty  years,  permit  me  to  offer  the  remark  that 
no  one  can  well  devote  his  time  to  a critical 
survey  of  the  past  as  revealed  in  our  minute 
book  without  becoming  conscious  of  the  fact 
that  a medical  society,  just  as  naturally  as  an 
individual,  is  subject  to  certain  inflexible  laws; 
it  takes  time  to  grow  to  man’s  estate,  and  it  takes 


still  longer  time  to  round  out  an  organization  of 
individual  practitioners  into  a society  that  will 
function  smoothly,  harmoniously,  and  with 
credit  both  to  the  profession  and  the  people  at 
large.  And  when  I am  bold  enough  to  think 
that  we  have  at  last  attained  to  this  pleasant 
state  I gladly  admit  that  such  a fact  could  not 
have  been  recorded  were  it  not  because  we  have 
budded  steadfastly  upon  the  foundation  laid  by 
our  predecessors,  the  pioneer  physicians  of 
Wright  County. 

It  should  be  easy  for  us  of  to-day  to  attend 
our  medical  society  meetings  now  when  we  have 
good  roads  and  rapid  means  of  transportation  in 
our  cozy,  enclosed  automobiles ; it  was  an  en- 
tirely different  story  with  the  pioneering  doctor 
to  take  time  off  for  attending  a meeting  of  his 
society,  and  in  passing  criticism  upon  the  long 
intervals  between  meetings  as  recorded  we  must 
not  overlook  the  various  external  circumstances 
that  always  and  ever  presented  themselves  to 
the  minds  of  the  doctors  of  that  period,  causing 
them  to  decide  against  going  away  to  a medical 
meeting  because  of  the  poor  condition  of  the 
roads  to  be  travelled,  the  time  involved  in  mak- 
ing such  a trip  going  and  returning,  also  de- 
pending on  the  physical  condition  of  his  horse 
and  buggy,  besides  climatic  conditions.  Consid- 
ering the  time  involved  in  making  his  country 
calls,  “By  long  and  dreary  rides,  by  day  and 
night,  in  summer’s  heat  and  winter’s  cold, 
through  snow  and  mud  and  rain,”  the  wonder 
of  it  all  is  rather  that  he  could  find  it  possible 
at  all  to  get  away  for  a day  to  be  spent  in  com- 
pany of  his  colleagues.  And  so  I am  filled  with 
admiration  for  these  early  founders  of  our  so- 
ciety, because  in  spite  of  all  kinds  of  difficulties 
they  never  lost  sight  of  the  ideal,  an  association 
of  medical  men,  and  while  it  was  not  given  to 
them  to  enjoy  much  of  this  happiness  they  knew 
full  well  what  was  wanted  and  therefore  tried 
to  start  a society,  but  failed ; a little  later  they 
tried  again  and  once  more  failed ; but  with  un- 
broken spirit  and  fired  with  a missionary’s  op- 
timism and  zeal  they  rallied  for  a third  time 
during  the  first  twenty  years  and  finally  suc- 
ceeded. We,  the  present  members  of  the  Wright 
County  Medical  Society,  can  best  honor  these 
will-strong,  zealous  medical  pioneers,  founders 
of  our  society,  by  pledging  our  undivided  loyalty 
to  our  society  in  order  that  it  may  continue  to 
prosper,  grow  in  influence,  and  remain  the  nec- 
essary clearing  house  for  all  things  medical  in 
Wright  County.  In  an  effort  to  strengthen  our 
aims  and  hopes,  and  in  memory  of  our  pioneer 
physicians,  this  brief  historical  sketch  is  dedi- 


THE  JOURNAL-LANCET  525 


cated  to'all  of  our  present  and  future  physicians 
of  Wright  County.  “Quod  bonum,  felix. 
faustumque  sit.” 

ADDENDA 

Chronologic  list  of  names  of  doctors  serving 
as  president  of  society : 

1883  E.  Y.  Chilton,  Crow  River  Valley  Medi- 

cal Society. 

1884  E.  Y.  Chilton,  Crow  River  Valley  Medi- 

cal Society. 

1894  R.  O.  Cady,  Buffalo,  Wright  County 

Medical  Society. 

1903  E.  Y.  Chilton,  Howard  Lake,  Wright 

County  Medical  Society. 

1904  E.  Y.  Chilton,  Howard  Lake,  Wright 

County  Medical  Society. 

1905  T.  J.  Catlin,  Delano,  Wright  County  Med- 

ical Society. 

1906  E.  A.  Shannon,  Buffalo,  Wright  County 

Medical  Society. 

1907  J.  H.  Higgins,  Rockford,  Wright  County 

Medical  Society. 

1908  A.  M.  Ridgeway,  Annandale,  Wright 

County  Medical  Society. 

1915  E.  P.  Hawkins,  Montrose,  Wright  Coun- 
ty Medical  Society. 


1916  E.  P.  Hawkins,  Montrose,  Wright  Coun- 

ty Medical  Society. 

1917  A.  M.  Wooster,  Rockford,  Wright  Coun- 

ty Medical  Society. 

1918  A.  M.  Wooster,  Rockford,  Wright  Coun- 

ty Medical  Society. 

1919  Victor  Rouseau,  Maple  Lake,  Wright 

County  Medical  Society. 

1920  Victor  Rouseau,  Maple  Lake,  Wright 

County  Medical  Society. 

1921  L.  Harriman,  Howard  Lake,  Wright 

County  Medical  Society. 

1922  E.  E.  Shrader,  Watertown,  Wright  Coun- 

ty Medical  Society. 

1923  E.  E.  Shrader,  Watertown,  Wright  Coun- 

ty Medical  Society. 

1924  C.  L.  Roholt,  Waverly,  Wright  County 

Medical  Society. 

1925  O.  J.  R.  Freed,  Cokato,  Wright  County 

Medical  Society. 

1926  A.  M.  Ridgeway,  Annandale,  Wright 

County  Medical  Society. 

1927  A.  G.  Moffatt,  Howard  Lake,  Wright 

County  Medical  Society. 

1928  E.  Klaveness,  Monticello,  Wright  County 

Medical  Society. 

1929  E.  Klaveness,  Monticello,  Wright  County 

Medical  Society. 


CEREBROSPINAL  RHINORRHEA* 

By  George  H.  Lawrence,  M.D. 

STEVENS  POINT,  WISCONSIN 


Man,  aged  33,  referred  by  J.  D.  L.  Family 
and  personal  history  negative.  Eleven  years 
previously  had  pneumonia ; no  other  illness  since 
childhood;  general  health  excellent.  No  history 
of  accident  or  injury.  Butcher  by  trade.  Seen 
first  on  October  4„  1926.  Two  days  previous 
dripping  began  from  right  side  of  nose.  Said 
he  could  not  sleep  unless  sitting  up  with  head 
slightly  forward,  as  the  fluid  ran  back  into  throat 
and  caused  coughing  when  lying  down.  Stated 
appetite  was  good  and  felt  well  otherwise  ex- 
cept a slight  headache  after  coughing.  Tem- 
perature 100.8° ; pulse  and  mucous  membranes 
of  upper  respiratory  tract  normal ; pupils  reacted 
normally  to  light  and  distance  and  were  equal 
in  size  ; no  choked  disc  ; no  nystagmus  or  vertigo ; 
color  fields  normal ; reflexes  normal ; and  no  sign 

•Presented  at  the  Eighteenth  Annual  Meeting  of  the 
Minneapolis,  St.  Paul,  and  Sault  Ste.  Marie  Railway  Surgical 
Association. 


of  sinus  trouble.  On  October  4,  with  head 
slightly  forward  the  dripping  was  at  the  rate 
of  twenty  drops  per  minute.  On  October  6,  two 
and  twelve  minutes  after  assuming  sitting  posi- 
tion with  head  slightly  forward  the  rate  of  dis- 
charge was  thirty  drops  per  minute.  On  this 
date  the  headache  was  very  severe  after  cough- 
ing. Lip  to  October  6th,  the  dripping  had  been 
intermittent,  but  for  the  next  twenty-four  hours 
was  continuous.  On  October  8,  patient  had  de- 
veloped a quite  severe  attack  of  bronchitis ; tem- 
perature 103° ; and  quite  long  intermissions  be- 
tween attacks  of  dripping  from  the  nose;  head- 
ache somewhat  improved.  Discharge  from  nose 
ceased  Octobed*ll.  No  headache  and  bronchitis 
greatly  improved  October  16.  Patient  resumed 
his  work  October  27,  and  is  now  in  good  health. 

The  fluid  was  clear  and  did  not  stain  or  stiffen 
linen  when  dried.  Laboratory  findings  indicated 
the  fluid  was  cerebrospinal  fluid. 
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It  has  been  determined  that  the  total  amount 
of  cerebrospinal  fluid  present  in  an  adult  is  about 
150  c.c.  And  it  appears  to  be  established  that 
the  organs  that  produce  the  cerebrospinal  fluid 
are  the  choroid  plexuses  and,  according  to  some 
physiologists,  also  the  ependemal  cells.  It  does 
not  seem  to  be  definitely  known  whether  the 
process  of  generation  of  cerebrospinal  fluid  is 
merely  one  of  transudation,  or  one  of  regular 
secretion — the  latter  is  the  belief  of  most  authors 
of  to-day. 

With  a cerebrospinal  system  that  will  hold 
about  5 ounces,  a patient  may  sustain  a leakage 
of  more  than  two  quarts  in  the  twenty-four 
hours,  and  this  amount  may  be  supplied  for 
many  days.  The  explanation  given  is  that  when 
the  subarachnoid  space  is  accidentally  opened 
allowing  its  fluid  to  escape  the  hydraulic  pres- 
sure is  lowered,  the  choroid  plexuses  become 
excited  and  exert  themselves  to  re-establish  the 
equilibrium ; and  under  these  conditions  they 
may  attain  enormous  functional  capacity. 

In  the  case  reported,  I made  rather  a critical 
examination  of  the  man’s  sinuses  in  an  effort  to 
discover,  if  possible,  where  the  fluid  came  from, 
and  endeavored  to  follow  up  the  leakage  to  its 
source ; but  it  is  very  difficult  to  follow  up  such 
a leakage  in  the  vault  of  the  nose. 

There  are  several  speculative  theories  as  to 
just  what  happens  in  these  cases.  The  theory 
that  seems  most  probable  in  this  case  is  the  one 
that  takes  us  back  to  embryologic  conditions. 
At  this  time  there  is  an  opening  between  the  sub- 
arachnoid space  and  the1  membranes  that  sur- 
round the  olfactory  nerve,  and  I presume  the 
leakage  was  through  the  cribriform  plate  of  the 
ethmoid  bone. 

DISCUSSION 

Dr.  John  H.  Rishmiller  (Minneapolis,  Minn.):  I 
have  had  four  cases  of  cerebrospinal  rhinorrhea  fol- 
lowing skull  injury.  So  far  as  the  etiology  is  con- 
cerned, I think  we  can  put  it  down  as  being  due  to 
basal  fracture  of  os  frontalis,  involving  the  cribri- 
form plate  of  the  ethmoid.  We  must  realize  the 
close  proximity  of  the  dura  mater  to  the  nasal 
mucous  membrane — this  being  only  separated  by 
the  cribriform  plate. 

The  cycle  of  symptoms  are  about  like  this:  severe 
headache  and  vertigo,  wTith  definite  pressure  symp- 
toms which  are  suddenly  relieved  by  a discharge  of 
clear  fluid,  usually  through  one  nostril.  This  is 
again  followed  by  dry  interval.  I had  one  patient 
whose  intermittent  fluid  was  so  copious  that  it  was 
collected  in  a test  tube  and  confirmed  as  to  its 
‘source  by  laboratory  verification. 

Dr.  Lawrence’s  case  must  be  put  dowm  as  one  of 
idiopathic  etiology. 

Dr.  Lawrence  (closing):  In  my  case  the  man  had 
the  most  severe  headache  when  the  leakage  was 


taking  place,  that  is,  the  discharge  did  not  seem  to 
relieve  the  headache.  The  condition  finally  cleared 
up  and  he  is  now  perfectly  well. 


BOOK  NOTICES 


The  Elements  of  the  Science  of  Nutrition.  By 
Graham  Lusk,  Ph.D.,  Sc.D.,  LL.D.,  F.R.S.  (Edin.), 
Professor  of  Physiology,  Cornell  University,  Med- 
ical College,  New  York  City.  Fourth  edition,  re- 
set, octavo  of  844  pages.  Philadelphia  and  Lon- 
don: W.  B.  Saunders  Co.,  1928.  Cloth,  $7.00  net. 
To  read  Graham  Lusk’s  new  edition  of  “The 
Science  of  Nutrition”  would  improve  any  practi- 
tioner’s science  in  practice.  A chapter  heading  re- 
minds us  that  physiology  is  an  ever  growing  sub- 
ject and  therefore  empiricism  of  practice  must  ever 
decrease.  And  another  quotation  from  Herbert 
Hoover  declares  that  further  progress  in  funda- 
mental truths  are  to  be  earned  only  through  patient, 
arduous  labor  by  a host  of  men  at  great  expense. 

Certainly  much  detailed  new  information  is  of- 
fered in  this  book  to  the  student  of  internal  medi- 
cine and  pediatrics.  The  potato  is  put  in  a most 
respectable  position  dietetically.  Whole  wheat  bread 
is  regarded  as  wasteful  because  its  bran  cannot  be 
utilized.  In  vitamins  the  work  of  Goldberger  in 
pellagra  is  accepted  as  a fact.  Deficiencies  in  the 
American  diet  are  cited — especially  in  the  mineral 
content  and  specifically  the  calcium.  The  chapters 
on  the  period  of  growth,  fever  and  diabetes  are 
notably  complete. 

The  style  of  the  book  is  delightful — expressive  of 
the  writers  personality.  The  first  half  is  slow,  hard 
reading  for  one  who  has  been  away  from  labora- 
tories some  years,  but  the  application  of  these  basic 
facts  to  the  practical  problems  of  the  latter  half  make 
it  seem  worth  while.  References  to  current  litera- 
ture and  criticism  of  the  work  is  comprehensive  and 
inductive  of  further  reading. 

— Ann  W.  Arnold,  M.D. 

Minor  Surgery.  By  Frederick  Christopher,  M.D., 
F.A.C.S.,  Philadelphia:  W.  B.  Saunders,  1929. 
Price  $8.  694  pages,  465  illustrations.  Associate 

in  Surgery  at  Northwestern  University  Medical 
School,  Attending  Surgeon,  Evanston  Hospital, 
Evanston,  111. 

Through  this  volume  the  author  has  supplied  the 
profession  writh  a book  on  a very  opportune  sub- 
ject. He  has  covered  the  realm  of  minor  surgery 
very  much  in  detail.  The  volume  is  very  replete 
with  illustrations  both  as  regards  the  technic  and 
as  to  demonstrations  of  pathology.  His  usbject  is 
handled  systematically  and  is  very  well  written.  For 
the  general  practitioner  or  the  surgeon  there  has 
been  no  book  written  for  a long  time  which  more 
thoroughly  supplies  the  needed  information  on  the 
subject  of  minor  surgical  injuries. 

The  volume  is  not  merely  a compilation  of  resume 
of  former  books  written  on  this  subject  but  is  the 
composite  result  of  a wide  experience  in  the  surgi- 
cal field  combined  with  the  review  of  a large  amount 
of  clinical  material. 

His  chapter  on  fractures  and  injuries  of  the  upper 
extremities  is  well  worth  the  price  of  the  book 
alone.  — H.  O.  McPheeters,  M.D.,  F.A.C.S. 
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SPEAKING  OF  NEWS  ITEMS 

Most  of  the  news  items  that  we  doctors  en- 
joy are  those  concerning  medical  men,  but  evi- 
dently we  have  limited  ourselves  in  our  scope, 
for  if  we  want  something  real  snappy,  something 
exhilarating,  we  are  obliged  to  read  the  Sunday 
papers,  and  it  seems  as  if  papers  all  over  the 
country,  not  only  in  Minneapolis  and  St.  Paul 
but  all  over  the  Lmited  States,  have  Sunday 
editions  which  are  filled  up  with  all  sorts  of 
crime  stories,  news  of  murders,  suicides,  and 
everything  that  is  horrible  and  appalling  in  de- 
tail. Yet  the  newspapers  feel  they  cannot  pub- 
lish an  interesting  paper  unless  they  fill  it  with 
crime  news. 

Now  they  have  begun  to  fill  the  papers  with 
news  of  the  arrests  of  people,  particularly 
young  people.  The  newspapers  are  not  very 
troublesome  except  that  they  suggest  to  the 
young  mind  that  a career  of  crime  is  a brilliant 
affair.  But  the  movies  that  have  been  acted  in 
all  cities  are  about  as  full  of  crime  as  they  can 
be  and  be  put  on  the  screen.  We  understand  the 
Fox  Film  Company  have  decided  to  double  the 
length  of  their  films  and  thus  present  a larger 
and  wider  film  on  the  stage  so  that  we  can  ex- 
pect to  get  more  in  detail  in  the  added  space 
and  it  will  be  of  interest  to  a great  many  people. 
They  can  show  anything  they  please.  Boys  are 


thus  influenced  to  commit  all  sorts  of  crimes  or 
misdemeanors,  and  some  of  them  are  not  pre- 
pared for  it,  but  do  it  because  they  have  heard 
of  it,  have  seen  it  on  the  screen,  or  have  read 
of  it  in  the  press. 

The  killings  that  go  on  over  the  country  all 
of  the  time  are  very  brutal  ones.  Someone  in 
a small,  obscure  town  is  assassinated  or  killed, 
and  it  is  printed  everywhere  and  broadcast 
thoroughly;  all  the  papers  print  news  items  of 
it,  and  this  may  suggest  to  some  juvenile  mind 
the  way  to  get  into  the  press. 

The  number  of  automobile  thefts  committed 
by  boys  is  almost  unbelievable.  Why  they  do  it 
and  how  they  dare  do  it  is  almost  a mystery 
to  the  man  who  does  his  thinking  right.  But  to 
them  it  is  a scheme,  an  experience,  and  more  or 
less  of  a pleasure.  They  are  hauled  up  for  it 
perhaps,  and  yet  it  may  be  that  a boy  who  steals 
twenty-five  cents  from  someone  is  sentenced  to 
from  two  to  twenty-five  years  in  the  penitentiary 
while  the  man  who  commits  a real  unadulterated 
murder  gets  a sentence  of  two  years.  Of  course 
there  are  many  mitigating  circumstances  which 
influence  the  judge  to  give  various  kinds  of 
sentences,  and  if  we  could  get  all  the  facts  all 
the  time  perhaps  we  could  sympathize  with  him ; 
but  there  are  a great  many  crimes  that  are  pun- 
ished sufficiently  while  others  are  passed  over 
lightlv.  And  yet  most  of  it  is  entirely  forgotten 
within  a few  days.  Occasionally  when  a man 
is  caught  and  perhaps  electrocuted  the  story  may 
last  over  a few  weeks  in  the  press ; or  if  any 
famous  moving-picture  magnate  commits  some 
deed,  of  which  there  may  be  some  doubt,  he  gets 
from  five  to  fifty  years  imprisonment,  while 
others  receive  such  small  sentences  they  are 
hardly  worth  while.  But  if  there  should  be  a 
possibility  of  a prisoner  getting  before  the 
board  of  pardons  he  can  usually  expect  a pro- 
motion from  imprisonment  to  liberty  within  a 
verv  reasonably  short  time. 

No  wonder  juries  are  at  fault  in  their  find- 
ings. They  are  coerced,  they  are  shouted  at  by 
the  prosecuting  attorney  and  intimidated  or 
talked  to  in  a very  gentle  tone  of  voice  by  the 
defendant;  their  sympathies  are  a bit  of  their 
normal  working  stunt  and  eventually  there  is  no 
such  thing  as  crime  among  jurors.  The  only 
way  in  which  it  could  be  possible  to  lessen  crime 
is  to  appoint  a board  of  psychiatrists  to  examine 
those  who  may  be  subject  to  their  analyses  and 
pass  an  opinion  on  them  and  then  present  a full 
report.  Then  the  prosecuting  judge  will  take 
into  consideration  the  fact  that  no  one  man  is 
acting  for  or  against  the  prosecution.  The  time 
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is  probably  not  in  sight  to  pass  judgment  on 
jurors,  prosecutors  or  defendants.  They  are 
going  to  do  as  they  please  or  as  the  times  may 
suggest  while  the  prisoner  has  to  take  what  he 
gets.  There  are  many  instances  on  record 
where  defendants  are  prosecuted,  found  guilty 
and  kept  in  prison  for  two  to  five  years  when 
new  evidence  comes  up  that  absolves  them  from 
any  crime  whatsoever,  but  that  is  two  to  five 
years  too  late.  But  with  the  coming  on  of  prop- 
er training  of  the  minds  of  the  young  perhaps 
our  dispensers  of  justice  will  be  more  uniform 
in  their  findings.  Think  it  over  and  do  the  best 
you  can  to  educate  your  people,  and  particularly 
your  lawyers  in  the  country. 


DR.  LOUIS  A.  NIPPERT 

Dr.  Louis  A.  Nippert,  of  Minneapolis,  who 
was  an  accomplished  horseman,  was  out  taking 
his  afternoon  ride  around  Lake  of  Isles  when 
a motor  came  across  the  pathway,  frightening 
his  horse  and  causing  Dr  Nippert  to  be  thrown 
off,  resulting  in  death  later  at  a-  hospital  from 
injuries  to  the  skull. 

Dr.  Nippert  was  one  of  the  highly  esteemed 
medical  men  of  Minneapolis  and  the  state,  be- 
cause he  was  honest,  fearless,  and  because  he 
looked  only  for  the  real  things  of  life  and  for 
the  truth  in  his  medical  work.  The  only  office 
that  Dr.  Nippert  held  medically  was  the  former 
presidency  of  the  Hennepin  County  Medical  So- 
ciety, which  now  has  a membership  of  525. 
Every  man  aspires  naturally  to  be  president  of 
his  home  society,  but  Dr.  Nippert  had  no  such 
aspirations  but  was  nominated  and  elected  on 
the  first  ballot. 

He  was  a quiet  and  yet  a social  man.  He  was 
unable  for  a couple  of  years  to  attend  the  meet- 
ings of  the  Hennepin  County  Medical  Society 
except  the  noon  meetings,  but  his  interest  was 
in  medicine,  and  he  did  everything  he  could  for 
any  man  who  wanted  information  or  advice,  so 
that  all  the  members  of  the  Hennepin  County 
Medical  Society  will  remember  him  as  a grand 
man  in  medicine,  and  all  regret  that  he  was 
carried  away  when  he  was  only  sixty-nine  years 
old 

Born  in  Switzerland,  Dr.  Nippert  came  to 
Ohio  when  he  was  seventeen  years  of  age.  A 
good  many  people  thought  he  was  German,  but 
this  is  not  true.  He  spoke  the  German  language, 
of  course,  because  that  is  quite  natural  for  a 
man  born  in  Switzerland  who  is  studying  medi- 
cine. He  was  very  well  educated,  very  well 
informed,  and  he  gained  by  his  experience  and 


knowledge  in  his  medical  life.  And  we  shall 
all  look  upon  the  time  when  we  knew  Dr. 
Nippert,  as  all  who  knew  him  loved  him. 

His  specialty  was  internal  medicine,  but  he 
could  do  what  any  other  general  practitioner  can 
do  as  his  training  and  skill  were  diversified.  He 
was  very  well  liked  among  his  professional 
brethren,  as  well  as  among  his  patients.  They 
all  testified  to  the  fact  that  Dr.  Nippert  was  a 
very  wonderful  man. 

Dr.  Nippert  is  survived  by  his  wife  and  a 
daughter,  Mrs.  Edgar  Zelle,  both  of  Minneapo- 
lis, and  the  latter  a very  well-known  violinist. 
There  were  four  brothers,  also,  Dr.  Henry  T. 
Nippert,  of  St.  Paul,  Dr.  Edgar  Nippert,  of 
Los  Angeles,  Judge  Alfred  Nippert  and  Herman 
Nippert,  of  Cincinnati,  and  two  sisters  living  in 
Cincinnati  and  one  sister  living  in  Seattle. 

DR.  W.  J.  BYRNES 

Our  friend,  and  the  friend  of  many  medical 
men  in  Minneapolis,  Dr.  W.  J.  Byrnes,  died  sud- 
denly on  the  morning  of  November  fourth,  and 
all  who  knew  him  were  Very  much  shocked  by 
the  news  of  his  passing. 

Dr.  Byrnes  was  formerly  coroner  of  Minne- 
apolis. He  was  a native  of  Minneapolis,  being 
born  and  reared  here.  He  had  a heart  disease 
which  subjected  him  to  an  occasional  attack— 
the  exact  nature  of  the  trouble  is  unknown  to 
the  editor.  He  was  a great  lover  of  St.  Mary’s 
Hospital,  and  spent  most  of  his  time  there,  if  at 
any  hospital,  and  yet  did  much  of  his  work 
about  town.  He  was  apparently  in  good  health 
when  he  arose  from  his  home  bed  and  was  just 
starting  out  from  his  home  at  118  W.  Rustic 
Lodge  Avenue, i about  to  go  by  automobile  to 
St.  Mary’s  Hospital,  when  he  was  suddenly 
stricken  and  died. 

Born  in  1859,  Dr.  Byrnes  graduated  from 
the  University  of)  Michigan  in  1882  and  was 
made  an  honorary  member  of  Hennepin  County 
Medical  Society.  He  was  a member  of  the 
American  College  of  Surgeons,  and  a member 
of  the  Loyal  Legion.  He  was  the  son  of  William 
Byrnes,  a former  Hennepin  County  sheriff. 

Surviving  Dr.  Byrnes  are  the  widow,  a son, 
Dr.  W.  A.  Byrnes,  of  San  Diego,  Calif.,  and 
three  daughters,  Mrs.  Hallam  Hussmand,  of 
Chicago,  Lyle  Byrnes,  of  Chicago,  and  Mrs. 
Robert  J.  Seiberlich,  of  Minneapolis.  He  is  also 
survived  by  two  sisters,  Mrs.  C.  C.  Schuyler,  of 
Fargo,  and  Mrs.  Bernard  Cloutier,  of  Portland, 
Oregon. 
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Dr.  C.  K.  Onsgard,  of  Halstad,  Minn.,  died 
recently. 

Dr.  Kean,  of  Coleraine,  Minn.,  is  now  prac- 
ticing in  Kansas. 

Dr.  Norman  Balfour,  48,  died  suddenly  at  Hot 
Springs,  S.  D.,  last  week. 

Dr.  W.  Van  Jenten,  who  has  been  practicing 
in  Iowa,  is  now  at  Albert  Lea. 

Dr.  Arnold  Malstrom,  of  Virginia,  Minn.,  was 
married  recently  to  Miss  Callahan  of  Duluth. 

The  Silver  Bow  Medical  Society  held  their 
regular  meeting  at  Butte,  Montana,  last  month. 

Dr.  Peter  J.  Hiniker,  of  Le  Sueur,  Minn., 
was  married  to  Miss  Rassmussen,  of  St.  Paul, 
recently. 

The  Sioux  Valley  Eye  and  Ear  Academy  will 
hold  their  annual  meeting  on  November  19,  at 
Omaha,  Neb. 

Dr.  Baldwin  Borreson,  of  Remer,  takes  up 
his  work  as  assistant  at  the  State  Sanatorium  at 
Walker,  Minn. 

Dr.  H.  O.  Lund,  of  Lead,  S.  D.,  has  taken 
over  the  practice  and  home  of  Dr.  C.  O.  Rogne, 
at  Ettrick,  Minn. 

Dr.  and  Mrs.  L.  A.  Fritsche  and  children, 
of  St.  Peter,  Minn.,  have  returned  from  their 
sojourn  on  the  Continent. 

Dr.  M.  S.  Nelson,  of  Wood  Lake,  Minn.,  has 
purchased  an  X-ray  machine  for  the  hospital 
there,  a need  which  was  badly  felt. 

Dr.  H.  L.  Lamb,  of  Little  Falls,  Minn.,  has 
returned  from  a trip  to  Europe  where  he  has 
been  studying  the  past  three  months. 

Dr.  James  D.  Barrett,  of  Billings,  Mont.,  has 
returned  from  a four  months’  trip  in  Europe.  He 
worked  in  the  urological  clinics  of  Vienna. 

Dr.  Herman  Linde,  of  Cyrus,  Minn.,  was 
elected  president  of  the  West  Central  Medical 
Society  at  its  annual  meeting  held  recently  at 
Glenwood. 

Dr.  Louis  A.  Nippert,  of  Minneapolis,  died 
last  week  at  the  age  of  69,  the  result  of  a fall 
from  a horse.  Editorial  notice  of  Dr.  Nippert 
appears  in  another  column. 

Dr.  Julius  Buscher  has  opened  offices  in  St. 
Cloud  where  he  will  conduct  his  practice.  Dr. 


Buscher  recently  returned  from  Europe  where 
he  took  up  post-graduate  work. 

Dr.  Edgar  V.  Allen,  Rochester,  is  to  be  mar- 
ried to  Miss  Wise,  of  Mankato,  the  wedding  to 
take  place  in  Paris.  The  couple  will  reside  in 
Munich,  Germany,  for  two  years. 

At  the  recent  meeting  of  the  Wright  County 
Medical  Association  held  at  Buffalo,  Dr.  G.  H. 
Norris  was  elected  the  president,  succeeding  Dr. 
Klaveness  who  is  leaving  the  state  soon. 

The  Rice  County  Medical  Society  of  Minne- 
sota held  their  annual  meeting  recently  and 
elected  a new  group  of  officers.  Dr.  J.  M.  Mur- 
doch was  elected  president,  succeeding  Dr.  Wil- 
son. 

Various  aspects  of  tuberculosis  and  treatment 
were  discussed  at  the  one-day  post  graduate 
course  held  at  the  Sand  Beach  Sanatorium  on 
October  30.  Interesting  talks  and  papers  were 
given. 

Dr.  Raymond  Sorenson  has  resigned  his  po- 
sition with  Dr.  W.  R.  Humphrey,  at  Stillwater, 
to  become  associated  with  the  U.  S.  Government 
Hospital  at  the  National  Soldiers’  Home  at  Dan- 
ville, 111. 

Minneapolis  has  been  chosen  for  the  1930 
convention  of  the  Interstate  Post  Graduate  Med- 
ical Association  of  North  America.  The  meet- 
ing was  held  this  year  in  Detroit,  nearly  10,000 
attending. 

Dr.  R.  P.  Frink  of  Wagner,  S.  D.,  has  pur- 
chased all  the  hospital  equipment  of  the  late  Dr. 
C.  H.  Swett  at  Wagner  and  has  reopened  the  in- 
stitution for  patients  under  the  name  of  the 
Frink  Hospital. 

Mrs.  Margaret  P.  Daly  will  build  the  Marcus 
Daly  Hospital  at  Hamilton,  Montana,  honoring 
the  memory  of  her  husband,  Marcus  Daly.  This 
hospital  is  needed  and  will  fill  a great  need  for 
that  section  of  Montana. 

Dr.  and  Mrs.  Howard  Morton,  of  Minneapo- 
lis, have  returned  to  their  home,  having  spent 
the  summer  in  Europe.  Dr.  Morton  attended 
the  annual  meeting  of  the  American  Academy  of 
Ophthalmology  in  Atlantic  City  on  his  return. 

The  Mississippi  Valley  Dermatological  Con- 
ference was  held  at  the  University  Hospital  in 
Minneapolis,  on  October  25,  and  at  the  Mayo 
Clinic  on  October  26.  There  were  fifty-five 
visitors  from  Chicago,  Cincinnati,  Milwaukee, 
and  St.  Louis. 
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Drs.  F.  D.  Gray  and  B.  C.  Ford,  both  of 
Marshall,  Minn.,  will  open  their  clinic  by  De- 
cember 1,  at  Marshall.  The  clinic  will  be 
equipped  with  the  most  modern  diagnostic  in- 
struments and  will  fill  the  need  for  such  a lab- 
oratory in  Southwestern'  Minnesota. 

An  addition  is  to  be  added  to  the  Fairmont 
Hospital  and  Clinic  at  Fairmont,  Minn.  This 
addition  will  double  the  capacity  of  the  hospital 
and  will  make  it  necessary  to  double  the  size  of 
the  staff.  The  Fairmont  Hospital  is  under  the 
direction  of  Drs.  Blanchard  and  Miller. 

Dr.  W.  J.  Byrnes,  of  Minneapolis,  and  a for- 
mer county  coroner,  died  November  4,  at  the 
age  of  70.  He  was  graduated  from  the  Uni- 
versity of  Michigan  in  1882,  and  was  a mem- 
ber of  the  American  College  of  Surgeons.  An 
editorial  notice  of  Dr.  Byrnes  appears  on  an 
other  page. 

Dr.  Samuel  M.  Stocker,  who  was  in  charge  of 
the  laboratory  work  at  the  state  insane  hospital 
at  Fergus  Falls,  died  recently  at  the  age  of  72 
years.  He  practiced  for  many  years  in  Duluth 
before  he  came  to  Fergus  Falls.  Dr.  Stocker 
was  a keen  student  of  botany  and  was  a national 
authority  on  many  of  its  branches. 

The  members  of  the  Southwestern  Minnesota 
Medical  Association  met  for  their  annual  con- 
vention in  Slayton,  Minn.,  on  November  5.  Dr. 
Roy  W.  Fonts,  professor  of  medicine  at  the 
Creighton  University,  Omaha,  was  elected  to  the 
office  of  president-elect  of  the  American  College 
of  Physical  Therapy,  at  their  annual  conven- 
tion in  Chicago  recently. 


Exercising  Machine  for  Gale 

Exercising  machine  never  been  used  will  be  sold 
for  half  of  list  price.  Address  669,  care  of  this  office. 

Tice’s  Medicine  for  Sale 

Tice’s  Loose  Leaf  Medicine  in  ten  volumes  and 
four  volumes  of  abstracts.  Address  666,  care  of  this 
office. 

Secretarial  Position  Wanted 

By  an  experienced  medical  stenographer  and 
secretary.  A-l  references.  Willing  to  start  with 
very  moderate  salary.  Address  667,  care  of  this  of- 
fice. 

Nurse  Wanted 

For  a small  hospital  in  South  Dakota.  Registra- 
tion not  essential,  but  must  be  experienced  in  giving 
anesthetics.  Wages  $80  to  $90.  Address  664,  care 
of  this  office. 


Nurse  Wanted 

For  a small  hospital  in  South  Dakota.  Registra- 
tion not  essential,  but  must  be  experienced  in  giving 
anesthetics.  Wages  $80  to  $90.  Address  664,  care 
of  this  office. 

Ultraviolet  Ray  Lamps  for  Sale 

Three  Ultraviolet  Ray  Lamps,  one  Infra-Red 
Lamp.  All  brand  new  and  will  be  sold  at  half  price. 
Description  and  prices  can  be  had  by  addressing  668, 
care  of  this  office. 

Office  Equipment  for  Sale 

Doctor’s  complete  office  equipment:  mahogany 
desk,  McCasksey  filing  cabinet,  bookcase,  chairs,  and 
instruments.  Price  very  reasonable.  Call  Emerson 
2273,  St.  Paul,  or  write  659,  care  of  this  office. 

Practice  for  Rent 

Wanted  man  to  take  over  a large  general  prac- 
tice in  South  Dakota  for  about  six  months.  Nothing 
for  sale;  just  for  rent.  Fully  equipped  outfit  all 
ready  for  work  from  the  first  day.  Address  662, 
care  of  this  office. 

Physician  Wanted 

I have  a practice  of  about  $10,000  a year.  Am 
leaving  for  the  Coast  to  spend  several  months  and 
would  like  to  get  a physician  to  take  care  of  my 
practice  (in  South  Dakota).  Equipment  furnished. 
Address  663,  care  of  this  office. 

Physician  Wanted 

I have  a practice  of  about  $10,000  a year.  Am 
leaving  for  the  Coast  to  spend  several  months  and 
would  like  to  get  a physician  to  take  care  of  my 
practice  (in  South  Dakota).  Equipment  furnished. 
Address  663,  care  of  this  office. 

Professional  and  Technical  Secretarial  Service 

Miss  Crever  after  several  years  experience  in 
medical  secretarial  work  is  now  offering  service  in 
preparation  of  technical  papers,  editing  of  profes- 
sional papers,  proof-reading,  correspondence  and 
secretarial  work.  Address  or  call  on  Miss  Crever, 
816  Medical  Arts  Bldg.,  Ge.  3182,  Minneapolis. 

Therapy  Equipment  for  Sale 

As  I have  purchased  all  the  equipment  belonging 
to  the  Swett  Flospital  I am  overstocked  with  physi- 
otherapy equipment  having  many  of  the  same  units 
of  my  own  before  buying  this.  I will  sell  at  a real 
price  one  Morse  Wave  Generator,  one  Alpine  air- 
cooled Hanovia  lamp  and  one  Fischer  diathermia 
machine.  These  must  go  as  I have  no  need  for 
them.  These  units  are  nearly  new  and  in  first-class 
condition.  Will  give  prices  upon  request.  Address 
Dr.  R.  P.  Frink,  Wagner,  S.  D. 
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THE  DIAGNOSIS  AND  MEDICAL  MANAGEMENT  OF  PEPTIC  ULCER* 

By  H.  A.  Brandes,  M.D. 

BISMARCK,  NORTH  DAKOTA 


Peptic  ulcers  occur  not  only  in  the  stomach 
and  duodenum,  but  also  in  the  lower  third  of  the 
esophagus  and  in  the  contiguous  jejunum  after 
gastro-enterostomy. 

PEPTIC  ULCER  OF  THE  ESOPHAGUS 

The  gastrojejunal  ulcer  will  not  be  considered 
here  and  peptic  ulcer  of  the  esophagus  will  only 
be  briefly  discussed,  since  it  is  rarely  seen  as 
compared  with  ulcers  occurring  in  the  stomach 
and  duodenum.  Friedenwald1  states  that  eso- 
phageal pepic  ulcers  occur  sufficiently  often  to 
be  of  clinical  interest  and  has  recently  reported 
a series  of  thirteen  cases  in  which  the  most 
prominent  symptoms  were  the  following:  sub- 
sternal  discomfort  and  pain,  dysphagia,  vomit- 
ing, and  hemorrhage. 

The  pain  may  be  mild  or  intense  and  usually 
appears  beneath  the  sternum  or  in  the  region 
of  the  xyphoid.  It  is  intermittent  in  type,  in- 
creased during  deglutition  with  periods  of  re- 
lief between  meals. 

Dysphagia  is  first  noticed  by  the  patient  when 
taking  solid  foods,  but  later  in  the  disease  there 
is  also  difficulty  with  liquids. 

Vomiting  and  regurgitation  of  food  is  present 
in  about  one-half  of  the  cases.  At  first  it  is 
produced  by  spasm  and  later  frequently  as  a 
result  of  stricture  or  stenosis. 

Hemorrhage  is  reported  as  occurring  in  25 
per  cent  to  50  per  cent  of  the  cases.  Perfora- 

•Presented  at  the  Forty-first  Annual  Meeting:  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D.,  May  23  and  24,  1928. 


tion  may  also  take  place  and  its  presence  is  in- 
dicated by  signs  of  perforative  peritonitis,  pneu- 
mothorax or  hydropneumothorax.  Friedenwald 
states  that  occasionally  no  symptoms  are  pro- 
duced until  hemorrhage  or  perforation  has  taken 
place. 

The  physical  examination  may  elicit  tender- 
ness over  the  lower  portion  of  sternum  or  in 
the  upper  epigastrium  and  in  the  back.  The 
diagnosis  is  established  by  means  of  the  X-ray 
and  esophagoscope. 

Peptic  ulcers  of  the  esophagus  must  be  differ- 
entiated from  gastroduodenal  ulcers  and  ulcers 
in  the  esophagus  due  to  other  causes,  such  as 
lues,  carcinoma,  trauma,  and  following  infec- 
tious diseases. 

PEPTIC  ULCER  OF  THE  STOMACH  AND  DUODENUM 

In  recent  years  the  tendency  has  been  to  elim- 
inate the  terms  “gastric  and  duodenal  ulcer”  and 
to  consider  these  two  conditions  under  the  head 
of  “peptic  ulcer,”  since  the  symptoms  are  much 
alike,  the  medical  treatment  is  essentially  the 
same,  and  the  location  of  the  ulcer  can  be  more 
accurately  determined  by  the  X-ray  than  from 
the  history  and  physical  findings. 

In  an  uncomplicated  case  there  should  be  but 
little  difficulty  in  arriving  at  a diagnosis  since 
there  is  no  disease  which  presents  such  clean- 
cut  features  as  peptic  ulcer.  In  most  instances 
the  patient  will  give  a history  of  “dyspepsia,” 
usually  of  several  years’  duration,  ‘with  a peri- 
odic presence  or  absence  of  symptoms.  The 
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dyspepsia  is  characterized  by  epigastric  pain 
usually  occurring  from  one  to  three  hours  after 
eating  and  relieved  by  the  taking  of  food  or 
alkalies.  The  relationship  of  pain  to  food  in- 
take is  one  of  the  most  outstanding  subjective 
symptoms  in  peptic  ulcer.  As  to  meal  relation 
Moynihan2  prefers  to  differentiate  between  gas- 
tric and  duodenal  ulcer  and  gives  the  following 
formula : 

Gastric  ulcer : Food,  comfort,  pain,  comfort. 

Duodenal  ulcer:  Food,  comfort,  pain. 

There  are,  however,  many  exceptions  to  this 
rule.  Approximately  90  per  cent  of  peptic  ul- 
cers are  found  in  the  duodenum,  and  the  vast 
majority  of  these  occur  in  the  male. 

The  pain  may  or  may  not  be  accompanied  by 
nausea,  eructation,  regurgitation,  vomiting,  hem- 
atenresis,  or  melena.  Nocturnal  epigastric  pain 
occurring  about  midnight  or  during  the  early 
morning  hours  is  often  indicative  of  peptic  ulcer. 

OBJECTIVE  SYMPTOMS 

The  most  important  objective  manifestations 
in  order  of  their  importance  are:  (a)  the  condi- 
tions revealed  by  Roentgen  ray  examination  of 
the  gastro-intestinal  tract,  (b)  the  presence  of 
melena  or  occult  blood  in  the  stools,  (c)  the 
change  in  gastric  fractional  test  meals,  and  (d) 
the  tenderness  on  pressure  of  the  epigastrium. 

The  most  valuable  diagnostic  method  in  this 
disease  is  the  X-ray  and  no  matter  how  striking 
the  syndrome  of  peptic  ulcer  may  be,  the  diag- 
nosis should  be  corroborated  by  fluoroscopic 
and  Roentgen  ray  examination.  While  it  is  the 
most  valuable  single  method  of  examination,  it 
must  not  be  looked  upon  as  being  infallible. 

In  about  one-half  of  the  cases  the  gastric 
contents  after  a fractional  test  meal  will  show 
high  normal  or  hyperacid  conditions.  Occasion- 
ally subacidity  occurs.  Hyperacidity  and  hyper- 
secretion are  more  often  seen  in  duodenal  than 
in  gastric  ulcer. 

The  finding  of  occult  blood  in  the  stools  when 
the  patient  is  on  a meat  free  diet  and  when  it 
has  been  determined  that  the  bleeding  is  not 
taking  place  from  other  parts  of  the  gastro-in- 
testinal tract  is  extremely  significant. 

COMPLICATIONS 

Complications  are  not  uncommon  in  this  dis- 
ease and  when  they  occur,  the  syndrome  of  un- 
complicated peptic  ulcer  may  become  blurred  or 
unrecognizable.  It  is  here  that  a thorough  and 
systematic  history  to  elicit  the  classic  symptoms 
in  the  early  stages  is  of  utmost  importance. 


Pyloric,  occasionally  cardiac,  stenosis,  spas- 
modic hour-glass  stomach,  perigastric  and  peri- 
duodenal adhesions,  chronic  perforation  (with 
dense  adhesions  to  surrounding  structures), 
hemorrhage,  and  perforation  are  complications 
which  may  occur,  and  of  these  the  latter  is  the 
most  to  be  feared  and  the  most  likely  to  prove 
fatal. 

DIFFERENTIAL  DIAGNOSIS 

Symptoms  resembling  gastroduodenal  ulcer 
are  often  present  in  diseases  of  the  gall-bladder 
and  the  urinary  tract,  chronic  appendicitis,  car- 
cinoma, gastric  neurosis,  periduodenitis,  ad- 
hesions between  stomach,  duodenum,  and  gall- 
bladder, epigastric  hernia  and  gastric  crises  in 
tabes.  Occasionally,  intestinal  parasites  will 
simulate  a peptic  ulcer.  Gray3  reports  that  ex- 
cessive tobacco  smoking  will  often  produce  a 
peptic  ulcer  syndrome. 

The  differential  diagnosis  in  cholecystitis  with 
or  without  stones  and  peptic  ulcer  is  not  dif- 
ficult when  the  patient  gives  a history  of  typical 
attacks  of  biliary  colic,  but  it  is  in  the  cases  with 
atypical  symptoms  that  one  may  have  difficulty 
in  evaluating  the  findings.  Briefly,  gall-bladder 
disease  is  more  frequently  encountered  in  fat 
women  in  middle  age  than  in  men ; the  pain, 
soreness,  and  tenderness  is  more  apt  to  be  in 
the  right  hypochondrium  than  in  the  epigastri- 
um ; the  gastric  symptoms  are  more  likely  to  ap- 
pear irregularly  and  have  no  definite  time  re- 
lation to  food  intake.  The  pain  in  gall-bladder 
disease  is  also  betokened  more  often  by  gaseous 
indigestion  and  is  morq  often  referred  to  the 
back.  Radiography  in  the  majority  of  these 
cases,  if  not  proving  conclusively,  will  at  least 
greatly  assist  in  arriving  at  a correct  diagnosis. 

Not  infrequently  one  will  find  gall-bladder 
disease  and  peptic  ulcer  in  the  same  patient.  In 
these  cases  the  symptoms  of  one  or  the  other 
will  usually  predominate. 

Renal  or  ureteral  calculus,  pyelitis,  nephro- 
ptosis, and  perirenal  abscess  may  give  rise  to 
epigastric  symptoms  simulating  possible  ulcer. 
Careful  urologic  studies  will  usually  help  to 
solve  the  question. 

In  some  instances  chronic  appendicitis  may 
produce  only  epigastric  symptoms  and  when 
associated  with  reflex  disturbances,  such  as 
pylorospasm,  hyperacidity,  and  hypersecretion, 
may  be  confused  with  peptic  ulcer.  An  accu- 
rate history  with  physical  findings  and  the  ab- 
sence of  persistent  deformities  in  the  stomach 
or  in  the  duodenum  will  aid  materially  in  es- 
tablishing a correct  diagnosis  in  most  cases. 
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The  differentiation  between  early  carcinoma 
and  gastric  ulcer  is  not  always  an  easy  problem. 
In  not  a few  cases,  although  careful  studies 
have  been  carried  out,  it  becomes  necessary  to 
perform  an  exploratory  operation  with  ulcer  re- 
section in  order  to  make  a positive  diagnosis. 

It  is  not  uncommon  for  patients  suffering 
from  gastric  neurosis  to  give  a history  almost 
typical  of  peptic  ulcer  especially  if  the  examin- 
ing physician  asks  leading  questions.  However, 
in  these  cases  the  symptoms  are  numerous  and 
variable,  changing  from  week  to  week,  and 
have  not  the  definite  relationship  to  food  intake 
that  is  seen  in  ulcer.  The  gastric  symptoms 
are  usually  associated  with  depression,  irritabil- 
ity, insomnia  and  various  psychoneurotic  states. 
A careful  and  thorough  physical  examination 
with  an  X-ray  study  of  the  gastro-intestinal 
tract  is  necessary  to  rule  out  organic  disease  be- 
fore making  a diagnosis  of  a functional  disorder. 

Periduodenitis,  diverticulum  of  the  duoden- 
um, or  adhesions  between  the  gall-bladder,  duo- 
denum, and  stomach,  frequently  produce  a syn- 
drome resembling  that  of  ulcer,  and  because  of 
the  distortion  of  the  X-ray  shadows,  it  becomes 
almost  impossible  in  some  cases  to  establish  a 
differential  diagnosis. 

The  presence  of  a small  epigastric  hernia  and 
the  absence  of  X-ray  findings  are  the  determin- 
ing factors  in  those  cases  in  which  the  hernia 
is  producing  symptoms  that  may  be  confused 
with  ulcer. 

The  gastric  crises  of  tabes  may  at  times  sim- 
ulate peptic  ulcer,  but  if  lues  is  kept  in  mind 
there  should  be  but  little  difficulty  in  differen- 
tiating between  the  two  conditions. 

Although  80  per  cent  of  gastric  hemorrhages 
are  due  to  peptic  ulcer,  it  must  be  borne  in  mind 
that  there  are  a number  of  conditions,  such  as 
carcinoma,  hepatic  cirrhosis,  splenic  anemia, 
acute  leukemia,  which  may  produce  gastror- 
rhagia.  We  have  recently  observed  in  two  young 
men,  large  gastric  hemorrhages  during  a severe 
attack  of  influenza. 

TREATMENT 

Before  starting  a patient  on  medical  treat- 
ment, the  physician  should  consider  whether 
that  particular  case  is  amenable  to  it  or  whether 
surgery  is  indicated.  As  a general  rule  all  pa- 
tients with  duodenal  ulcer  should  be  treated 
medically,  unless  definite  surgical  indications 
exist,  as  perforation,  obstruction,  recurring  hem- 
orrhages, or  when  the  disease  has  resisted  med- 
ical treatment.  Gastric  ulcers  do  not  respond 
satisfactorily  to  medical  treatment,  and  for  this 


reason  our  cases  are  advised  to  have  surgery 
except  when  complications  exist,  which  would 
increase  the  surgical  hazard. 

The  medical  treatment  of  peptic  ulcer,  whether 
it  occurs  in  the  duodenum,  stomach,  or  eso- 
phagus, is  essentially  the  same  except  in  the  eso- 
phageal ulcer  the  treatment  is  supplemented  with 
topical  applications  through  the  esophagoscope. 

DIET 

There  are  many  methods  or  modifications  of 
methods  in  the  medical  treatment  of  this  disease, 
but  the  one  which  has  received  the  greatest  at- 
tention, application  and  approval  is  the  one  ad- 
vocated by  the  late  Dr.  Sippy.  The  Sippy  treat- 
ment with  some  modifications  and  additions  has 
been  used  in  the  Clinic  for  the  past  ten  years. 

Our  ulcer  cases  are  advised  to  enter  the  hos- 
pital for  a period  of  two  to  three  weeks,  since 
we  believe  that  the  treatment  can  be  more  care- 
fully followed  and  that  immediate  relief  from 
symptoms  is  more  quickly  obtained  than  with 
ambulatory  methods. 

Ambulatory  treatment  is  to  be  advised  for  the 
patients  who  refuse,  or  who  are  unable,  to  take 
the  treatment  in  the  hospital.  Blackford  and 
Bowers*,  Alvarez5,  Rehfuss6,  Bassler7,  and  oth- 
ers have  reported  satisfactory  results  with  this 
type  of  treatment. 

The  average  hospital  case  is  kept  in  bed  from 
twelve  to  fifteen  days,  and  the  change  in  diet 
and  alkalies  during  this  time  depends  largely 
upon  the  patient’s  subjective  symptoms,  the  re- 
sults of  the  titration  of  the  free  hydrochloric 
acid  in  gastric  contents  and  the  presence  or  ab- 
sence of  blood  in  the  stools.  During  the  pa- 
tient’s stay  in  the  hospital  he  is  taught  the  prin- 
ciples of  the  treatment  and  the  need  for  co-oper- 
ation. 

DRUG  THERAPY 

Of  the  alkalies  used  in  the  treatment  of  peptic 
ulcer,  the  most  useful  are  calcium  carbonate, 
bismuth  subcarbonate,  calcined  magnesia,  and 
milk  of  magnesia.  They  are  usually  more  help- 
ful in  combination  than  when  used  separately. 
In  recent  years  we  have  used  smaller  amounts 
and  give  from  one-fourth  to  one-half  the  amount 
recommended  by  Sippy,  except  in  the  cases  with 
persistent  high  gastric  acidity.  One  must  keep 
in  mind  the  danger  of  alkalemia8,  when  giving 
large  amounts  of  these  drugs.  To  avoid  the 
danger  of  alkalosis  Hardt9  prescribes  tribasic 
calcium  phosphate  and  tribasic  sodium  phos- 
phate. The  alkalies  are  administered  midway 
between  feedings  and  at  bedtime.  The  care  of 
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the  bowels  is  of  importance,  and  when  the  prep- 
arations of  magnesia  are  not  tolerated  or  do 
not  give  results,  one  may  prescribe  retention 
enemas  of  oil  or  enemas  of  warm  water. 

Belladonna  and  its  alkaloid  atropine  are  use- 
ful drugs  in  overcoming  pylorospasm,  hvper- 
peristalsis,  and  hypersecretion.  We  usually  pre- 
scribe the  tincture  of  belladonna  in  ten  minim 
doses,  three  times  a day. 

In  some  cases  the  distress  which  comes  on 
at  night  as  a result  of  hypersecretion  and  which 
is  not  controlled  by  belladonna  or  atropine  can 
be  relieved  by  aspiration  of  the  gastric  con- 
tents, before  the  patient  retires. 

For  the  patients  who  are  worried,  restless,  or 
sleep  poorly  the  sedatives,  such  as  the  bromides, 
phenobarbital,  or  allonal  are  indicated. 

SUBSIDIARY  TREATMENT 

There  are  no  statistics  to  prove  that  removal 
of  foci  of  infection  in  the  tonsils,  sinuses,  and 
about  the  teeth  influences  in  any  way  the  treat- 
ment of  peptic  ulcer.  Nevertheless,  we  believe 
that  on  general  principles  the  eradication  of  all 
sources  of  focal  infection  is  a good  thing  and 
should  be  carried  out  in  the  treatment  of  this 
disease.  Cases  of  concurrent  chronic  cholecys- 
titis and  appendicitis  should  be  referred  to  the 
surgeon. 

FOLLOW-UP  TREATMENT 

The  results  of  medical  treatment  will  be  rather 
disappointing  unless  the  physician  is  successful 
in  supervising  the  follow-up  treatment  over  a 
period  of  eighteen  to  twenty-four  months.  To 
obtain  the  complete  co-operation  of  the  patient 
over  this  length  of  time  is  undoubtedly  the  most 
difficult  part  of  the  treatment. 

It  is  of  the  greatest  importance  that  the  patient 
be  instructed  to  report  at  regular  intervals  and 
that  special  emphasis  be  placed  on  the  strict  ad- 
herence to  the  diet  and  the  need  for  taking  food 
between  meals,  even  though  he  be  symptom  free. 
In  a reply  to  a questionnaire,  fully  35  per  cent 
of  our  patients  admitted  that  they  became  care- 
less with  the  treatment  after  the  disappearance 
of  their  symptoms. 

TREATMENT  OF  GASTRIC  HEMORRHAGE 

Massive  gastric  hemorrhage  calls  for  prompt 
and  intelligent  treatment.  The  medical  manage- 
ment of  this  serious  complication  is  as  follows : 

1.  Put  the  patient  to  bed. 

2.  Examine  the  patient  to  rule  out  conditions 
other  than  peptic  ulcer  which  may  cause 
hemorrhage. 


3.  Morph,  sulph.,  gr.  hypodermatically 

or  gr.  1/6,  intravenously. 

4.  Supply  fluids : 

a.  Saline  and  glucose  solutions  intraven- 
ously, subcutaneously,  or  per  rectum. 

5.  Apply  ice  to  epigastrium.  Smithies  rec- 
ommends use  of  heat,  as  it  lessens  shock. 

6.  Transfusion — in  some  cases. 

7.  Nothing  by  mouth  until  bleeding  has 
stopped  or  abated  to  slight  oozing. 

8.  No  solid  foods  for  two  months. 

RESULTS  OF  MEDICAL  TREATMENT 

In  a survey  of  the  literature  on  the  late  re- 
sults of  medical  treatment  in  peptic  ulcer,  one 
will  find  numerous  articles  reporting  from  60 
per  cent  to  90  per  cent  of  cures.  However, 
many  of  the  writers  have  not  based  their  esti- 
mates on  a careful  follow-up  study  over  a period 
of  years.  White  reports  a series  of  176  cases — 
41  cases  gastric  ulcer  and  135  cases  duodenal 
ulcer — observed  over  a period  from  three  to 
five  years  or  more  with  the  following  results : 


Well 

Gastric  ulcer 
41  patients 

39  % 

Duodenal  ulcer 
135  patients 

59.2% 

Better 

29  % 

22.2% 

No  better 

2.5% 

4.5% 

Later  operation  after 
medical  treatment 

24.5% 

14.1% 

Died  under  medical 
treatment 

5.0% 

.0% 

Jones  made  a study  of  41  cases — 35  duodenal, 
4 gastric,  and  2 secondary — over  a one-half  to 
five  year  period  and  reports  89  per  cent  of  ap- 
parent cures  in  patients  with  duodenal  ulcers 
under  one  year,  and  61.5  per  cent  apparent  cures 
in  the  chronic  cases. 

Smithies  reports  a series  of  470  cases — 128 
gastric  ulcers  and  342  duodenal  ulcers — treated 
with  his  own  method  over  a two  to  ten  year 
period,  with  a “cessation  of  ulcer  process”  in 
77  per  cent. 

Blackford  observed  20  cases  of  duodenal  ulcer 
over  a period  from  two  to  ten  years  and  re- 
ports 60  per  cent  apparently  well,  15  per  cent 
improved,  5 per  cent  unimproved,  with  15  per 
cent  operated  on  after  unsuccessful  medical 
treatment.  All  figures  quoted  are  based  on 
cases  having  had  hospital  care. 

We  could  find  no  statistics  on  late  results  with 
ambulatory  treatment  with  the  exception  of 
Blackford  and  Bowers’  report  on  60  cases  ob- 
served over  a two  to  ten  year  period.  They 
report  58  per  cent  with  satisfactory  results,  12 
per  cent  improved,  8 per  cent  with  no  relief  and 
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10  per  cent  referred  for  operation.  There  were 
two  deaths  in  their  series,  due  to  massive  gas- 
tric hemorrhage. 

We  have  made  a statistical  study  in  a series 
of  121  cases — 6 gastric  and  115  duodenal  ulcers 
— made  available  from  a total  of  204  cases 
treated  medically  over  a period  from  one  to 
eight  years.  Sixty-four  cases  were  not  included 
because  of  failure  to  obtain  information  from 
the  patients  and  19  cases  were  excluded  as  there 
was  some  doubt  regarding  the  clinical  diagnosis. 

The  cases  selected  for  this  report  have  been 
studied  by  modern  methods  and  we  have  reason 
to  believe  that  the  percentage  of  error  in  diag- 
nosis is  not  over  10  per  cent. 

We  have  not  included  the  cases  treated  in 
1928  as  statistics  show  that  apparent  cures  will 
be  10  per  ^ent  to  15  per  cent  higher  in  the  first 
year  after  the  treatment  is  instituted. 

The  results  of  this  study  are  based  on  replies 
received  in  answer  to  a questionnaire  and  on  in- 
terviews with  the  patients. 

LATE  RESULTS  FOLLOWING  HOSPITAL  TREATMENT 

Eighty-two  patients  (67.8%)  received  hospi- 
tal treatment.  In  this  group  were  5 gastric  ul- 
cers and  77  duodenal  ulcers.  The  late  results 
of  the  cases  receiving  hospital  treatment  are  as 
follows : 

Gastric  ulcer  (5  cases)  Duodenal  ulcer  (77  cases) 


Well 

No. 

1 

Percentage 

20% 

No. 

34 

Percentage 

44.2% 

Improved 

0 

0% 

23 

29.9% 

Unimproved 

4 

80% 

20 

25.9% 

Operated 

1 

20% 

7 

9.0% 

Thirty-nine  patients  (32.2%)  were  treated  bv 
ambulatory  methods,  with  the  following  results : 


Gastric  ulcer  (1  case)  Duodenal  ulcer  (38  cases) 


No.  Percentage 

Well 

No. 

17 

Percentage 

44.7% 

Improved  1 100% 

7 

18.4% 

Unimproved 

14 

36.8% 

Operated 

7 

18.4% 

In  our  series  the  average  age  of  the  hospital 
patient  was  37  years  and  the  ambulatory  patient, 
38^2  years. 


The  duration  of  the  symptoms  is  given  in  the 


following  table : 

Ambulatory 
No.  of  cases 

Hospital 
No.  of  cases 

Under  1 year 

8 

10 

From  1 to  3 years 

10 

26 

From  3 to  5 years 

10 

27 

From  5 to  10  years 

4 

6 

10  years  and  over 

6 

11 

Not  stated 

1 

2 

It  will  be  noted  that  the  average  age,  the  dura- 
tion of  the  symptoms,  and  the  percentage  of  well 
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patients  are  practically  the  same  in  both  groups. 
The  percentage  of  patients  improved  is  approxi- 
mately 10  per  cent  higher  with  hospital  treat- 
ment than  by  ambulatory  methods.  It  may 
be  that  the  training  which  the  patients  receive 
in  the  hospital  accounts  for  the  larger  number 
of  improved  cases.  A total  of  38  patients  (24 
hospital  and  14  ambulatory)  obtained  no  relief 
and  of  this  number,  15  submitted  to  operation. 

Hemorrhages. — Massive  gastric  hemorrhages 
occurred  in  nine  patients.  There  were  no  fa- 
talities. Five  of  these  patients  were  later  re- 
ferred for  surgical  treatment. 

Perforation.— This  serious  complication  oc- 
curred in  one  case  under  ambulatory  treatment. 
Fortunately,  the  surgeons  saved  this  patient’s 
life. 

Mortality. — As  far  as  we  can  learn  there  were 
no  deaths  under  medical  treatment  with  the  ex- 
ception of  one  elderly  woman  reported  as  having 
died  from  gastric*  hemorrhage  two  years  after 
leaving  our  care. 

Our  percentage  of  well  cases  is  less  than  that 
reported  by  other  observers,  but  there  is  a larger 
percentage  improved  in  the  duodenal  ulcer 
group.  The  question  might  be  raised,  what  re- 
sults can  one  expect  from  medical  treatment  in 
this  disease?  If  we  consider  in  our  series,  ex- 
cluding the  gastric  ulcer  cases,  that  with  hos- 
pital treatment,  44  per  cent  are  well,  and  an  ad- 
ditional 30  per  cent  satisfactorily  improved,  we 
then  can  state  that  medical  treatment  is  justi- 
fied in  74  per  cent  of  the  hospital  cases.  If  the 
same  conclusions  are  drawn  with  ambulatory 
treatment,  the  total  is  63  per  cent. 

SUMMARY 

1 . Peptic  ulcers  occur  in  stomach,  duodenum 
esophagus  and  in  the  contiguous  jejunum  after 
gastro-enterostomy.  The  most  prominent  symp- 
toms of  esophageal  peptic  ulcer  are  substernal 
pain,  dysphagia,  vomiting,  hemorrhage,  and  per- 
foration. The  diagnosis  is  made  by  means  of 
the  X-ray  and  esophagoscope. 

2.  The  late  results  of  medical  treatment  in  a 
series  of  121  cases  of  peptic  ulcer — 6 gastric  and 
115  duodenal — observed  over  a period  from  one 
to  eight  years,  are  reported.  Eighty-two  pa- 
tients (67.8%)  received  hospital  treatment,  and 
thirty-nine  patients  (32.2%)  were  treated  by 
ambulatory  methods.  In  the  hospital  group, 
consisting  of  five  gastric  ulcers,  20  per  cent  are 
well  and  80  per  cent  unimproved,  and  of  77 
cases  of  duodenal  ulcer  44.2  per  cent  are  well, 
29.9  per  cent  are  improved,  and  25.9  per  cent 
obtained  no  relief.  Thirty-nine  patients  (32.2%) 
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received  ambulatory  treatment  with  44.7  per 
cent  reported  as  well,  18.4  per  cent  improved, 
and  36.4  per  cent  unimproved. 

3.  Ambulatory  treatment  gives  almost  as 
satisfactory  results  as  hospital  treatment. 

4.  Acute  perforation  occurred  in  one  patient 
under  ambulatory  treatment. 

5.  Serious  gastric  hemorrhage  occurred  in 
nine  patients  (7.4%). 

6.  Statistics  on  the  late  results  of  medical 
treatment  in  this  disease  point  out  the  fact  that 
as  yet  we  have  not  an  ideal  treatment,  and  in 
all  probability  our  results  from  present-day 
methods  will  continue  to  be  unsatisfactory  until 
the  cause  for  peptic  ulcer  is  found. 

In  conclusion,  the  statistics  on  the  late  results 
of  medical  treatment  in  this  disease  point  out 
the  fact  that  as  yet  we  have  not  an  ideal  treat- 


ment, and  in  all  probability  our  results  from 
present-day  methods  will  continue  to  be  unsat- 
isfactory until  the  cause  for  peptic  ulcer  is 
found. 
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SURGICAL  MANAGEMENT  OF  PEPTIC  ULCER* 

By  N.  O.  Ramstad,  M.D. 

BISMARCK,  NORTH  DAKOTA 


The  literature  on  peptic  ulcer  contains  in- 
numerable methods  for  dealing  with  this  condi- 
tion. There  is  often  a difference  of  opinion  as 
to  whether  the  case  should  be  treated  medically 
or  surgically.  The  percentage  of  peptic  ulcers 
which  should  be  operated  on  is  also  undecided. 
Sippy  claimed  that  15  per  cent  should  be  oper- 
ated on,  while  W.  J.  Mayo  is  quoted  as  stating 
that  90  per  cent  of  the  gastric  ulcers  and  95  per 
cent  of  duodenal  ulcers  yield  to  surgical  treat- 
ment. Treatment  varies  in  different  countries 
and  in  different  clinics  in  our  country. 

The  indications  for  surgery  differ  with  each 
patient.  Every  patient  should  have  individual 
study  and  treatment  should  be  planned  accord- 
ingly. Peptic  ulcers  respond  well  to  medical 
treatment  and  many  are  cured.  The  failure  of 
prolonged  medical  treatment  properly  given  is 
probably  the  best  indication  for  surgery. 

PRE-OPERATIVE  CARE 

The  co-operation  with  internists  and  thorough 
preoperative  care  have  lowered  the  surgical  mor- 
tality wherever  it  has  been  tried.  A complete 
physical  examination  of  patients,  including  a 
good  history,  is  necessary.  There  should  be  test 
meals  and  X-ray  studies  of  the  stomach  and  duo- 
denum. The  blood  urea  estimation  will  assist 

♦Presented  at  the  Forty-first  Annual  Meeting  of  the 
North  Dakota  State  Medical  Association,  held  at  Devils  Lake, 
N.  D.,  May  23  and  24,  1928. 


greatly  in  differentiating  the  good  from  the  poor 
operative  risks.  In  cases  of  pyloric  or  duodenal 
obstruction,  washing  of  the  stomach  and  proper 
feeding  of  the  patient  for  a number  of  days 
will  lessen  the  mortality.  Adequate  nourishment 
and  large  amounts  of  fluid  up  to  the  evening  of 
the  operation  are  very  important,  as  many  of 
these  patients  are  starved  and  dehydrated. 

If  there  have  been  hemorrhages  from  the 
stomach  or  duodenum,  or,  if  the  hemoglobin  is 
below  60  per  cent,  a blood  transfusion  preceding 
the  operation  should  be  done.  Glucose  and 
saline  solutions  given  intravenously  are  helpful 
before  and  after  the  operation,  especially  in  pa- 
tients who  are  weak  and  undernourished. 

TREATMENT 

The  treatment  of  acute  ulcers  should  be  medi- 
cal. Foci  of  infection  should  be  searched  for 
and  eliminated  if  possible.  Special  attention 
should  be  given  to  the  teeth,  tonsils,  sinuses,  cer- 
vix, and  prostate. 

If  results  are  not  satisfactory  after  prolonged 
medical  treatment,  surgery  is  indicated.  Gastric 
surgery  is  less  than  fifty  years  old  as  it  may  be 
said  to  date  from  1881  when  Bilroth  success- 
fully resected  a pyloric  cancer  and  sutured  the 
duodenum  to  the  stomach  by  the  method  after- 
ward known  as  Billroth  No.  1.  In  1885,  he  did 
a gastro-enterostomy  following  a partial  gastrec- 
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tomy  which  has  become  known  as  Billroth  No. 
2.  In  1902,  Finney  advocated  his  plastic  op- 
eration on  the  pylorus  which  was  a distinct  ad- 
vance in  treatment. 

Acute  perforation  of  the  stomach  or  duoden- 
um is  a catastrophe  which  requires  immediate 
operation.  It  is  claimed  that  perforation  oc- 
curs in  about  25  per  cent  of  gastric  ulcers.  If 
the  patient  is  operated  on  early  the  prognosis  is 
good.  The  treatment  depends  on  the  patient’s 
condition,  the  extent  of  the  peritonitis,  and  the 
facilities  for  performing  the  operation  with 
proper  assistance  and  in  aseptic  surroundings. 
If  the  patient’s  condition  is  grave  and  the  peri- 
tonitis is  far  advanced,  the  perforation  should 
be  closed  with  two  rows  of  chromic  catgut  su- 
tures and  covered  with  omentum.  Drainage  is 
placed  so  that  it  does  not  come  in  contact  with 
the  suture  line  and  it  should  preferably  be  in 
the  lower  abdomen.  In  favorable  cases  a gastro- 
enterostomy can  be  done  at  the  same  time  which 
will,  in  most  instances,  prevent  a recurrence  of 
the  perforation. 

In  subacute  or  chronic  perforations  the  open- 
ing is  usually  closed  by  adhesions  to  neighbor- 
ing structures.  If  possible  these  adhesions 
should  be  released,  the  opening  infolded,  covered 
with  fat  or  omentum,  and  a gastroenterostomy 
performed.  If  an  abscess  has  formed  about  the 
perforation  and  the  patient’s  condition  is  critical, 
drainage  alone  will  be  the  safest  method  of  tem- 
porary treatment. 

In  treating  peptic  ulcer  with  repeated  hemor- 
rhages it  must  first  be  determined  that  the  hem- 
orrhage is  not  due  to  cirrhosis  of  the  liver, 
varices  in  the  esophagus,  splenic  disease,  or  other 
extra-gastric  pathology.  Gastro-enterostomv 
alone  is  supposed  to  cure  50  per  cent  of  these 
cases  with  hemorrhage.  If  the  ulcer  can  be 
found  and  excised,  or  destroyed  by  the  cautery, 
the  possibility  of  cure  will  be  greater.  Surgery 
should  be  avoided  during  the  period  of  hemor- 
rhage as  these  cases  can  usually  be  treated  med- 
ically and  tided  over  until  a more  favorable 
time.  If  the  blood  loss  is  great  or  the  hemo- 
globin low,  a moderate-sized  blood  transfusion 
will  hasten  the  clotting  as  well  as  increase  the 
patient’s  vitality.  Resection  of  the  stomach  and 
duodenum  during  the  period  of  hemorrage  as 
advocated  by  some  European  surgeons  does  not 
meet  with  the  approval  of  most  American  sur- 
geons. 

Obstructions  about  the  pylorus  or  duodenum 
resulting  from  the  healing  of  old  ulcers,  respond 
well  to  a gastro-enterostomy  or  a plastic  opera- 
tion on  the  pylorus  as  advocated  by  Finney. 


In  considering  the  surgical  treatment  of 
chronic  ulcers  of  the  stomach  or  duodenum,  only 
a few  of  the  more  important  and  proven  meth- 
ods will  be  mentioned.  Duodenal  ulcer  can  be 
treated  medically  for  a longer  period  than  gastric 
ulcers  because  fewer  perforate  and  there  is  less 
danger  of  the  presence  of  cancer.  Those  which 
do  not  respond  to  medical  treatment  should  have 
a gastro-enterostomy  or  an  excision  of  the  ulcer 
with  a gastro-enterostomy,  or  a plastic  operation 
like  the  Finney,  or  one  of  its  modifications.  Fin- 
sterer  and  other  European  surgeons  advise  par- 
tial gastrectomy  for  duodenal  ulcer,  but  this  does 
not  seem  like  a reasonable  procedure,  and  it  has 
met  with  but  little  support  in  America. 

Gastric  ulcer  which  does  not  improve  with 
medical  treatment  or  has  repeated  hemorrhages, 
or  causes  a deformity  of  the  stomach,  or  has  a 
chronic  perforation,  or  is  suspicious  of  cancer, 
should  be  operated  on.  The  type  of  operation 
will  depend  on  the  size,  location  and  character 
of  the  ulcer. 

If  possible  the  ulcer  should  be  excised  and  a 
gastro-enterostomy  or  a pyloroplasty  performed. 
If  the  ulcer  cannot  be  excised  without  too  great 
technical  difficulty,  a gastro-enterostomy  with 
partial  occlusion  of  the  pylorus  should  be  done. 
In  multiple  ulcers  or  large  ulcers,  partial  gas- 
trectomy is  being  performed  more  and  more. 
This  can  be  done  by  the  so-called  method  of 
Billroth  No.  1 or  No.  2 or  the  modification  of 
Polya.  In  the  hands  of  the  average  surgeon, 
the  mortality  will  be  higher  than  with  gastro- 
enterostomy but  this  will  decrease  as  the  tech- 
nic becomes  perfected. 

The  mortality  following  surgery  of  the  stom- 
ach or  duodenum  is  much  increased  by  the  oc- 
currence of  postoperative  pneumonia.  This  can 
be  lessened  by  the  use  of  local  anesthesia  in  co- 
operation with  a light  gas  and  oxygen  anesthetic. 
The  use  of  an  oxygen  tent  after  operation  seems 
to  be  helpful  in  preventing  pneumonia. 

It  is  well  to  remember  a statement  made  by 
Coffey  at  the  last  A.  M.  A.  meeting  in  Minne- 
apolis. At  one  time  he  found  that  his  mortality 
in  radical  surgery  of  the  stomach  and  duodenum 
was  too  high  so  he  changed  to  more  conservative 
treatment  with  marked  improvement  in  his  mor- 
tality rate.  In  his  experience  excision  of  a duo- 
denal ulcer  with  gastro-enterostomy  did  not  give 
better  results  than  gastro-enterostomy  alone  and 
it  did  add  to  the  danger. 

I wish  to  call  attention  to  the  benefits  which 
we  have  obtained  in  these  cases  from  the  per- 
formance of  a gastrostomy  during  the  opera- 
tion as  recently  advocated  by  E.  P.  Quain.  This 
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permits  the  escape  of  gas  and  accumulated 
fluids,  relieves  the  strain  on  the  suture  line,  and 
allows  the  patient  to  take  water  and  fluid  soon 
after  the  operation. 

In  Great  Britain  and  on  the  continent  of 
Europe,  partial  gastrectomy  for  ulcer  is  becom- 
ing the  operation  of  choice,  and  they  claim  that 
their  mortality  is  no  higher  than  with  a gastro- 
enterostomy. 

It  is  often  impossible  to  determine  if  an  ulcer 
is  due  to  cancer.  If  there  is  any  doubt  a gastric 
resection  or  a partial  gastrectomy  is  indicated, 
depending  on  the  size  and  location  of  the  ulcer. 

One  of  the  distressing  complications  following 
gastro-enterostomy  is  the  development  of  a gas- 
tro-jejunal  ulcer  in  from  two  to  five  per  cent 
of  the  cases.  This  does  not  usually  respond  to 
medical  treatment  but  requires  further  surgery 
and  is  a difficult  condition  to  overcome.  Pyloro- 
plasty by  the  Finney  type  of  operation  is  sup- 
posed to  be  more  free  from  this  complication. 
Partial  gastrectomies  were  supposed  to  do  away 
with  secondary  ulcerations,  but  this  is  evidently 
not  the  case  "because  Balfour  reports  53  cases 
which  have  come  under  his  observation. 

The  care  of  the  patient  after  his  recovery 
from  the  operation  is  very  important  and  fre- 
quently represents  the  difference  between  success 
and  failure.  These  patients  will  do  better  if 
kept  on  a modified  ulcer  diet  and  medical  treat- 
ment for  at  least  six  months  following  the  op- 
eration, although  many  seem  to  do  well  with  but 
little  attention  to  diet  or  after-treatment. 

DISCUSSION  OF  THE  TWO  PRECEDING  PAPERS 

Dr.  W.  E.  Lancaster  (Fargo):  I am  sure  it  has 
been  a pleasure  for  us  to  listen  to  these  two  papers, 
which  have  discussed  the  medical  and  surgical  aspect 
of  peptic  ulcer  in  such  a splendid  manner.  I can  add 
little. 

As  Dr.  Brandes  stated,  “chronic”  peptic  ulcer  is 
chronic  in  every  sense  of  the  word.  It  may  be  pres- 
ent for  years  with  practically  no  symptoms.  Again, 
it  may  recur  from  time  to  time  over  a period  of 
many  years.  Painful  or  not,  the  appearance  of  the 
ulcer  at  operation  is  the  same.  The  patient  who 
comes  demanding  assistance  has  symptoms,  he 
has  an  acute  disability,  and  the  results  of  treat- 
ment should  not  be  estimated  until  two  or  three 
years  have  elapsed. 

The  matter  of  accurate  diagnosis  is  important. 
The  position  of  the  ulcer,  its  possible  duration,  and 
the  matter  of  complications,  if  any  exist,  are  im- 
portant. Many  of  these  can  be  determined  by  a 
careful  and  systematic  history.  They  should  all  be 
confirmed  by  X-ray  findings,  gastric  analyses,  and 
stool  examinations.  In  patients  of  forty  years  or 
over  care  should  be  taken  to  rule  out  carcinoma. 
With  this  information  at  hand  we  can  then  place 
the  patient  upon  the  treatment  which  seems  most 
advisable. 


The  patient  who  may  be  treated  successfully  by 
medical  treatment  is  the  one  who  has  had  very  few 
previous  symptoms,  the  case  presenting  no  compli- 
cations. This  is  the  case  in  which  we  meet  with 
the  most  trouble,  for  the  patient  who  has  not  had 
severe  symptoms  is  not  willing  to  remain  upon  a 
rigid  regime.  He  is  given  powders,  is  instructed  re- 
garding regulation  of  his  diet,  and  within  a few 
days  the  pain  disappears.  The  same  thing  occurs 
the  following  year  and  the  year  after  that,  and  sev- 
eral years  usually  elapse  before  he  realizes  the 
chronicity  of  his  trouble,  and  then  there  is  much 
less  chance  of  cure. 

Medical  treatment  must  have  three  aims:  the  diet 
must  be  such  that  the  stomach  can  have  sufficient 
rest  and  still  maintain  body  nutrition;  second,  the 
diet  must  neutralize  or  inhibit  excessive  acid  se- 
cretion; third,  as  a preliminary  to  these  the  eradi- 
cation of  septic  foci  must  be  undertaken.  Rest 
must  be  general  physical  inactivity,  at  first  in  bed, 
as  muscular  activity  has  been  shown  to  increase 
gastric  and  duodenal  tonicity.  The  meals  should 
be  so  arranged  as  to  reduce  the  bulk  to  the  mini- 
mum and  yet  supply  a little  more  than  the  basal 
requirements.  They  should  be  designed  so  as  to  pro- 
duce a minimal  secretion,  that  is,  chiefly  carbohy- 
drates and  fats,  and  avoiding  excess  proteins,  es- 
pecially in  the  form  of  meat  or  meat  extracts.  The 
foods  thus  causing  excessive  stimulation  are  done 
away  with.  Milk  is  a more  or  less  stimulating  food, 
but  its  ability  to  enter  into  rapid  combination  with 
free  hydrochloric  acid  more  than  overcomes  this. 

During  the  Sippy  regime  it  was  thought  that  the 
painful  symptoms  arose  from  hyperacidity  rather 
than  spasm,  hence  the  use  of  alkalies  in  excessively 
large  amounts.  Sippy  was  the  first  to  follow  these 
principles  of  diet.  To-day  we  still  carry  out  the 
principles  but  alter  the  details. 

The  after-treatment  is  almost  as  important  as  the 
intensive  phase.  The  patient  should  be  given  a 
complete  rest,  a holiday  if  possible.  The  careful 
diet  should  be  followed  for  at  least  three  months, 
and  he  should  then  return  to  ordinary  living,  with 
certain  restrictions.  Hunger  should  be  avoided  by 
frequent  meals.  If  he  smokes  it  should  be  in  moder- 
ation, and  after  eating.  He  should  avoid  all  irritat- 
ing foods.  Fats  and  farinaceous  foods  should  be 
preferred,  and  during  the  winter  olive  oil  should  be 
given  with  the  morning  and  evening  meal. 

This  treatment  usually  gives  good  results,  if  the 
patient  and  physician  can  find  time  and  opportunity 
to  carry  it  through.  Unfortunately,  most  physicians 
look  upon  this  as  an  ideal  to  be  attained  only  in 
very  rare  instances,  but  possibly  most  of  the  blame 
can  be  laid  upon  the  patient. 

Dr.  Ralph  E.  Weible  (Fargo):  Although  I had 
no  idea  of  being  called  to  discuss  these  papers,  I 
am  pleased  to  have  this  opportunity  of  thanking 
the  writers  for  the  pleasure  of  listening  to  them. 

I shall  limit  my  few  remarks  to  the  surgical  side 
alone.  Many  European  surgeons  have  been  strong 
advocates  of  the  radical  treatment  of  duodenal  ulcer, 
Following  their  teachings  it  is  well  known  that 
leading  surgeons  of  our  East  coast  have  advocated 
resection  of  the  first  portion  of  the  duodenum  and 
the  lower,  acid-forming  segment  of  the  stomach  for 
duodenal  ulcer.  Their  cure  seems  worse  than  the 
disease.  Moreover,  evidence  is  being  gathered  at 
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the  Washington  University  Medical  School  that 
indicates  that  the  lower  gastric  segment  is  not  the 
acid-forming  part  of  the  stomach.  The  leading  sur- 
geons of  the  Middle  West  advocate  conservative 
surgery.  This  opinion  probably  coincides  with  that 
of  the  large  number  of  surgeons  of  this  country. 

Perforating  gastric  ulcers  can  be  divided  into 
acute  and  chronic  perforating.  The  acute  perfo- 
rating is  a dramatic  emergency,  requiring  early  diag- 
nosis, immediate  operation  with  closure  of  the  ulcer 
and  whatever  additional  procedure  seems  best 
adapted  to  the  situation.  Luckily  for  the  patient 
and  surgeon,  most  gastric  ulcers  are  on  the  lesser 
curvature  and  posterior  surface  of  the  stomach. 
Adhesions  to  the  pancreas  or  liver  effectually  plug 
the  opening  and,  what  might  be  a perforation  is 
made  into  a chronic  ulcer.  In  the  large  ulcers,  I 
am  in  favor  of  ulcer  treatment  before  operation 
to  reduce  the  size  of  the  ulcer  and  especially  the 
large  area  of  surrounding  edema.  This  treatment 
usually  makes  the  operation  much  easier  to  do. 

A patient  recently  seen  had  a perforating  ulcer  at 
the  upper  limits  of  the  saddle  of  the  stomach.  Its 
large  crater  was  lp2  inch  wide  in  the  skiagraph  and 
an  operation  at  that  time  would  necessitate  extend- 
ing the  excision  well  up  towards  the  upper  limits 
of  the  stomach.  Bed  and  diet  reduced  the  size  of 
the  ulcer  to  one-fourth  inch,  and  the  gravity  of 
the  operation  was  likewise  reduced.  If  treatment 
is  of  no  help  in  such  ulcers,  a jejunostomy  for  rest 
and  feeding  may  do  wonders  and  change  a bad  risk 
to  a good  one. 

Dr.  Martin  D.  Wf.stley  (Cooperstown,  N.  D.):  I 
am  always  interested  in  this  subject  because  I had 
a gastro-enterostomy  performed  upon  myself  some 
sixteen  years  ago,  and  Dr.  Eusterman.  who  is  with 
us  to-day,  made  the  diagnosis.  Since  I had  so  much 
experience  with  the  pain  and  other  symptoms  I have 
had,  it  seems  to  me,  a large  number  of  cases  to  deal 
with. 

I wish  to  mention  one  treatment  that  I think  the 
general  practitioner  can  use  to  advantage  with  the 
patients  who  cannot  stop  work.  Many  of  them  have 


to  go  on  with  their  work,  and  want  to  know  what 
they  can  do  to  relieve  symptoms.  I do  not  know 
whether  or  not  this  is  scientific,  but  I have  told 
them  to  take  a few  crackers  and  a bottle  of  milk 
with  them  and  they  get  along  wonderfully  well 
with  just  that.  I had  the  same  experience  myself. 
I had  to  have  something  and  found  that  a few  soda 
crackers,  chewed  slowly,  and  a couple  of  sips  of 
milk  would  relieve  the  pain  as  well  as  .a  powder, 
although  we  have  to  use  both  in  some  cases. 

I had  one  sad  experience  in  the  case  of  a man 
about  thirty  years  old  who  consulted  me  occasion- 
ally, and  who  finally  went  to  a surgeon  who  re- 
moved his  appendix  but  somehow  did  not  do  any- 
thing about  the  ulcer.  He  was  not  relieved,  and 
the  next  thing  I heard  was  that  this  young  man 
got  disgusted  with  medical  treatment  and  went  to 
a chiropractor.  I judge  that  he  had  had  a perfora- 
tion at  some  time  and  developed  adhesions,  and  that 
the  chiropractor  did  not  content  himself  with  ma- 
nipulating that  man’s  back,  but  worked  on  the  ab- 
domen to  “break  up  the  adhesions.”  The  result 
was  a perforation.  I was  called  away  out  into  the 
country  to  see  him  and  found  all  the  symptoms  of 
perforation.  We  sent  him  to  a hospital,  but  he  died. 

Such  things  can  be  avoided.  The  sad  thing  in  this 
case  was  that  the  ulcer  was  not  cared  for  surgically 
as  well  as  the  appendix.  I do  not  know  why  that 
was  not  done,  but  he  should  have  been  told  that 
he  still  needed  another  operation  and  not  that  he 
was  cured.  Until  this  occurred  I did  not  have 
much  fear  of  duodenal  or  gastric  ulcer,  but  since 
then  I have  been  very  careful  to  see  that  the  pa- 
tients do  not  go  on  year  after  year  without  the 
best  surgical  care  possible. 

Dr.  Brandes  (closing):  Statistics  on  the  late  re- 
sults of  medical  treatment  in  peptic  ulcer  may  lead 
one  to  take  a pessimistic  view  as  to  present-day 
methods.  To  obtain  the  best  results  there  should 
be  full  co-operation  between  the  surgeon  and  the  at- 
tending physician.  The  patients  come  for  relief,  and 
this  should  be  given  by  medical  means  if  we  can, 
and  by  surgery  if  we  must. 


ACCESSORY,  EXTRA,  SUPERNUMERARY,  MULTIPLE  BREASTS 

By  L.  J.  Pankow,  M.D. 

SIOUX  FALLS,  SOUTH  DAKOTA 


A Case  Report 

This  case  is  reported,  not  for  the  sake  of  a 
review  of  all  cases  of  supernumerary  breasts, 
which,  after  all,  is  not  as  rare  a condition  as 
might  be  at  first  believed,  but  because  it  is  de- 
sired to  have  this  case  on  record,  with  photo- 
graphs which  might  be  of  some  value  to  some 
future  experimenter  or  research  man  who  is  de- 
sirous of  ascertaining  the  prevalence  of  this  con- 
dition. Another  reason  for  presenting  this  case 
is  the  fact  that  the  distribution  and  location  of 
the  extra  breasts  is  symmetrical,  and  placed  in 


such  a position  as  demonstrates  the  true  nipple 
line  in  the  human. 

This  is  a woman,  aged  20.  Her  general 
health  is  excellent.  She  is  of  Norwegian  stock, 
and  very  well  nourished,  although  not  obese. 
She  has  one  child  two  years  old.  About  a year 
ago  she  had  a miscarriage  at  three  months  from 
an  unknown  cause.  Menstruation  began  nor- 
mally and  has  always  been  normal,  except  when 
interrupted  by  pregnancy. 

When  patient  was  about  four  or  five  months 
pregnant  with  her  first  child,  she  happened  to 
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notice  that  she  was  excessively  full  in  the  pec- 
toral region.  This  condition  she  attributed  to 
her  increase  in  weight  with  pregnancy.  There 
was  no  pain  and  the  fullness  seemed  to  be  more 
flabbiness  than  anything  else.  However,  when 
lactation  began,  she  noticed  that  these  flabby 
bunches  of  tissue  over  the  pectoral  regions  had 
milk  in  them,  and  that  each  had  a small  but 
definitely  well  formed  nipple,  from  which  milk 
exuded  on  anterior  movements  of  the  arms. 
Due  to  the  fact  that  there  was  milk  present  in 
these  small  breasts,  and  that  there  was  no  means 
of  properly  evacuating  them,  they  caused  con- 
siderable pain  and  discomfort. 

At  the  time  these  pictures  were  taken  the 
patient  was  eight  months  pregnant.  The  breasts 
have  steadily  increased  in  size  since  the  normal 
atrophy  of  disuse  following  her  first  pregnancy. 
There  was  some  increase  of  size  during  the 
second  pregnancy  which  ended  in  a miscarriage, 
which  stopped  at  the  miscarriage,  but  there  has 


been  a steady  increase  during  present  pregnancy. 
Each  accessory  breast  is  17  cm.  above  and  lat- 
eral to  the  normal  breast.  Each  accessory  breast 
has  a well-defined  areola  and  a fairly  well  de- 
veloped nipple  in  the  center  of  an  8 cm.  mass 
of  breast  tissue.  It  will  be  noticed  that  the  left 
accessory  is  slightly  more  raised  than  is  the 
right,  but  that  the  right  has  a better  developed 
nipple.  At  this  time  each  accessory  has  colos- 
trum which  is  easily  expressed. 

I have  seen  one  other  person  with  an  acces- 
sory breast.  That  was  on  a child  of  8 years. 
There  was  a single  extra  breast  present  on  the 
right  side  located  on  the  abdomen.  There  was 
nothing  demonstrable  except  a slight  discolored 
area  on  the  skin,  with  a pit  in  the  center  diag- 
nosed as  a nipple.  It  will  be  interesting  to  ob- 
serve this  second  case  through  maturity  of  the 
child,  and  through  pregnancy  when  that  occurs. 

I am  positive  that  neither  of  these  cases  has 
ever  been  reported  before. 


PROCEEDINGS  OF  THE  MINNESOTA  ACADEMY  OF  MEDICINE 

Meeting  of  October  9,  1929 


The  regular  monthly  meeting  of  the  Minne- 
sota Academy  of  Medicine  was  held  at  the 
Town  and  Country  Club  on  Wednesday  evening, 
October  9,  1929.  Dinner  was  served  at  7 :00 
p.  m.  and  the  meeting  was  called  to  order  at 
8 :00  p.  m by  the  President,  Dr.  C.  N.  McCloud. 
There  were  40  members  and  one  visitor  present. 

Minutes  of  the  September  meeting  were  read 
and  approved. 

The  scientific  program  consisted  of  the  fol- 
lowing : 

Dr.  Emil  S.  Geist  (Minneapolis)  reported  a 
case  of  “Internal  Derangement  of  the  Knee,” 
with  operation  for  removal  of  the  foreign  body. 
The  patient  was  present,  and  X-ray  films  were 
shown. 


On  October  3,  1928,  I read  a paper  before  the 
Southern  Minnesota  Medical  Society  entitled 
“Foreign  Bodies  In  and  Near  Joints.”  This  ap- 
peared a few  months  later  in  “Minnesota  Medi- 
cine.” In  this  paper  I reported  twenty-two 
cases  of  joint  disturbance  due  to  the  presence  of 
a foreign  body.  In  one-half  of  these  the  pres- 
ence of  this  foreign  body  was  unsuspected  by 
the  patient.  The  following  case  is  another  added 
to  this  list. 

This  patient,  Mr.  G.  A.  G.,  (Case  No.  290200)  was 
referred  to  us  on  March'  18,  1929,  by  Dr.  Linner  of 
Minneapolis.  He  gave  the  following  history: 

The  patient  could  not  remember  any  injury  what- 
ever but  said  that  on  February  15,  1929,  his  left  knee 
locked  while  he  was  getting  into  his  automobile. 
The  knee  swelled  and  there  was  much  pain,  espe- 
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cially  on  its  outer  side.  He  was  on  crutches  for 
two  weeks,  after  which  time  the  swelling  and  pain 
subsided.  On  March  14,  he  had  a second  “attack” 
followed  by  similar  symptoms.  I saw  him  four  days 

later. 

On  examination  I found  the  following:  Left  knee, 
absolutely  normal  in  every  respect.  Motions  nor- 
mal. There  is  a little  tenderness  on  the  outer  side 
of  the  knee  and  above  the  level  of  the  patella.  This 
tenderness  is  very  constant.  It  embraces  an  area 
of  about  a twenty-five  cent  piece  and  apparent  tume- 
faction can  be  felt  in  this  region,  although  this  is 
indefinite.  No  tenderness  about  the  joint  fissures. 
No  effusion. 

Numerous  roentgenograms  were  taken  and  the 
following  are  the  notes  I wrote  on  our  record: 
“X-rays  taken  in  this  office  show  a peculiar  shadow 
which  is  present  on  all  X-rays.  (Several  confirma- 
tory pictures  were  taken.)  It  looks  as  though  a 
small  piece  of  wire  were  in  the  knee  joint  on  its 
outer  side  and  above  the  level  of  the  patella.  This 
shadow  may  represent  the  calcareous  rim  or  edge 
of  a cyst-like  structure.” 

An  exploratory  arthrotomy  was  advised. 

On  March  21,  1929,  the  following  operation  was 
done:  “Incision  was  made  on  the  outer  side  of  the 
knee  joint  above  the  patella.  It  was  four  and  a 
half  inches  long.  The  knee  joint  was  entered  and 
after  considerable  search  a small  piece  of  very  thin 
wire  (corresponding  to  the  X-rays)  about  five- 
eighths  of  an  inch  long  was  removed.  The  synovial 
membrane  was  sutured  with  plain  catgut,  the  cap- 
sule with  chromic  catgut,  and  the  skin  with  dermal. 
Posterior  splint  applied.” 

The  piece  of  wire  was  embedded  immediately  be- 
low the  synovial  membrane.  It  could  be  barely 
seen  glistening  through  this  membrane,  and  it  was 
definitely  recognized  after  it  was  examined  in  situ 
by  the  examining  finger. 

It  was  only  a few  days  following  the  operation 
that  the  patient  recalled  that  a few  months  previous 
to  the  onset  of  symptoms  he  was  polishing  a piece 
of  metal.  He  used  an  electrically  driven  circular 
wire  brush  and  said  that  while  doing  this  he  had 
the  sudden  sensation  in  the  knee  as  though  he  had 
been  stung  by  a bee.  He  noted  no  blood  on  his 
clothes,  forgot  about  it,  and  in  no  manner  associated 
the  onset  of  his  knee  trouble  with  this  incident. 

The  following  conclusions  may  be  drawn: 

(a)  Any  abnormality,  as  seen  on  a roentgenogram, 
however  slight  it  may  be,  should  attract  attention. 
It  should  be  followed  by  numerous  confirmatory 
pictures  until  a definite  conclusion  has  been  ar- 
rived at. 

(b)  A foreign  body,  usually  metallic  in  nature, 
can  enter  a joint  without  the  patient  being  aware 
of  it.  This  is  especially  the  case  with  needles. 

(c)  Mr.  Lane’s  injunction  to  use  only  instrumental 
technic  in  joint  surgery  is  a good  one  and  is  fol- 
lowed by  us.  But  there  are  occasional  exceptions. 
If  I had  not  put  my  gloved  finger  into  this  man’s 
knee  joint,  I would  not  have  found  the  offending 
foreign  body. 

DISCUSSION 

Dr.  H.  B.  Sweetser  (Minneapolis):  I just  want  to 
mention  the  difficulty  of  finding  these  foreign  bodies 
and  think  Dr.  Geist  is  to  be  congratulated  on  finding 


this  so  readily.  To  search  for  a needle  or  small 
metallic  body  in  tissues  is  one  of  the  most  exasper- 
ating things.  I have  taken  out  small  needles  in  the 
dark  room  under  the  fluoroscope. 

Dr.  Geist:  There  is  not  much  to  add,  except  that 
In  obscure  joint  lesions  we  will  occasionally  find  a 
foreign  body  at  the  bottom  of  the  trouble. 

Dr.  Everett  K.  Geer  (St.  Paul)  read  his  thesis 
entitled  “Evulsion  of  the  Phrenic  Nerve  for 
Pulmonary  Tuberculosis.”  After  the  reading  of 
the  thesis  Dr.  Geer  showed  several  lantern  slides. 

DISCUSSION 

Dr.  McCloud  (St.  Paul):  I am  sure  we  all  enjoyed 
very  much  hearing  this  excellent  thesis  of  Dr.  Geer, 
and  I am  going  to  ask  some  of  those  associated  with 
him  in  the  work  to  discuss  it  first. 

Dr.  L.  E.  Daugherty  (St.  Paul):  Practically  all 
of  the  phrenicotomies  we  have  done  have  been  pre- 
liminary to  or  following  thorocoplasty.  We  have 
performed  the  operation  of  thorocoplasty  on  115 
cases.  The  last  50  have  had  phrenicotomies.  It  has 
seemed  to  me  that  the  results  obtained  in  the  last 
50  cases  have  been  better  and  their  symptoms  have 
subsided  more  promptly  than  those  on  whom  a 
phrenicotomy  was  not  done.  Considering  the  large 
number  of  anatomical  variations  in  the  course  of  the 
phrenic  nerve,  we  have  been  very  fortunate.  In  only 
two  cases  were  we  unable  to  find  the  phrenic  nerve. 
One  of  these  cases  had  had  a previous  thoroco- 
plasty and  I can  easily  understand  how  the  anatomy 
of  the  phrenic  nerve  may  be  disturbed  by  a thoroco- 
plasty. Dr.  Sauerbruck  has  reported  a case  of  fatal 
hemorrhage  following  a phrenicotomy.  It  is  prob- 
able that  the  phrenic  nerve  was  so  intimately  asso- 
ciated with  the  subclavian  vein  that  when  the  nerve 
was  evulsed  the  vein  was  torn.  When  we  first 
started  this  work  Dr.  Gardiner  suggested  the  use  of 
the  battery  in  order  to  identify  the  phrenic  nerve. 
By  stimulating  the  phrenic  with  the  battery  and  by 
placing  one  hand  on  the  upper  abdomen,  the  nerve 
is  easily  identified  by  the  sudden  contraction  of  the 
diaphragm  which  can  be  easily  felt.  I have  been 
particularly  impressed  not  only  by  the  anatomical 
variation  in  the  location  of  the  phrenic  nerve  but 
also  by  the  size  of  the  nerve.  In  some  cases  it  ap- 
pears to  be  the  size  of  the  lead  of  a pencil  and  in 
others  it  is  much  smaller.  Dr.  Gardiner,  my  asso- 
ciate in  this  work,  has  performed  the  operation  of 
phrenicotomy  in  most  of  the  cases  which  I report 
and  I would  like  to  hear  from  him. 

Dr.  E.  M.  Jones  (St.  Paul):  I had  some  experience 
with  a,  few  of  the  earlier  cases  of  Dr.  Geer’s  series. 
I think  that  technically  phrenicotomy  is  not  a diffi- 
cult procedure.  The  most  important  thing  is  the 
identification  of  the  nerve,  and  this  can  be  done  by 
using  a current  to  stimulate  the  nerve  or  by  placing 
the  patient  under  a fluoroscope  and  stimulating  the 
nerve  by  grasping  it  with  a forcep.  Another  very 
important  technical  procedure  is  the  slow  evulsion 
of  the  nerve.  After  the  nerve  has  been  cut,  the 
distal  end  should  be  grasped  by  a forcep  and  with 
steady  traction  the  nerve  is  very  slowly  rolled 
around  the  instrument.  If  there  is1  a great  deal  of 
resistance  and  too  much  force  is  used  some  irre- 
parable damage  may  be  done. 
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Dr.  D.  G.  Gardiner  (St.  Paul,  by  invitation):  I am 
indebted  to  Dr.  Geer  and  Dr.  Daugherty  for  seeing 
and  operating  on  these  cases,  and  to  this  Society  for 
the  opportunity  of  discussing  this  paper.  I think, 
in  seeing  these  slides  of  Dr.  Geer,  they  more  or  less 
speak  for  themselves.  When  we  tackle  the  subject 
of  tuberculosis  from  the  surgical  standpoint,  I think 
that  any  procedure  that  has  to  do  with  the  collapse 
of  the  lung  must  be  considered  seriously.  In  these 
cases  we  have  three  sides  of  the  chest  to  deal  with, 
that  is,  the  thoracic,  the  diaphragmatic  and  the  medi- 
astinal. Any  procedure  which  tackles  the  diaphragm 
itself  seems  to  me  as  efficacious  as  any  procedure 
which  tackles  the  thoracic  cage  itself.  Dr.  Geer 
spoke  about  adhesions,  which  we  used  to  think  were 
contra-indications  to  phrenicotomy.  We  have  done 
a number  of  these  at  the  Ancker  Hospital  recently 
and  in  some  we  have  found  the  diaphragm  becomes 
fixed  and  does  not  move,  and  that  accounts  for  lung 
relaxation  obtained  even  without  securing  an  actual 
rise  of  the  diaphragm. 

One  point  Dr.  Geer  mentioned  in  one  case  of  far 
advanced  tuberculosis  that  died.  I was  fortunate 
enough  to  see  the  post-mortem  of  this  patient. 
There  were  very  dense  intra-abdominal  adhesions 
which  were  adherent  to  the  diaphragm  on  the  peri- 
toneal side.  So  we  might  well  look  to  the  peritoneal 
condition  when  the  diaphragm  does  not  rise.  Dr. 
Geer  also  mentioned  the  fact  that  the  twelfth  inter- 
costal innervates  the  diaphragm.  We  do  not  know 
but  that  the  intercostal  may  take  on  a compensatory 
function.  I feel  that  may  be  a factor.  We  have  had 
cases  in  which  we  felt  we  had  gotten  the  entire 
phrenic  nerve  without  question  and  sometimes  we 
have  seen  a late  return  of  function. 

Dr.  Geer  mentioned  the  fact  that  Mattson  has  dis- 
sected 112  cadavers.  I did  not  feel  very  good  about 
that  when  he  told  me  the  day  before  I took  out  a 
nerve  that  Mattson  had  found  one  case  in  which  the 
nerve  transfixed  the  subclavian  vein  and  two  others 
in  which  the  nerve  wound  itself  around  the  vein  be- 
fore going  into  the  chest.  However,  we  have  not 
found  anything  of  that  sort  yet.  We  have  had  no 
fatalities  in  our  cases. 

Dr.  Jones  mentioned  the  fact  that  this  work  is 
sometimes  done  under  the  fluoroscope.  Dr.  W. 
Meyer,  of  New  York,  has  had  to  re-operate  on  sever- 
al cases  in  attempts  to  evulse  the  phrenic  nerve.  Af- 
ter identifying  what  he  thought  was  the  phrenic  nerve 
he  injected  it  with  alcohol  and  did  a fluoroscopy  and 
found  almost  an  immediate  fixation  of  the  dia- 
phragm; he  then  proceeded  to  evulse  the  nerve.  Un- 
doubtedly fluoroscopy  docs  help  in  unusual  cases. 

Dr.  Daugherty  spoke  of  finding  the  phrenic  nerve 
after  thoracoplasty.  I have  operated  on  only  one  case 
after  thoracoplasty  and  was  agreeably  surprised  to 
find  that  it  was  the  easiest  case.  Most  men  have  the 
experience  of  hunting  for  the  nerve  and  not  finding 
it.  Dr.  Daugherty  also  spoke  of  some  of  the  ano- 
malies that  have  occurred  and  I myself  have  had 
one  case  where  the  nerve  was  buried  in  the  sub- 
stance of  the  muscle.  Recently  we  found  a number 
of  cases  in  which  the  transverse  colic  artery  and  ac- 
companying vein,  lying  high,  have  hidden  the  nerve, 
and  just  this  morning  wre  had  a case  in  which  the 
phrenic  nerve  was  lying  behind  this  vessel. 

In  regard  to  post-operative  treatment,  there  is 
practically  none  necessary.  We  have  had  no  deaths, 


but  we  have  had  two  cases  which  were  rather  un- 
usual, that  of  a subcutaneous  emphysema.  In  one 
case  (the  man  has  subsequently  died  of  his  tuber- 
culosis) we  noticed  that  the  next  day  after  the  op- 
eration he  had  a rather  wide  area  extending  up  to 
the  angle  of  the  jaw,  down  over  the  chest  and  into 
the  posterior  cervical  region.  In  another  case  it  was 
much  more  limited.  We  were  rather  puzzled  as  to 
how  this  might  occur.  Perhaps  the  mediastinal 
pleura  was  torn.  However,  both  of  those  cleared 
up.  We  sometimes  see  this  condition  after  chest 
trauma.  These  two  have  been  the  only  complicated 
cases  that  we  have  had. 

In  one  case  I thought  I found  the  phrenic  nerve; 
I got  a pseudo-reaction,  and  evulsed  the  nerve.  The 
next  day  we  found  she  had  a Horner’s  syndrome. 
This  evidently  was  only  partial  because  it  has  cleared 
up  to  some  extent  since.  In  one  case  which  I 
missed,  and  in  one  which  Dr.  Daugherty  missed,  we 
both  felt  the  nerve  was  absent  entirely,  as  does  oc- 
cur, or  else  it  was  not  lying  in  the  normal  position. 

Dr.  H.  L.  Taylor  (St.  Paul):  These  surgical  efforts 
to  help  us  in  our  care  of  the  consumptive  simply 
show  how  we  are  glorifying  rest  in  the  treatment  of 
tuberculosis.  That,  of  course,  is  the  thing  the  sur- 
geons showed  us  long  ago  in  regard  to  joint  and 
surgical  tuberculosis  but  it  is  just  as  true  of  tuber- 
culosis in  the  lung.  The  lung  is  constantly  in  mo- 
tion. It  is  not  confined  or  attached  except  at  the 
hilum  and  it  is  shaking  like  a glassful  of  jelly  all 
the  time,  the  air  is  coming  in  and  going  out  with  the 
movements  of  the  body.  But  these  surgical  inven- 
tions have  made  it  possible  to  collapse  the  lung  or 
“splint”  it  and  arrest  its  motion. 

In  the  use  of  rest  even  outside  of  these  cases 
where  we  do  not  use  surgical  intervention,  our 
procedure  has  changed  very  considerably.  Dr. 
Gerald  Webb,  who  was  recently  here  from  Colorado, 
asked  me  if  I had  changed  my  procedure  much  in 
regard  to  the  rest  to  which  I subjected  these  pa- 
tients. I remember  when  I first  opened  Pokegama 
I had  a very  strict  rule  that  if  a patient  had  a tem- 
perature of  100°  that  patient  had  to  stay  in  bed 
for  twenty-four  hours  after  the  temperature  fell  to 
normal.  Now  no  one  enters  Pokegama  unless  he 
is  put  to  bed  for  six  weeks,  whether  he  has  fever  or 
not,  and  he  is  fortunate  if  he  gets  up  even  when 
the  six  weeks  have  past. 

Dr.  S.  Marx  White  (Minneapolis):  I realize  the 
extraordinary  interest  which  this  subject  has  for 
the  surgeon,  but  its  interest  is  as  great  for  those 
who  are  in  charge  of  the  prolonged  treatment  usu- 
ally necessary  in  tuberculosis.  Dr.  Geer  has  given 
us  a full,  succinct  account  and  valuable  addition  to 
our  knowledge  of  this  particular  provision  of  rest 
in  the  treatment  of  tuberculosis.  It  might  be  in- 
teresting for  the  moment  to  think  of  some  of  the 
things  that  have  been  added  to  the  treatment  of  tu- 
berculosis by  the  surgeon.  In  the  first  place  it  was 
learned  how  great  an  aid  it  was  to  collapse  the  lung 
by  means  of  pneumothorax.  Jacobaeus  next  found 
that  using  an  endoscope  passed  through  an  artificial 
opening  in  the  chest  wall,  adhesions  could  be  sev- 
ered under  visual  control,  and  the  use  of  pneumo- 
thorax was  extended.  Later  bilateral  pneumothorax 
was  shown  to  be  possible.  Then  with  thoracoplasty 
(either  partial  or  complete),  with  phrenicotomy,  and 
also  with  multiple  intercostal  neurectomy,  most  of 
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the  movements  of  the  hemithorax  are  brought  under 
control  by  the  surgeon.  The  physician  who  is 
treating  the  case  has  thus  an  adjunct  which  I think 
is  an  important  one.  Still  the  patient  provides  a 
medical  problem  under  the  prolonged  care  of  the 
physician. 

Dr.  Geer  (closing):  I have  nothing  to  add  except 
to  thank  the  members  who  have  discussed  my  paper. 

Dr.  Carl  B.  Drake  (St.  Paul)  reported  the 
following  case  of  Massive  Collapse  of  the  Lung: 
This  case  of  massive  collapse  of  the  lung 
seems  worth  reporting  inasmuch  as  the  collapse 
occurred  while  the  patient  was  confined  to  bed 
in  the  hospital  and  was  not  preceded  by  injury 
or  operation. 

Mrs.  F.  E.  F.,  aged  40,  was  admitted  to  the  Ancker 
Hospital  March  14,  1929,  on  the  gynecological  ser- 
vice, complaining  of  indefinite  lower  abdominal  pain, 
weakness,  and  some  fever.  The  pelvis  was  found 
to  be  normal  and  she  was  transferred  to  the  medi- 
cal service. 

Aside  from  a,  pleurisy  at  the  age  of  21,  and  an  ap- 
pendectomy and  cholecystectomy  at  38,  her  history 
was  unimportant.  There  was  no  history  of  ex- 
posure to  tuberculosis.  Her  father  and  mother  had 
lived  to  be  over  seventy  and  her  husband  and  three 
children  are  living  and  well. 

Upon  examination  the  patient  was  found  to  be 
undernourished  and  running  a daily  fever  of  one  to 
two  degrees  and  a pulse  of  90  to  100.  The  blood 
pressure  was  112/50.  The  heart  and  lungs  were 
normal  on  physical  examination.  The  urine  was 
normal.  During  her  stay  in  the  hospital  the  blood 
on  two  occasions  showed  a slight  reduction  in  red 
cells  and  23,000  and  22,000  white  cells,  with  47  and  36 
per  cent  eosinophiles. 

Two  weeks  after  admission  the  patient  complained 
of  severe  pain  in  the  heart  region  aggravated  by 
deep  breathing.  Two  days  later,  examination  showed 
the  following: 

The  patient  was  lying  comfortably  in  bed  and  did 
not  appear  to  be  dyspneic.  The  heart  apex  was  pal- 
pable 8 cm.  to  the  left  in  the  fourth  intercostal 
space  and  a cardiac  impulse  was  visible  and  palpable 
7.5  cm.  to  the  left  in  the  second  interspace.  The 
right  heart  border  was  at  the  midsternal  line.  Aside 
from  a slight  systolic  murmur  over  the  pulmonary 
area,  the  heart  was  normal.  The  left  lung  area  was 
markedly  impaired  in  resonance  except  at  the  base 
posteriorly  where  the  resonance  seemed  normal, 
while  there  was  almost  a flatness  to  percussion  be- 
low the  left  clavicle.  In  the  subclavicular  region 
the  vocal  fremitus  was  increased,  vocal  transmission 
both  to  whisper  and  spoken  voice  was  intensified, 
the  expiratory  breath  sound  was  increased  and  many 
crepitant  rales  were  heard.  No  rales  were  heard 
at  the  right  lung  apex.  The  spleen  was  palpable. 

The  chest  X-ray  showed  a marked  homogeneous 
opacity  of  the  entire  left  lung  and  the  heart  definitely 
pulled  to  the  left.  There  was  also  a slight  mottling 
of  the  right  apex  and  a faint  line  indicating  inter- 
lobar pleural  thickening  in  the  right  lung  field. 

A diagnosis  of  massive  collapse  of  the  lung  was 
made,  but  the  maneuver  of  turning  the  patient  onto 
the  right  side  and  having  her  cough  failed  to  ex- 


pand the  left  lung. 

Bronchoscopy  was  performed  by  Dr.  Gardiner 
on  April  12.  No  mucous  plug  was  found  but  the 
bronchi  on  the  left  side  appeared  somewhat  narrow- 
er than  normal.  The  X-ray  taken  just  before  bron- 
choscopy showed  the  left  side  less  opaque  and  an 
X-ray  taken  ten  days  later  showed  no  change  in  the 
left  side  and  definite  patches  of  infiltration  in  the 
right  lung  area.  An  X-ray  taken  April  30,  showed 
a marked  clearing  of  the  left  side,  less  infiltration 
on  the  right  side  and  the  heart  only  slightly  drawn 
to  the  left.  The  last  X-ray  taken  May  20,  shows 
further  clearing  of  both  lung  areas,  a slight  mottling 
of  both  apices,  a slight  generalized  increase  in  lung 
design  and  the  heart  nearly  central  in  position. 

On  July  8,  the  patient  reported  to  the  office.  She 
had  no  symptoms,  had  gained  9 pounds  since  dis- 
charge from  the  hospital  on  June  1st,  and  physical 
and  fluoroscopic  examination  failed  to  reveal  any 
abnormal  lung  signs. 

The  differential  diagnosis  in  this  case  is  rath- 
er interesting.  It  was  first  thought  that  we  were 
dealing  with  a case  of  pulmonary  tuberculosis. 
The  history  of, pleurisy,  the  fever  of  a degree  or 
two  which  persisted  for  two  months,  the  mot- 
tling of  both  apices,  the  crepitant  rales,  and  the 
poor  state  of  nutrition  all  suggested  a tubercu- 
lous infection.  Six  sputum  examinations,  how- 
ever, proved  negative  for  tubercle  bacilli,  and 
recovery  occurred.  I think  it  likely  that  the 
patient  had  had  an  apical  tuberculosis  at  one 
time. 

The  probability  of  some  unusual  lung  infec- 
tion such  as  actinomycosis  was  considered. 
Sputum  examination,  however,  failed  to  show 
any  such  organism. 

The  picture  was  certainly  not  one  of  a lobar 
pneumonia  nor  of  a pleurisy  with  effusion. 
Mediastinal  displacement  too  was  against  either 
condition. 

The  case  is  one  of  massive  collapse  of  the  en- 
tire1 left  lung.  Whether  an  infection  and  en- 
largement of  the  left  hilus  glands  was  also  pres- 
ent, possibly  secondary  to  some  lung  infection 
such  as  a bronchopneumonia  which  was  not 
recognized  before  the  lung  collapsed,  is  a ques- 
tion. One  of  the  later  X-ray  films  showed  a 
definite  scattered  infiltration  of  the  right  lung 
indicating  a definite  lung  infection  which  also 
may  have  been  present  in  the  left  lung.  This, 
however,  followed  the  bronchoscopy.  I can 
not  see  how  the  patient  could  have  recovered 
had  hilus  gland  enlargement  due  to  tuberculosis 
been  the  causative  factor. 

My  opinion  is  that  we  were  dealing  with  a 
case  of  massive  collapse  of  the  lung  due  to 
simple  inanition  and  an  accompanying  infection 
the  cause  of  which  was  undetermined. 
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DISCUSSION 

Dr.  A.  T.  Mann  (Minneapolis):  This  is  very  in- 
teresting to  me,  this  massive  atelectasis  following 
a medical  condition,  for  we  are  more  familiar  with 
it,  though  it  is  not  so  very  common,  in  surgical  con- 
ditions. Pasteur,  about  1890,  is  the  first  one  who 
called  attention  to  these  conditions  and  reported 
thirty-four  cases  following  diphtheria.  Some  years 
later  he  also  reported  some  cases  after  operation. 

In  regard  to  the  mechanism,  it  is  still  in  doubt  of 
course,  though  there  are  some  interesting  specula- 
tions about  it.  In  the  first  place  it  has  been  found 
that  the  bronchioles  and  even  the  air  cells  them- 
selves are,,  contractile.  The  bronchi  and  bronchioles 
have  considerable  striated  muscle  tissue  in  them. 
The  lungs  are  an  outgrowth  of  the  digestive  tract 
and  apparently  have  retained  some  of  the  action  of 
the  stomach  and  bowels.  Henderson  and  his  co- 
workers have  mentioned  that  there  is  at  least  a 
rhythmic  contraction  of  the  bronchi,  bronchioles  and 
air  cells  about  once  in  7 or  8 minutes  which  would 
help  to  empty  them.  Their  innervation  is  by  the 
vagus.  The  vagus  is  tonic  in  its  action  and  I wonder 
whether  that  explains  in  part  the  reason  why  we 
have  these  things.  A reflex  through  the  vagus  could 
very  well  help  to  contract  the  lung  cells  and  bron- 
chioles; then  the  remaining  air  will  be  very  rapidly 
absorbed,  taken  out  through  the  vessels  in  the  cell 
walls. 

As  to  the  surgical  cases,  most  of  them  have  oc- 
curred after  ether  or  prolonged  operations  in  which 
the  respiration  is  reduced  considerably.  The  re- 
duction of  respiration  and  the  stimulation  through 
the  vagus,  together,  could  bring  about  the  condition 
of  atelectasis.  We  saw  in  these  X-ray  pictures  the 
condition  itself;  it  looks  like  a solid  body.  There  is 
no  air  in  the  pleural  cavity  and  practically  no  air 
in  the  air-cells  themselves.  The  chest,  diaphragm 
and  mediastinum  are  all  sucked  in  toward  the  col- 
lapsed lung. 

As  to  the  cause  being  a plugging  of  the  bronchus 
with  mucus,  that  does  not  seem  to  me  to  hold  water 
very  well.  In  the  bronchoscopic  trials  for  clearing 
the  bronchus,  they  only  bring  out  a little  mucus 
such  as  would  be  there  after  the  bronchioles  had 
closed  down;  then  there  would  be  a plugging  so 
that  the  lung  itself,  after  the  air  had  gone  out  of  it, 
would  not  fill. 

And  that  brings  us  to  the  treatment.  Methods 
have  been  suggested  here.  Putting  the  patient  on 
the  well  side  and  having  him  cough  has  succeeded 
in  a great  many  of  the  surgical  cases.  The  first  case 
in  which  that  happened  was  a man  in  St.  Louis  and 
this  case  had  resulted  after  injury  about  the  hip. 
When  fluoroscoping  him,  the  man  was  in  so  much 
pain  that  they  turned  him  on  the  other  side;  the 
man  had  a sudden  severe  pain,  coughed,  and  the 
lung  opened  out  while  they  were  looking  with  the 
fluoroscope.  The  interest  for  us  surgeons  is  to 
give  them  change  in  position  after  an  operation,  in 
an  attempt  to  avoid  lung  complications.  The  next 
thing  to  my  mind,  is  to  give  them  carbon  dioxide 
inhalations.  The  respiratory  excursion  is  much  re- 
duced after  prolonged  ether,  and  nature’s  method 
of  increasing  respiration  is  the  carbon  dioxide  that 
is  manufactured  within  us.  It  has  been  found  that 
administration  of  C02  will  greatly  increase  the  ex- 
cursions of  the  lungs.  Again,  Henderson  found  that 


the  administration  of  C02  gas  was  the  treatment 
for  carbon  monoxide  poisoning,  so  he  and  his  co- 
workers developed  the  C02  inhalations  in  carbon 
monoxide  poisoning  and  it  is  still  the  best  treatment 
knowm.  It  increases  the  excursions,  it  increases  the 
volume  of  inspired  and  expired  air  thirty  or  forty 
liters  per  minute.  And  that  opens  up  the  lungs,  and 
it  has  prevented  almost  all  the  cases  of  the  pneu- 
monias following  carbon  monoxide  poisoning,  of 
which  there  used  to  be  a large  number.  We  can 
avoid  a great  many  of  our  pneumonias  probably  if 
we  give  CO  after  ether  administration.  Of  course 
some  rare  cases  have  occurred  after  a local  anes- 
thetic and  in  those  the  pneumogastric  nerve  reflex 
is  the  probable  cause,  but  the  carbon  dioxide  inha- 
lations will  expand  the  lungs  and  give  them  better 
excursion  even  in  these  cases.  In  a large  series  of 
post-operative  cases  studied  by  Scott,  some  2,000 
cases  in  which  carbon  dioxide  had  been  administered 
following  the  anesthetic  and  some  2,000  cases  in 
which  it  had  not  been  used,  it  was  found  that  the 
occurrence  of  massive  atelectasis  of  the  lungs  as  well 
as  post-operative  pneumonias  was  considerably  less 
in  the  series  in  which  carbon  dioxide  had  been  given. 
My  suggestion  is  that  in  our  hospitals  we  give  car- 
bon dioxide  inhalations  for  twenty  or  thirty  minutes 
after  our  ether  administrations. 

Dr.  Gardiner  (by  invitation) : I saw  this  case  at 
Dr.  Drake’s  suggestion.  We  were  impressed  with 
the  fact  that  we  were  dealing  with  a massive  atelec- 
tasis. I could  not  help  but  recall  a case  which  I 
had  seen  with  Dr.  Wm.  Lerche,  with  whom  I was 
formerly  associated.  This  occurred  in  a child  two 
years  of  age.  This  child  had  a rather  acute  febrile 
attack  and  suddenly  became  quite  dyspneic.  The 
mother  thought  the  child  had  aspirated  a foreign 
body.  X-ray  showed  complete  atelectasis  of  the 
upper  lobe  on  one  side.  Dr.  Lerche  was  asked  to 
see  the  child  and  bronchoscoped  it  and  could  only 
see  a flat  bronchus,  so  flattened  that  in  looking  into 
it  you  could  see  the  posterior  wall  flattened  out 
against  the  anterior.  Then  he  realized  that  he  was 
dealing  with  some  extra-bronchial  pressure.  I 
think  he  subsequently  published  that  case  report. 
The  child  went  through  a course  just  as  this  one 
of  Dr.  Drake’s.  Dr.  Finklestein,  of  Berlin,  was 
here  at  the  time  and  saw  the  child  in  consultation 
and  agreed  that  the  child  had  an  acute  tuberculosis 
with  acute  lymphadenitis.  The  child  was  given  rest 
and  an  anti-tuberculosis  regime  started,  and  has 
been  perfectly  well  since. 

When  I saw  the  bronchus  in  this  case  I was  re- 
minded of  Dr.  Lerche’s  case,  for  while  they  did  not 
meet  here,  they  were  very  close  together. 

As  to  what  Dr.  Mann  said  in  regard  to  massive 
collapse  and  the  mucus  plug  I feel  that  there  is 
a good  deal  to  that.  Dr.  Jackson  has  found  a tena- 
cious mucus  plug  time  and  again.  He  has  gone 
so  far  as  to  have  some  of  his  workers  aspirate  some 
of  these  patients,  subject  animals  to  operation,  and 
inject  the  material  intrabronchially  into  these  ani- 
mals, and  in  some  of  the  animals  massive  collapse 
resulted. 

I still  feel  that  Dr.  Drake’s  case  is  one  of  an 
overwhelming  infection;  whether  tuberculous  or  not, 
I do  not  know,  with  an  acute  tracheobronchial  or 
bronchopulmonary  lymphadenitis.  Her  subsequent 
recovery  would  seem  to  fit  in  with  such  a picture. 
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Dr.  H.  B.  Zimmermann  (St.  Paul)  reported 
a case  of  Spinal  Cord  Tumor,  with  operation, 
referred  by  Dr.  Hengstler  of  St.  Paul. 

DISCUSSION 

Dr.  A.  Schwyzer  (St.  Paul):  This  is  a very  pretty 
case.  I had  the  good  luck  to  see  the  result  a few 
days  ago.  The  woman  walked  remarkably  well. 
The  idea  of  injecting  lipiodol  below  and  tilting  the 
patient  seems  a good  procedure.  The  operating  of 
these  cases  require?  the  utmost  delicacy  not  to  in- 
jure the  cord  the  least  bit.  When  you  have  a com- 
plete obstruction  of  the  spinal  canal  even  a differ- 
ence of  1 mm.  is  liable  to  cause  much  damage  to 
the  cord.  The  case  being  a meningioma  I would 
say  it  probably  was  of  rather  solid  consistency  and 
could  be  freed  very  readily  from  the  surroundings. 
Is  that  not  true? 

Dr.  Zimmermann:  It  was  quite  solid  and  came 
out  whole. 

Dr.  Schwyzer:  Fortunately,  when  we  have  to  deal 
with  a meningioma  it  is  well-outlined.  A week  ago 
I had  a case  of  a large  meningioma  below  the  first 
temporal  gyrus  and  it  peeled  out  readily.  If  we 
have  a spinal  cord  tumor  within  the  cord,  the  con- 
dition is  very,  very  much  more  dangerous;  and  then 
a good  maneuver  (because  the  least  little  damage 
is  very  serious)  is  to  just  incise  the  cord  down  to 
the  tumor  and  do  nothing  further  for  a time  but 
close  the  dura  with  very  finest  silk  and  wait  two  or 
three  weeks.  The  cord  will  gradually  deliver  the 
mass  more  tot  the  surface  and  it  can  be  removed  at 
a second  operation.  We  all  hate  to  operate  a second 
time,  but  in  a case  of  this  kind  what  we  gain  by 
it  is  worth  taking  the  drawbacks  into  the  bargain. 

Dr.  A.  Schwyzer  (St.  Paul)  reported  the  fol- 
lowing case,  and  autopsy : 

I made  an  autopsy  on  a woman  this  noon.  This 
woman  was  brought  into  the  hospital  after  having 
been  in  misery  for  nine  days.  She  had  not  seen  a 
doctor  until  that  afternoon.  She  was  71  years  old, 
She  had  been  vomiting  almost  constantly,  and  ap- 
peared very  bad  on  admission.  The  vomitus  looked 
and  smelled  feculent.  Washing  out  the  stomach 
did  not  yield  much  material  but  very  soon  after 
the  davage  she  vomited  feculent  material  again. 
She  was  in  no  shape  for  any  prolonged  examination 
and  it  seemed  the  only  thing  the  old  lady  could 
stand  would  be  an  enterostomy  and  we  would  then 
have  to  see  if  this  gave  relief.  With  local  anes- 
thesia we  made  an  enterostomy  with  a large-sized 
catheter  through  a McBurney  incision.  The  lowest 
ileum  was  very  ballooned.  We  got  considerable 
gas  out  through  the  tube  and  some  fluid,  but  had 
to  coax  it  with  small  injections  of  water.  There 
was  no  sign  of  peritonitis.  We  figured  that  we  had 
some  obstruction  and  a partly  paralytic  condition  of 
the  small  intestine  from  overdistension.  She  was 
given  pituitrin,  atropin,  and  later  on  was  given  in- 
travenously strong  salt  solution.  (In  two  cases  on 
the  verge  of  going  out,  we  had  given  50cc.  of  30 
per  cent  salt  solution  intravenously  and  it  started 
peristalsis.)  The  patient  grew  markedly  worse 
though  we  always  had  had  some  drainage  and  es- 
cape of  gas  from  the  tube.  Day  and  night  the  nurse 


injected  30  c.c.  of  5 per  cent  salt  solution  every  half 
hour  into  the  enterostomy  tube.  Two  days  after 
the  enterostomy  we  decided  to  make  a second  at- 
tempt. Under  spinal  anesthesia  we  opened  the  ab- 
domen large  enough  to  admit  the  hand.  The  stom- 
ach was  empty.  She  had  vomited  whatever  came 
back  from  the  duodenum;  the  jejunum  and  ileum 
were  very  much,  distended.  We  did  not  dare  to  do 
much.  Another  enterostomy  was  made,  a little 
higher  up,  and  again  with  a catheter;  and  again  we 
had  escape  of  gas.  We  then  milked  out  the  con- 
tents from  many  loops.  Both  the  new  and  the  old 
stoma  worked.  Still  she)  did  not  do  any  better  and 
she  died  this  morning,  three  days  after  this  second 
operation.  I did  not  give  eserin,  as  the  patient 
seemed  too  weak  at  any  time  to  stand  its  depressant 
effect. 

The  autopsy  showed  that  these  two  enterostomies 
had  not  worked  sufficiently.  While  they  were 
patent  and  would  allow  of  drainage  under  some 
pressure,  the  guts  in  the  immediate  neighborhood 
of  the  tubes  were  ballooned.  It  occurred  to  me 
that  the  opening  was  not  quite  wide  enough  and  if 
I had  the  case  to  do  over,  with  this  knowledge,  I 
think  I would  put  in  a considerably  larger  tube. 
The  other  findings  were  an  enormous  cecum,  a bal- 
looned descending  colon,  and  in  the  pelvis  a big 
mass.  (Diagram  on  blackboard.)  Here  was  a large 
mass  which  looked  like  a carcinoma,  but  it  was  not 
carcinoma.  We  had  a thick-walled  abscess  in  the 
wall  of  the  rectosigmoid.  The  gut  was  completely 
strictured  at  this  level.  I could  not  find  the  opening 
with  a probe.  After  we  had  cut  out  the  whole  area 
we  found  at  the  same  level  as  the  thick-walled  ab- 
scess a pocket  with  a fecolith  in  it  of  about  half  by 
one-third  inch  diameter.  This  diverticulum  also 
had  thickened  walls. 

It  was  not  possible  to  make  an  X-ray  when  the 
patient  came  in  in  the  night;  she  was  in  no  shape 
for  delay;  nor  would  it  have  done  much  good.  With 
the  very  ballooned  small  intestine  it  did  not  seem 
sufficient  to  make  a colostomy.  I think  if  I had  to 
do  it  over  again  I would  put  in  a very  large  tube 
or  take  the  gut  to  the  surface  and  cut  it  open. 

DISCUSSION 

Dr.  H.  B.  Zimmermann  (St.  Paul):  I had  a case 
day  before  yesterday  with  a baby  with  acute  ob- 
struction and  had  the  same  experience.  In  open- 
ing the  intestine  we  emptied  one  loop  of  gas  and 
the  other  remaining  loops  did  not  drain.  The  main 
thing  is  to  get  air  out  of  the  small  intestine.  This 
baby  was  vomiting  intestinal  contents.  I injected 
salt  solution,  made  a laparotomy,  and  the  bowels 
pushed  right  out.  I aspirated  gas  and  liquid  from 
that  loop  of  the  bowel  and  continued  that  until  I 
had  made  twelve  openings  in  the  bowel.  By  that 
time  the  abdomen  was  pretty  well  collapsed.  That 
was  day  before  yesterday,  and  to-day  the  baby  is 
having  normal  bowel  movements.  I think  the  im- 
portant thing  to  do  is  to  collapse  the  intestine,  and 
think  there  is  much  less  trauma  in  making  repeated 
openings.  This  is  heroic  treatment  but  sometimes 
heroic  treatment  is  necessary  in  these  cases. 

Dr.  A.  E.  Benjamin  (Minneapolis):  I have  a case 
at  the  present  time  that  had  obstruction  just  above 
the  sigmoid  with  diverticulitis  and  abscess  about 
as  Dr.  Schwyzer  described  it.  What  I did  in  the 
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case  was  to  bring  the  descending  colon  up  through 
the  abdominal  wall.  I then  dissected  a fascial  strip 
from  the  external  oblique,  passed  it  through  the 
mesentery  and  stitched  it  to  the  opposite  side  of 
the  wound  using  it  as  a bridge  to  hold  the  colon  up. 
I then  stitched  the  peritoneum  around  the  colon. 
Through  an  opening  in  the  colon  I passed  a tube 
and  washed  the  bowel  out  thoroughly.  I stitched 
the  tube  in  place.  A gastric  lavage  was  then  done 
every  two  to  four  hours  until  the  alimentary  canal 
was  thoroughly  cleansed  and  there  was  no  more 
regurgitation,  after  which  .the  bowel  then  acted 
through  the  colostomy  opening. 

The  patient  gradually  recovered,  but  later  de- 
veloped an  abscess  on  the  right  side  which  had  dis- 
sected its  way  from  the,  area  of  the  abscess  due  to 
the  diverticulitis  on  the  left.  The  patient  still  has 
the  colostomy  opening.  She  is  up  and  around  a 


good  part  of  the  time,  but  complains  of  some  pain 
occasionally. 

These  cases  are  very  interesting  and  always  a 
source  of  annoyance  to  the  surgeon  and  attending 
physician. 

Dr.  Schwyzer  (closing):  I think  what  Dr.  Zimmer- 
mann  said  is  excellent.  We  have  to  get  rid  of  the 
contents  of  the  intestine.  Of  course  this  patient  was 
an  old  lady  very  far  gone.  We  did  milk  out  the 
intestines.  The  autopsy  showed  that  the  guts  were 
not  agglutinated  from  our  manipulations;  they  were 
free.  The  fact  that  the  guts  have  to  be  emptied 
thoroughly,  and  more  thoroughly  than  we  dared 
do  in  our  case,  is  a very  important  one.  Whether 
it  is  easier  or  better,  particularly  in  an  old  patient, 
to  tap  many  loops  or  to  milk  them  down  through 
a tube,  is  a question. 


CHRISTMAS  SEALS 


When  ten  million  and  a 
half  Christmas  Seals  were 
sent  out  to  Minneapolis  and 
Hennepin  County  people  the 
day  after  Thanksgiving  by 
the  Tuberculosis  Association 
this  year,  they  had  a special 
significance. 

This  year  for  the  first  time  the  Hennepin 
County  Tuberculosis  Association  begins  the 
fight  against  heart  disease,  as  well  as  tubercu- 
losis. Heart  disease  takes  the  life  of  one-third 
of  its  victims  before  the  age  of  40,  and  it  is  the 
leading  cause  of  death  to-day. 

This  addition  of  heart  work  is  being  made 
to  the  Tuberculosis  program,  according  to  Dr. 
N.  O.  Pearce,  president  of  the  group,  because  of 
the  seriousness  of  the  heart  situation.  It  does 
not  mean  that  the  relentless  tuberculosis  cam- 
paign will  be  let  up  in  the  slightest  degree. 

It  has  been  found,  Dr.  Pearce  stated,  that  a 
great  many  cases  of  heart  trouble  are  discovered 
every  year  during  the  course  of  examinations 
for  tuberculosis.  In  most  cases  the  person  ex- 


amined is  entirely  unaware  that  he  has  tubercu- 
losis. 

Thus,  it  is  believed  that  a program  which  in- 
cludes both  heart  and  tuberculosis  work  will  be 
twice  as  valuable.  Dr.  Pearce  also  stated  that 
the  majority  of  “repeaters”  at  tuberculosis  sana- 
toria and  general  hospitals  are  tuberculosis  or 
cardiac  patients. 

The  tuberculosis  death  rate  has  been  cut  in 
half,  but  even  now  a Minneapolis  person  dies 
every  30  hours  of  the  disease.  The  dath  rate  is 
the  highest  among  young  persons  of  15-24  years, 
and  among  working  people  of  25-45. 

Many  of  the  facilities  in  the  tuberculosis  pro- 
gram will  be  put  to  double  use  with  the  addi- 
tional heart  work,  Dr.  Pearce  said.  The  Board- 
ing Club  will  house  heart  patients,  as  well  as  ex- 
tuberculous  patients,  in  order  that  they  may  not 
over-tax  already  damaged  hearts.  Special  edu- 
cation will  also  be  carried  on  to  teach  the  heart 
patient  how  to  take  care  of  himself. 

Christmas  Seal  funds  will  continue  to  pay  for 
free  clinics,  a tuberculosis  nurse  to  visit  the 
homes,  re-education  of  the  ex-tuberculous,  and 
continuous  health  education  for  children  and 
adults. 
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INFLUENZA 

This  year  influenza  has  started  out  as  badly 
as  it  did  last  year  and  in  some  places  it  is  raging 
and  is  recognized  in  epidemic  form,  at  least  that 
is  the  report  from  the  far  West.  The  same  is 
true,  evidently,  in  many  parts  of  Minnesota.  But 
fortunately  the  people  are  optimistic  enough  to 
call  it  a bad  cold  and  let  it  go  at  that,  not  digni- 
fying it  by  calling  it  influenza,  of  which  it  is 
obviously  the  outcome. 

The  simplest  and  safest  remedy  in  our  opinion 
is  to  go  to  bed  when  you  have  a cold  in  your 
nose  or  an  intestinal  influenza.  In  that  way  the 
attack  is  apparently  shortened,  although  no  one 
can  vouch  for  what  will  follow.  And  by  using  a 
simple  drug,  a drug  that  has  been  used  for  twelve 
hundred  years  in  China,  which  has  the  faculty 
of  reducing  the  swelling  of  the  mucous  mem- 
branes, the  patient  can  be  made  more  comfort- 
able when  suffering  from  a cold  in  the  head. 
As  stated  before,  although  it  is  not  a new  drug 
it  is  new  in  this  use  for  it  and  should  not  be 
used  too  freely  even  though  the  results  are  pleas- 
ing. 

We  do  not  know  aything  about  the  diet  of  pa- 
tients suffering  with  influenza,  but  we  feel  that 
a safe  rule  to  follow  is  to  eat  what  agrees  with 
one  and  what  one  wants.  (The  editor  is  trying 
this  out  himself  but  cannot  report  results  until 
later.) 


THE  ROAD  TO  CRIME 

There  are  many  books  published  now,  more 
than  there  have  been  for  years,  on  mystery 
stories  dealing  with  crimes  and  criminals.  Some 
are  very  ingenious  and  others  are  entirely  un- 
interesting. 'fhe  idea  of  writing  them  occurred 
to  one  publisher  to  cut  out  the  sex  stories  that 
are  so  much  in  evidence.  It  is  rather  inspiring, 
or  at  least  interesting,  to  read  a story  with  a 
real  plot.  We  have  very  few  nowadays.  Most 
of  them  are  plotless.  But  crime  goes  on  and 
will  continue  so  for  the  rest  of  the  world’s  time, 
in  one  form  or  another. 

The  punishment  meted  out  to  children  for 
crimes  committed  by  them  is  not  educational  but 
is  simply  in  the  form  of  imprisonment  or  per- 
secution. Sometimes  they  are  sent  to  reforma- 
tories and  other  institutions  where  they  are  care- 
fully handled  and  in  some  instances  such  juve- 
nile criminals  will  come  out  very  much  better 
and  with  different  ideas.  But  a large  number 
of  them,  the  majority  in  our  judgment,  are  so 
constituted  as  to  be  full  of  crime.  It  is  a part 
of  their  physical  and  mental  make-up.  And  the 
idea  that  these  children  should  be  constantly  per- 
secuted instead  of  being  placed  in  institutions 
where  they  can  be  looked  after  in  an  under- 
standing way  is  distasteful  to  the  editor.  Of 
course,  we  are  forced  to  admit  that  the  average 
juvenile  criminal  is  or  becomes  a constant  crimi- 
nal, although  he  may  reform  under  favorable 
conditions  and  in  certain  instances.  But  as  a 
rule  he  does  not  reform.  He  is  physically  and 
mentally  out  of  tune  with  the  world.  Naturally, 
some  are  made  constant  criminals  by  their  con- 
stant association  with  men  and  women  of  that 
type,  and  they  develop  into  the  adult  criminal. 
But  it  has  been  our  observation  that  the  average 
juvenile  criminal  cannot  reform  long  enough 
to  suit  the  people. 

Sometimes  a man  becomes  a criminal  through 
his  interest  in  stocks,  the  buying  or  selling  of 
stocks.  He  knows  nothing  about  the  business, 
but  he  risks  his  money  in  the  hope  of  making  a 
fortune;  he  suffers  losses,  and  in  order  to  over- 
come them  he  appropriates  moneys  not  belong- 
ing to  him,  and  then  his  criminal  career  begins. 
He  is  a marked  man,  and  he  feels  that  he  can- 
not “come  back”  once  he  has  been  found  guilty 
and  the  story  of  his  embezzlement  has  become 
widely  known. 

At  times  there  is  a large  amount  of  injustice 
to  the  man,  woman  or  child  coming  under  the 
jurisdiction  of  the  law.  One  of  the  most  fla- 
grant cases  on  record,  in  our  opinion,  is  the  oil 
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scandal  started  during  Harding’s  administration. 
See  what  that  has  turned  out  to  be,- — persecu- 
tion of  one  or  two  people.  A poor,  decrepit  old 
man  who  has  to  be  wheeled  around  in  a chair 
finally  has  a trial  and  after  a good  deal  of  talk 
on  the  part  of  a so-called  justice  he  is  convicted 
and  sentenced  to  a prison  term  of  one  year  and 
fined  a hundred  thousand  dollars.  Who  profits 
by  his  imprisonment?  Consider,  too,  the  case 
of  Doheny,  his  former  associate,  on  whom  the 
Government  will  try  to  fix  the  giving  to  Fall 
of  a hundred  thousand  dollars ; likely  as  not  the 
poor  man  needed  the  money. 

The  crimes  coming  under  consideration  in 
our  own  courts,  the  conciliation  or  district 
courts,  are  full  of  all  sorts  of  measures  for  and 
against  the  criminal.  Yet  someone  is  ready  to 
mete  out  punishment  to  the  wrongdoer  and 
takes  great  joy  in  that  act.  It  is  probably  nec- 
essary, but  it  would  seem  to  the  editor  that  the 
majority  of  people  are  not  reformed  bv  undue 
punishment.  I say  majority  because  the  papers 
are  not  filled  with  reformation  cases  but  deal 
with  people  who  are  sent  to  penitentiaries  and 
finally  pardoned  before  they  have  served  their 
terms.,  We  have  a case  in  Minneapolis  of  a 
man,  a physician,  who  has  practiced  in  three 
states  and  for  many  years  without  controversy 
or  question.  Then  he  comes  up  against  the  Law 
of  Minnesota,  the  Basic  Science  Law,  and  is 
unable  to  pass  it  because  he  is  unable  to  meet 
its  requirements.  Then  the  system  of  persecu- 
tion begins.  He  is  arrested  for  violating  the 
reciprocity  act  between  Wisconsin  and  Minne- 
sota. 4 he  Court  cares  nothing  about  the  good 
he  has  done.  And  if  this  doctor  had  taken  his 
case  into  court  and  followed  it  by  showing  how 
he  had  by  the  use  of  a specially  designed  in- 
strument eradicated  all  signs  of  disease  in  the 
patients  treated  by  him,  in  spite  of  the  deforma- 
tion caused,  the  jury  would  probably  have  given 
him  three  cheers.  Many  cases  of  cancer,  that 
are  recognized  as  cancer,  yield  to  his  methods 
when  no  surgeon  of  repute  will  undertake  their 
treatment.  The  means-  used  are  radical,  it  is 
true,  but  the  disease  treated  is  radical.  He 
plunges  in  and  boldly  removes  all  diseased  tissue, 
and  the  patient  is  comfortable  for  from  two  to 
five  years.  He  prolongs  life  that  long.  He 
never  promises  to  cure,  but  in  spite  of  that  the 
people  who  are  so  utterly  and  disagreeably  de- 
formed by  the  disease  want  the  diseased  tissue 
removed  and  he  is  able  to  do  it,  and  the  results 
are  surprisingly  good.  A woman  or  a man  comes 
in  with  a large  and  growing  cancer  of  the  face, 
one  of  the  most  deforming  things  that  can  pos- 


sibly be  imagined.  Yet  with  a few  strokes  of 
a heated  platinum  knife  this  man  removes  the 
whole  mass,  and  when  properly  healed  the  pa- 
tient is  later  fitted  with  a mask  or  other  appli- 
ance to  create  a normal  appearance,  with  the  re- 
sult that  these  patients  are  then  willing  to  go 
out  among  their  friends,  knowing  their  deform- 
ity has  been  removed  and  their  features  prac- 
tically restored  to  normal,  to  outward  appear- 
ance at  least.  Yet  in  spite  of  all  this  he  is  de- 
clared a culprit  by  the  Court  and  sentenced  to 
pay  a fine. 

“EVERYBODY’S  BUSINESS” 

There  is  a column  running  in  the  Minneapolis 
Tribune  and  syndicated  by  other  papers  called 
“Everybody’s  Business,”  and  it  really  ought  to 
be  everybody’s  business  to  read  the  column 
every  day  because  it  contains  some  very  inter- 
esting matter,  good  stuff ; good  stuff  because  it 
costs  $250,000  a year,  syndicated.  It  was  gotten 
up  by  men  who  knew  what  they  were  about. 
At  all  events  there  is  occasionally  something 
that  attracts  the  attention  of  the  doctor,  the  mer- 
chant, the  mechanic,  or  the  laboring  man.  For 
instance,  it  tells  about  the  collar  industry.  It 
was  devised  by  a woman  who  evidently  had  a 
brain.  She  was  tired  of  washing  her  husband’s 
fifteen  ruffled  collars  attached  to  his  shirt.  She 
noticed  that  the  shirts  had  not  needed  launder- 
ing as  often  as  the  collars  so  she  cut  off  the 
collar  and  attached  a tape  to  either  end  and  then 
hemmed  the  edges.  Likewise  she  hemmed  the 
edges  of  the  shirt  band  and  then,  full  of  thrift, 
she  made  extra  collars  to  her  husband’s  shirts 
so  he  could  wear  two  or  three  with  one  shirt. 
Thus  he  was  delighted,  and  she  was  spared  un- 
necessary work.  This  was  the  first  detached 
collar  that  had  been  known  to  be  produced  and 
the  woman  who  produced  it,  a Mrs.  Montague, 
knowing  it,  found  that  she  was  ushered  into  a 
big  business. 

Now  that  is  a simple  thing,  perhaps,  in  some 
people’s  estimation,  but  it  is  a remarkable  dis- 
covery for  if  you  can  remember  back  far  enough 
to  recall  when  a man  wore  his  shirts  and 
collars  attached  you  will  realize  how  much  more 
comfortable  we  men  of  the  present  are  than  the 
men  of  the  past.  Troy  maintains  his  leadership 
ini  the  collar  industry  and  no  doubt  they  turn 
out  millions  of  shirts  and  collars  each  and  every 
year,  yet  it  all  came  out  of  a woman’s  head, 
a woman  who  used  her  head,  as  she  usually  does ; 
and  such  a woman  makes  us  men  laughing  stocks 
to  the  community  when  we  fail  to  invent  some- 
thing that  may  be  of  use  to  the  human  race. 
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The  editor  has  no  doubt  that  the  woman  who 
is  in  medicine  must  have  a fertile  mind  as  to 
what  might  be  of  good  service  to  the  doctors, 
yet  he  cannot  recall  one  instance  of  a woman 
inventing  a surgical  instrument.  Perhaps  it  is 
because  the  women  in  medicine  are  more  apt 
to  go  into  obstetrics  and  gynecology,  or,  as  we 
see  it  out  here,  simply  treating  women’s  dis- 
eases, that  nothing  of  that  kind  has  been  invented 
by  women  in  medicine. 

If  an  instrument  could  be  devised  that  would 
be  of  assistance  in  treating  mental  and  nervous 
diseases,  outside  of  the  hypodermic  syringe,  it 
would  be  of  inestimable  value,  but  we  find  the 
most  useful  treatment  for  mental  or  nervous 
conditions  is  talking  to  the  patients,  gaining  their 
confidence  and  explaining  their  troubles,  wor- 
ries, and  fears  to  them.  So  if  some  instrument 
could  be  devised  for  doing  this  it  would  be 
worth  while.  While  on  this  subject  we  would 
like  to  remark  that  a great  many  people  are  de- 
pressed and  their  depression  is  not  recognized 
by  their  doctors  because  under  a little  stimulus 
they  are  less  depressed  than  usual.  But  if  a 
man  sits  down  and  carries  on  a regular  con- 
versation with  them  in  a confidential  manner 
and  explains  to  the  waiting  patient  the  ins  and 
outs  of  what  the  condition  has  been  caused  bv 
and  how  it  originated,  most  of  the  patients  get 
a great  deal  of  satisfaction  out  of  it,  and  have 
a better  understanding  of  how  to  help  them- 
selves in  getting  back  to  normalcy.  We  pre- 
sume the  same  thing  applies  to  other  forms  of 
illness.  But  we  do  not  approve  of  the  surgeon 
operating  on  the  nervous  patient  who  does  not 
require  operation  at  all  but  who  is  operated  on 
because  the  surgeon  can  find  no  other  cause  for 
their  nervousness  and  he  goes  on  thinking  he  is 
a fine  fellow,  even  though  he  has  not  cured 
them  of  their  fears  by  performing  an  operation 
on  them.  The  majority  of  these  patients  go 
back  to  their  fear  state  again.  They  get  over 
it  only  when  their  troubles  have  been  carefully 
and  seriously  gone  over  and  intelligently  dis- 
cussed and  they  are  perhaps  put  to  bed  for  a 
time  and  rested,  if  they  have  been  sleepless  for 
many  nights.  They  are  encouraged  and  taught 
to  consider  their  so-called  troubles  in  a different 
light,  and  these  troubles  fade  away.  Of  course 
this  does  not  require  a special  instrument  but 
a “talkie”  doctor  who  knows  how  to  talk. 

The  editor  supposes  every  man  has  a scheme 
in  mind  to  make  his  fortune  out  of  because  he 
knows  it  may  be  made  by  the  invention  of  some 
simple  contrivance,  some  little  device  that  may 
be  of  use  to  the  laborer,  the  manufacturer,  or 


the  skilled  mechanic.  We  suppose  the  man  who 
first  thought  of  using  buttons  and  buttonholes 
reaped  a fortune  through  his  applying  it  to 
clothing — a very  simple  thing,  but  something 
sensible  and  useful. 

THE  MINNESOTA-WISCONSIN 
FOOTBALL  GAME 

This  last  affair  in  modern  football  tactics  oc- 
curred on  Saturday,  November  twenty-third,  at 
Northrup  Field,  and  in  spite  of  the  cold  and  the 
snow  the  Gophers  won  the  game  but  by  a close 
score  of  13-12.  People  sat  there  for  two  or 
three  hours  and  shivered,  chilled  through  but 
good  sports  and  interested  enough  to  stay  on. 

This  sort  of  exercise  has  come  to  be  one  of 
the  most  important  in  its  line.  And  probably 
a good  many  of  the  doctors  that  are  practicing 
throughout  the  state  have  been  in  previous 
years,  during  their1  University  years,  members 
of  a football  squad  and  they  will  do  anything 
they  can  to  promote  the  sport. 

The  fervor  for  football  must  be  almost  a neu- 
rosis when  54,000  people  will  remain  seated  in 
a stadium  on  a cold,  raw,  windy  day  to  watch 
one  man  gain  one  point  over  his  opponent.  Of 
course  the  thing  that  appeals  to  the  spectator  is 
the  spirit  of  the  combat.  Those  who  go  to  watch 
a football  game  go  prepared  for  the  cold,  they 
are  warmly  dressed  and  generously  supplied 
with  rugs  and  blankets  and  other  equipment  to 
provide  warmth. 

The  editor  is  thankful  he  is  not  a member  of 
a football  team.  The  spirit  of  combat  is  not  in 
him,  and  he  dislikes  very  much  to  think  he  might 
get  kicked  in  the  face  in  spite  of  the  protection 
offered.  But  it  is  one  of  the  sports  of  the  times. 
How  long  it  will  remain  a favorite  no  one  knows. 
England  has  played  cricket  and  hockey  for  many 
years,  but  they  play  more  deliberately  and  with 
more  skill  because  they  protect  their  players  to 
a greater  extent  than  we  do  ours. 

The  American  people  love  combat  in  any 
form.  According  to  one  of  the  papers  a man 
is  kicked  on  his  knee  by  a man  who  has  spiked 
shoes  on,  and  he  is,  of  course,  out  of  the  game. 
But  no  one  cares  anything  about  that  nor  thinks 
much  of  it  except  the  injured  member  of  the 
team  and  his  immediate  family.  In  the  end 
what  does  it  do?  It  lowers  the  tension  of  the 
man’s  heart,  and  if  he  has  a heart  disease  it 
makes  it  a very  dangerous  procedure  to  enter 
into  the  activities  of  football.  But  we  realize 
that  our  feeble  opposition  to  this  thing  will  do 
no  good.  They  will  go  on  playing  the  game, 
kicking  one  another,  and  throwing  one  another 
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out.  That  seems  to  be  the  spirit  of  these  bois- 
terous, games. 

Baseball  has  its  moments  of  intense  excite- 
ment and  of  course  the  ball  may  go  wild  and 
strike  some  spectator  or  player,  or  the  man  with 
the  bat  may  lose  his  club  and  injure  someone — 
but  no  one  cares  about  that ; it  is  considered  fun, 
or  so  they  think  it  is. 

The  editor  thinks  he  may  venture  to  say  that 
men  who  have  been  football  enthusiasts  do  not 
grow  very  old.  Most  any  organization  that  has  an 
interest  in  these  games  should  have  their  players 
very  carefully  examined  from  time  to  time,  but 
they  miss  it  some  times.  We  recall  examining 
one  of  our  football  players  some  twenty-five 
years  ago  and  that  we  found  he  had  a bad, 
weak  muscle  in  his  heart.  That  man  should 
have  been  taken  out  of  the  game  and  off  the 
field  and  deprived  of  further  participation  in 
such  soirees.  But  such  a man  will  get  into  it 
again  and  the  game  will  go  on.  So  he  is  wel- 
come to  it.  And  we  suppose  if  they  can  at- 
tract a hundred-and-fifty-thousand-dollar  game 
they  are  doing  the  University  which  they  attend 
a vast  amount  of  good  in  promoting  other  sports, 
for  all  money  so  collected  goes  into  the  sports 
fund  of  the  University  and  not  to  the  individual 
player  or  players. 


NEWS  ITEMS 


Dr.  Frisbie,  of  Dunnell,  Minn.,  is  now  lo- 
cated at  St.  Peter. 

Dr.  F.  J.  Roberts  has  moved  from  Cando,  N. 
D.,  to  Hot  Springs,  S.  D. 

Dr.  E.  A.  McIntyre,  of  Virginia,  Minn.,  is 
now  located  at  Burns,  Oregon. 

Dr.  C.  I.  Rollefson  is  now  at  Crosby,  N.  D. 
He  was  formerly  at  Souris,  N.  D. 

Dr.  S.  H.  Stuurmans,  formerly  of  Hull,  Iowa, 
is  now  practicing  at  Erskine,  Minn. 

Dr.  O.  M.  Felland  and  family,  of  Bovey, 
Minn.,  are  now  located  at  Colfax,  Wis. 

Drs.  H.  J.  McKenna  and  R.  F.  McKenna 
have  opened  offices  at  Anaconda,  Mont. 

Dr.  E.  V.  Strand  has  taken  over  the  practice 
of  Dr.  C.  H.  Sherman  at  Bayport,  Minn. 

Dr.  David  O.  Berge,  of  Warren,  Minn.,  was 
married  recently  to  Miss  Beatrice  Jones,  of  Ada. 

Dr.  G.  S.  Carpenter,  formerly  of  Pingree,  N. 
D.,  is  now  with  the  State  Hospital  at  Jamestown, 
N.  D. 


Dr.  C.  H.  Sherman,  of  Bayport,  Minn.,  is  in 
Philadelphia,  where  he  is  taking  a basic  course 
in  surgery. 

Dr.  H.  H.  Judd,  at  one  time  practicing  phy- 
sician in  Bozeman,  Mont.,  died  recently  in  Stock- 
ton,  Calif. 

Dr.  Robt.  G.  Aysta,  of  Virginia,  Minn.,  was 
married  on  November  9 to  Miss  Sadie  Olson, 
also  of  Virginia. 

Plans  are  being  laid  for  the  construction  of 
the  first  unit  of  the  new  Bethesda  Hospital  to 
be  built  in  St.  Paul. 

Dr.  E.  Klaveness,  coroner  of  Wright  Coun- 
ty, Minn.,  has  moved  from  Monticello,  Minn., 
to  the  Lowry  Medical  Arts  Bldg.,  St.  Paul. 

Dr.  D.  F.  Royer,  of  Orange,  Calif.,  died  Oc- 
tober 28.  Dr.  Royer  was  the  first  physician  in 
Alpena,  S.  D.,  beginning  his  practice  there  in 
1883. 

Dr.  McDougal,  who  has  resigned  his  position 
on  the  staff  of  the  State  Hospital  at  Fergus 
Falls,  will  be  replaced  by  Dr.  Henry  Schultz  of 
New  York. 

Dr.  C.  K.  Onsgard  died  recently  at  Halstad, 
Minn.  He  was  born  in  Spring  Grove,  Minn., 
in  1863  and  conducted  his  practice  for  some 
years  at  Rushford. 

Dr.  and  Mrs.  McCarthy,  who  have  been  con- 
nected with  the  State  Hospital  at  Fergus  Falls 
for  the  past  twelve  years  are  leaving  for  Cali- 
fornia to  spend  the  winter. 

Dr.  J.  W.  B.  Wellcome,  of  Sleepy  Eye,  was 
stricken  with  a very  severe  stroke  recently,  but 
he  is  now  on  the  road  to  recovery  however,  and 
will  soon  be  able  to  be  up  and  around. 

The  Fourteenth  Annual  Clinical  Session  of 
the  American  College  of  Physicians  will  be  held 
in  Minneapolis,  February  10  to  14,  1930,  with 
headquarters  at  the  Minneapolis  Municipal  Audi- 
torium. 

Dr.  and  Mrs.  H.  A.  Miller,  of  Fairmont, 
Minn.,  Clinic  and  Hospital,  suffered  an  accident 
in  their  automobile  recently  and  Mrs.  Miller  was 
injured  to  the  extend  of  a broken  arm  and  sev- 
eral bruises. 

A meeting  of  the  Northwest  District  Medical 
Society  was  held  recently  at  Minot,  N.  D.  In- 
teresting case  reports  were  read  by  the  follow- 
ing: Dr.  Devine,  Dr.  Cameron,  Dr.  Fardy,  and 
Dr.  Wheelon. 
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Dr.  Floyd  E.  Best  died  at  his  home  at  Wells, 
Minn.,  on  November  9 from  acute  leukemia. 
Dr.  Best  was  born  in  1887  at  Freeport,  Illinois, 
and  received  his  medical  education  at  North- 
western University. 

Dr.  Edward  G.  Hutterer  and  family,  of  Win- 
sted,  Minn.,  who  have  been  confined  in  Moose 
Lake  Hospital  for  some  time,  due  to  an  auto- 
mobile accident,  are  now  well  on  the  way  to  re- 
covery and  are  at  home. 

Dr.  A.  D.  Haskell,  of  Alexandria,  Minn.,  was 
the  recipient  of  a quantity  of  bird  shot,  which 
was  intended  for  a group  of  pheasants.  Noth- 
ing serious  resulted  however,  and  Dr.  Haskell 
is  again  back  on  the  job. 

Dr.  H.  E.  Landes  and  family  are  leaving 
Kenmare,  N.  D.  They  are  planning  to  spend 
a year  in  Europe  and  then  to  re-locate  in  Chi- 
cago. He  is  planning  to  make  an  intensive  study 
of  urological  surgery  while  abroad. 

Dr.  D.  E.  Nelson,  who  formerly  practiced 
medicine  in  Brainerd,  has  returned  after  an  ab- 
sence of  six  years  and  is  now  associated  with  Dr. 
Nesmith  Nelson  in  Brainerd.  He  is  limiting 
his  practice  to  eye,  ear,  nose  and  throat. 

Ninety  surgeons  of  the  North  Central  Branch 
of  the  American  Urological  Association  attended 
a clinic  November  23,  at  the  Glen  Lake  Sanitari- 
um, where  doctors  in  charge  of  the  study  stressed 
treatment  and  diagnosis  of  tuberculosis  of  the 
urinary  tract. 

The  new  appointees  to  the  State  Board  of 
Medical  Examiners  for  North  Dakota  were  an- 
nounced by  the  Governor.  They  are  as  follows : 
Dr.  George  M.  Williamson,  Grand  Forks ; Dr. 
William  F.  Sihler,  Devils  Lake ; and  Dr.  P.  G. 
Arzt,  Jamestown. 

Dr.  Norman  Balfour,  of  Grand  Forks,  N.  D., 
and  formerly  of  Hannah,  died  suddenly  October 
20.  Dr.  Balfour  was  a member  of  the  medical 
staff  at  the  Veterans’  Hospital  at  Hot  Springs, 
S..D.  He  was  born  in  Ontario  in  1882  and  re- 
ceived his  medical  education  at  Detroit. 

The  fall  meeting  of  the  Upper  Mississippi 
Medical  Society  was  held  recently  at  Long 
Prairie,  Minn.  Papers  were  read  bv  Dr.  Paul 
E.  Kenyon,  Wadena;  Dr.  W.  B.  Richards,  St. 
Cloud ; Drs.  E.  D.  Anderson,  H.  M.  N.  Wynne 
and  Rudolph  C.  Logefeil,  of  Minneapolis. 

At  the  quarterly  meeting  of  the  Black  Hills 
Medical  Society  held  recently  at  Deadwood,  S. 


D. ,  the  following  officers  were  elected  to  office: 
Dr.  J.  L.  Stewart,  Nemo,  president;  Dr.  T.  A. 
Richards,  Sturgis,  vice-president;  and  Dr.  R.  E. 
Jernstrom,  Rapid  City,  secretary-treasurer. 

Dr.  J.  A.  Davila,  of  Jacksonville,  Fla.,  will 
now  be  associated  with  Dr.  James  Doyle  at 
Rapid  City,  South  Dakota.  Dr.  Davila,  a special- 
ist in  Urology,  was  graduated  from  the  Univer- 
sity of  Porto  Rico  and  took  his  medical  work 
at  Jefferson  Medical  College  in  Philadelphia. 

Dr.  Fred  H.  Weichman,  of  Freeport,  Minn., 
and  who  for  the  past  few  months  has  been  as- 
sisting Drs.  Vogel  and  Seifert  at  New  Ulm,  has 
completed  arrangements  to  take  over  the  prac- 
tice of  Dr.  J.  W.  B.  Wellcome,  at  Sleepy  Eye. 
Dr.  Wellcome  recently  suffered  a severe  stroke. 

At  the  annual  meeting  of  the  Southwestern 
Minnesota  Medical  Society  held  recently  at 
Slayton,  Minn.,  Dr.  W.  E.  Patterson  of  West- 
brook, Minn.,  was  named  president,  Dr.  E.  W. 
Arnold,  of  Adrian,  Minn.,  vice-president,  and 

E.  W.  McKeown,  of  Pipestone,  secretary-treas- 
urer. 

Purchase  of  an  anesthesia  machine,  installa- 
tion of  a chemical  laboratory  and  employment 
of  a technician  at  St.  Olaf  Hospital  were  de- 
cisions made  at  the  annual  meeting  of  the  St. 
Olaf  Hospital  Association  recently.  The  anes- 
thetic machine  is  similar  to  the  type  used  at  the 
Mayo  Clinic. 

Dr.  J.  E.  Coulter,  who  practiced  at  Huron, 
S.  D.,  from  1895  to  1905  and  during  that  time 
was  the  only  physician  in  De  Smet,  died  re- 
cently in  Winnipeg.  He  was  a member  of  the 
staff  of  Grace  Hospital,  lecturer  and  registrar 
of  a Winnipeg  University,  and  past  president  of 
the  Winnipeg  Medical  Society. 

Officers  were  elected  by  the  Rice  County  Med- 
ical Society  at  its  annual  meeting  in  Northfield, 
Friday  evening,  as  follows:  President,  Dr.  J. 
M.  Murdoch,  Faribault ; first  vice-president,  Dr. 
Warren  Wilson,  Northfield ; second  vice-presi- 
dent, Dr.  Edwin  Backe,  Kenyon ; secretary- 
treasurer,  Dr.  C.  J.  Plonske,  Faribault.  Dr.  F. 
M.  Babcock,  of  Northfield,  was  elected  censor, 
and  Dr.  A.  M.  Hanson,  of  Faribault,  delegate 
to  the  state  convention  next  May,  with  Dr.  F. 
J.  Lexa,  of  Lonsdale,  as  alternate.  Dr.  E.  M. 
Hammes,  of  St.  Paul,  gave  the  principal  address 
of  the  evening. 
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Exercising  Machine  for  Sale 

Exercising  machine  never  been  used  will  be  sold 
for  half  of  list  price.  Address  669,  care  of  this  office. 

Tice’s  Medicine  for  Sale 

Tice’s  Loose  Leaf  Medicine  in  ten  volumes  and 
four  volumes  of  abstracts.  Address  666,  care  of  this 
office. 

Physician  Wanted 

Wanted  single  doctor,  recent  graduate,  to  do  con- 
tract practice.  Good  salary.  Address  673,  care  of 
this  office. 

Secretarial  Position  Wanted 

By  an  experienced  medical  stenographer  and 
secretary.  A-l  references.  Willing  to  start  with 
very  moderate  salary.  Address  667,  care  of  this  of- 
fice. 

Work  Wanted 

By  a physician  who  has  had  the  following  ex- 
perience: one  year  in  general  surgery,  three  years  in 
obstetrics  and  gynecology.  Address  675,  care  of 
this  office. 

Ultraviolet  Ray  Lamps  for  Sale 

Three  Ultraviolet  Ray  Lamps,  one  Infra-Red 
Lamp.  All  brand  new  and  will  be  sold  at  half  price. 
Description  and  prices  can  be  had  by  addressing  668, 
care  of  this  office. 

Office  Equipment  for  Sale 

Doctor’s  complete  office  equipment:  mahogany 
desk,  McCaskey  filing  cabinet,  bookcase,  chairs,  and 
instruments.  Price  very  reasonable.  Call  Emerson 
2273,  St.  Paul,  or  write  659,  care  of  this  office. 


Physician  Wanted 

For  North  Dakota  town  of  thousand  inhabitants. 
Large  unopposed  territory,  and  cash  income  from 
eight  to  ten  thousand  dollars  per  annum.  Good 
roads  and  hospital  facilities.  Address  674,  care  of 
this  office. 

Position  Wanted  as  Office  Assistant 

Position  wanted  in  office  of  either  doctor  or  den- 
tist in  Minnesota.  Have  had  three  and  one-half  years 
experience  and  am  thoroughly  acquainted  with  Vio- 
let-Ray and  Tabulator.  Moderate  salary  will  be  con- 
sidered. Address  670,  care  of  this  office. 

Physician  Wanted 

Unusual  opportunity  for  a young  physician  to  step 
into  established  Minneapolis  outskirt  practice  of  phy- 
cian  who  is  retiring  because  of  extreme  illness. 
Would  be  associated  with  ethical  established  dentist. 
This  opening  has  just  occurred.  Address  672,  care 
of  this  office. 

Professional  and  Technical  Secretarial  Service 

Miss  Crever  after  several  years  experience  in 
medical  secretarial  work  is  now  offering  service  in 
preparation  of  technical  papers,  editing  of  profes- 
sional papers,  proof-reading,  correspondence  and 
secretarial  work.  Address  or  call  on  Miss  Crever, 
816  Medical  Arts  Bldg.,  Ge.  3182,  Minneapolis. 

Therapy  Equipment  for  Sale 

As  I have  purchased  all  the  equipment  belonging 
to  the  Swett  Hospital  I am  overstocked  with  physi- 
otherapy equipment  having  many  of  the  same  units 
of  my  own  before  buying  this.  I will  sell  at  a real 
price  one  Morse  Wave  Generator,  one  Alpine  air- 
cooled Hanovia  lamp  and  one  Fischer  diathermia 
machine.  These  must  go  as  I have  no  need  for 
them.  These  units  are  nearly  new  and  in  first-class 
condition.  Will  give  prices  upon  request.  Address 
Dr.  R.  P.  Frink,  Wagner,  S.  D. 
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WORKMEN’S  COMPENSATION* 

By  Honorable  Herbert  E.  Hitchcock 

MITCHELL,  SOUTH  DAKOTA 


Mr.  President,  Gentlemen  and  Ladies : For 
the  last  few  years  since  Volstead  came  into  ex- 
istence, I have  always  kept  away  from  medical 
associations.  I used  to  attend  them  regularly  and 
used  to  enjoy  myself  thoroughly,  but  since  so 
many  amendments  to  the  Constitution  have  been 
in  vogue,  it  has  been  a rather  dry  question. 

The  subject  about  which  I am  going  to  talk 
for  a little  while  is  a dry  question.  It  is  the 
Workmen’s  Compensation  Law.  Every  doctor  in 
the  state  of  South  Dakota  should  be  thoroughly 
conversant  with  that  law,  because  in  a good  many 
instances  it  will  assist  his  clients  or  patients  with- 
out any  trouble  to  himself. 

Legislation  in  regard  to  Workmen’s  Compen- 
sation rests  upon  the  idea  of  status,  not  upon 
that  of  implied  contract,  that  is,  upon  the  con- 
ception that  the  injured  workman  is  entitled  to 
compensation  for  an  injury  sustained  in  the  ser- 
vice of  an  industry  to  whose  operations  he  con- 
tributes his  work,  as  the  owner  contributes  his 
capital ; the  one  for  the  sake  of  the  wages  and 
the  other  for  the  sake  of  the  profits.  The  lia- 
bility is  based  not  upon  any  act  or  omission  of 
the  employer,  but  upon  the  existence  of  the  re- 
lationship which  the  two  bear  to  each  other  in 
connection  with  the  industry. 

This  legislation  seeks  to  and  does  secure  a 
reasonable  and  moderate  compensation  for  work- 
men sustaining  accidental  injuries  or  death,  as  a 
substitute  for  the  haphazard  and  occasional  re- 

‘Presented  at  the  Forty-eighth  Annual  Session  of  the 
South  Dakota  State  Medical  Association,  held  at  Mitchell, 
S.  D.,  May  7-9,  1929. 


covery  of  an  extravagant  or  inadequate  sum  by 
a fortunate  or  unfortunate  litigant. 

Heretofore,  if  an  employee  had  been  injured 
or  killed  in  any  employment  in  which  he  was 
engaged  he  or  those  representing  him  or  depend- 
ent upon  him  could  recover  for  such  injury  or 
death  only  when  the  same  could  be  attributed  to 
the  negligence  of  the  employer.  Experience  has 
shown  that  such  conditions  were  unsatisfactory, 
and  results  arising  from  such  litigation  often 
worked  great  injustice  to  one  or  both  parties. 
From  these  conditions  has  been  evolved  legisla- 
tion upon  the  theory  that  the  industry  which  oc- 
casioned such  injuries,  should  as  a part  of  the 
cost  of  production  bear  the  burden  by  compensa- 
tion for  the  same. 

And  it  is  with  this  view,  that  the  Workmen’s 
Compensation  Laws  are  enacted  that  they  would 
evade  the  delays  and  much  of  the  technical 
formal  procedure  incident  to  trials  before  courts, 
and  to  establish  a more  simple,  speedy  and  sum- 
mary method  of  adjustment  of  such  questions 
between  the  employer  and  employee. 

It  is  known  that  forty  per  cent  of  industrial 
accidents  are  not  the  fault  of  either  the  employer 
or  the  employee,  and  that  thirty  per  cent  are 
caused  by  fault  of  the  employee,  therefore,  that 
seventy  per  cent  of  the  accidents  formerly  un- 
relieved are  covered  by  these  laws. 

For  the  employer  it  has  eliminated  to  a large 
degree  the  ambulance  chaser  and  the  medical  ex- 
pert on  hidden  strains,  nervous  disorders,  shock 
and  permanent  injuries  to  systems  wholly  of 
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guess,  and  has  developed  a greater  responsibility 
for  the  safety  of  employees  and  has  created  a 
better  feeling  and  closer  contact,  and  for  the 
employee  of  the  wasteful  litigation,  exhaustion 
of  time  and  the  division  of  fifty-fifty  with  the 
lawyers,  who  at  no  time  have  been  hurt. 

The  first  Workmen’s  Compensation  Law  was 
enacted  in  Germany  in  1884,  in  England  in  1906, 
and  by  1911  practically  every  European  country 
had  similar  laws. 

The  state  of  Washington  followed  in  1911, 
and  there  are  now  thirty-three  states  with  this 
law  in  force.  The  South  Dakota  Law  was 
passed  in  1917,  amended  slightly  in  1919,  1921, 
1925,  1927  and  1929. 

Our  statute  has  been  attacked  on  constitu- 
tional grounds,  but  has  stood  the  test,  and  as 
one  of  our  supreme  court  judges  has  said  in  a 
decision : 

“The  idea  of  Workmen’s  Compensation  has 
long  since  ceased  to  be  a mere  humanitarian 
theory  and  has  achieved  the  dignity  and  sanc- 
tion of  law.” 

We,  of  course,  must  distinguish  between  the 
employer  and  employee  engaged  in  interstate 
work. 

The  power  of  Congress  to  regulate  commerce 
between  the  states  is  supreme  and  plenary  under 
the  Constitution,  and  the  only  reservation  the 
states  can  use  is  one  not  opposed  to  acts  of 
Congress.  No  state  can  impose  a direct  burden 
on  interstate  commerce. 

Congress  has  covered  the  railroad  question 
under  its  Employer’s  Liability  Act. 

The  Employer’s  Liability  Act  differs  from  the 
Workmen’s  Compensation  Act  in  this : 

That  the  Federal  law  is  operative  only  when 
it  is  made  to  appear  that  the  employer  company 
is  guilty  of  negligence ; the  workmen’s  act 
authorizes  compensation  for  all  those  injuries 
incident  to  the  employment. 

The  Federal  law  insists  that  where  there  is 
no  negligence,  there  shall  be  no  recovery,  and 
in  these  cases  it  is  paramount  and  exclusive. 

Although  as  to  motor  vehicles,  aero-vehicles 
and  shipping,  it  has  been  held  that  the  state  has 
the  right  to  impose  the  Workmen’s  Act  upon 
the  parties. 

The  main  duty  of  the  Workmen’s  Compen- 
sation Act  is  that  it  realizes  the  fundamental 
idea  that  a man  who  is  engaged  in  industry  and 
furnishes  labor  against  the  capital  of  the  em- 
ployer is  entitled,  if  he  is  hurt,  to  receive  a com- 
pensation, not  damages  at  all,  for  the  time  that 
he  loses  as  the  employer  can  go  ahead  and  em- 


ploy somebody  else  and  take  care  of  his  profits, 
but  the  employee  must  rely  on  the  labor  of  his 
hands  or  of  his  brain  to  secure  his  compensa- 
tion for  his  wife  and  children. 

I am  going  to  be  as  brief  as  possible  because 
I understand  on  all  these  conventions  the  last 
day  is  the  worst ; that  is,  it  may  be  the  worst 
but  it  also  may  be  the  best.  Everybody  is  anx- 
ious to  go  away. 

The  Workmen’s  Compensation  Law  is  simple, 
with  the  exception  of  just  how  much  the  em- 
ployee can  collect.  Of  course,  the  act  is  first 
under  the  charge  of  the  industrial  commissioner 
who  is  appointed  by  the  governor,  and  he  has 
charge  of  the  working  of  this  law  throughout 
the  state.  The  employer  may  either  insure 
against  the  loss,  or  he  may  take  it  upon  himself 
to  furnish  surety  with  the  industrial  commis- 
sioner, or  he  may  satisfy  the  industrial  com- 
missioner that  he  is  able  to  pay  the  loss,  and 
then  escape  from  paying  the  premiums  on  the 
insurance.  But  it  is  common  practice,  and  it 
is  a common  custom  and  the  best  custom,  for 
an  employer  of  labor  to  buy  insurance.  Then 
all  he  has  to  do  in  case  of  accident  is  to  look 
to  the  insurance  company  and  let  them  take 
care  of  the  trouble. 

The  law  says  that  every  employer  of  labor, 
with  the  exception  of  the  farmer  or  a man  w’ho 
employs  occasional  labor,  is  under  the  Work- 
men’s Compensation  Law,  but  any  farmer  or 
anyone  employing  a man  by  the  day  may  come 
under  that  by  filing  a bond  and  informing  the 
industrial  commission,  and  a good  many  people 
who  employ  only  one  man  go  under  the  Work- 
men’s Compensation  Law  for  the  reason  that  it 
relieves  them  of  all  trouble  hereafter.  You  know 
in  a good  many  instances  where  a man  employs 
moref  than  one,  the  fellow  servants  are  apt  to 
cause  trouble ; that  is,  cause  accidents.  LTnder 
the  Workmen’s  Compensation  Law  this  is 
avoided. 

The  law  says : “The  rights  and  remedies  here- 
in granted  to  an  employee  subject  to  this  article, 
on  account  of  personal  injury  or  death  by  as- 
cident  arising  out  of  and  in  the  course  of  em- 
ployment, shall  exclude  all  other  rights  and 
remedies  of  such  employee,  his  personal  repre- 
sentatives, dependents  or  next  of  kin,  on  account 
of  such  injury  or  death.” 

Therein  lies  the  strength  to  the  employer.  As 
I said  before,  when  this  law  started  in  1911  in 
this  country,  the  employers  fought  these  laws 
to  the  death.  They  went  through  the  Supreme 
Court  of  the  United  States,  not  really  under- 
standing that  in  the  final  analysis  it  was  really 
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to  their  benefit  and  not  to  the  benefit  of  the  em- 
ployee, although  the  employee  in  all  union  labor 
of  all  kinds  has  pushed  this  law  through  to  a 
finish.  At  the  same  time,  I know  of  no  em- 
ployer in  the  state  of  South  Dakota  who  has 
not  availed  himself  of  this  law. 

It  says  here : “No  compensation  shall  be  al- 
lowed for  any  injury  or  death  due  to  the  em- 
ployee’s wilful  misconduct,  including  intentional 
self-inflicted  injury,  intoxication,  and  wilful 
failure  or  refusal  to  use  a safety  appliance  fur- 
nished by  the  employer,  or  perform  a duty  re- 
quired by  statute;  provided,  that  the  burden  of 
proof  under  this  section  shall  be  on  the  defend- 
ant employer.” 

In  other  words,  it  doesn’t  make  any  difference 
what  happens  to  the  employee,  he  is  entitled  to 
compensation  if  the  employer  does  not  prove, 
beyond  a reasonable  doubt,  that  he  was  not  en- 
titied  to  it  on  account  of  being  intoxicated  or 
refusing  to  use  safety  appliances. 

This  is  what  happens  to  the  employer  when 
he  doesn’t  come  under  this  law : “No  employer, 
who  elects  not  to  operate  under  this  article,  shall, 
in  any  action  at  law  by  an  employee  electing  to 
operate  under  this  article,  to  recover  damages 
for  personal  injury  or  death  by  accident,  be 
permitted  to  defend  such  action  upon  any  of  the 
following  grounds : 

“1.  That  the  employee  was  negligent ; 

“2.  That  the  injury  was  caused  by  the  negli- 
gence of  a fellow  employee ; or, 

“3.  That  the  employee  had  assumed  the  risk 
of  injury.” 

Those  were  the  old  common  law  defenses  to 
all  questions  brought  up  or  any  suit  that  was 
ever  brought  by  an  employee  for  damages 
against  his  employer.  Now,  if  the  employer 
does  not  come  under  the  Workmen’s  Compen- 
sation Law,  he  cannot  bring  in  any  of  those 
four  questions  and  that  makes  it  almost  impos- 
sible for  an  employer  to  defend  suit  at  law  with- 
out bringing  in  those  four  main  questions.  Un- 
der the  Federal  Employer’s  Liability  Act,  those 
questions  can  be  brought  out,  and  it  is  therefore 
altogether  different  from  the  Workmen’s  Com- 
pensation Law. 

“In  any  action  to  recover  damages  for  per- 
sonal injury  or  death,  brought  by  any  employee 
who  elects  not  to  operate  under  this  article, 
against  any  employer  accepting  the  compensa- 
tion provisions  of  this  article,  the  employer  may 
avail  himself  of  the  defenses  of  contributory 
negligence,  negligence  of  a fellow  servant  and 
assumption  of  risk,  and  such  other  defenses  as 
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would  be  available  in  such  actions  in  absence  of 
this  article.” 

In  other  words,  if  the  employee  does  not  want 
to  come  under  it,  the  employer  may  bring  up  all 
these  questions  and  defend  on  any  one  or  all 
the  grounds. 

In  the  case  of  a third  party  contributing  to 
the  accident  or  being  primarily  liable  for  the  ac- 
cident, the  suit  may  be  brought  against  the  third 
party  or  against  the  employer  or  against  the  in- 
surance company,  and  the  employee  may  recover 
from  one,  but  not  from  two. 

No  contract  between  an  employer  and  an 
employee  operating  under  this  Workmen’s  Com- 
pensation Law  is  allowed  to  stand.  No  em- 
ployer can  make  a contract  with  the  employee 
that  the  employee  will  receive  only  so  much, 
that  he  will  receive  more,  or  that  he  will  not 
come  under,  this  law.  The  law  recognizes  no 
such  contract  whatsoever. 

There  is  no  assignment,  and  the  employee 
cannot  assign  his  claim  for  compensation  to  any 
lawyer  or  anyone  else.  His  legal  heirs  or  repre- 
sentatives must  get  this.  It  must  be  paid  direct. 

Schools  and  the  state  and  all  municipal  cor- 
porations are  entitled  to  come  under  this  law. 
Our  school  has  carried  this  since  its  inception 
and  I think  probably  almost  all  the  schools  in 
the  state  are  under  the  Workmen’s  Compensa- 
tion Law.  Any  accident  which  happens  to  an 
employee  outside  the  state  while  he  is  under  the 
employ  of  anyone  in  the  state  comes  under  the 
Workmen’s  Compensation  Law.  The  working 
of  this  law  is  a simple  matter  when  an  employee 
is  injured.  All  he  has  to  do  is  notify,  either  he 
or  his  employer,  the  industrial  commission  in 
writing.  He  simply  tells  what  happened  to  him. 
In  almost  all  cases  the  employer  or  the  insur- 
ance company,  whichever  happens  to  have 
charge  of  it  (the  insurance  company  generally), 
takes  care  of  it. 

There  has  been  very  little  litigation  over  it, 
with  the  exception  of  one  thing:  The  question  of 
the  amount  of  compensation.  The  law  has  been 
upheld  in  every  respect  in  all  the  states  and  there 
seems  to  be  no  question  now,  except  as  to  the 
amount  of  compensation,  and  that  is  fairly  well 
fixed. 

When  the  industrial  commission  fixes  that 
compensation,  the  courts  do  not  very  often  re- 
verse a decision,  although  they  have  done  it. 

What  are  the  compensations?  “If  the  em- 
ployee leaves  any  widow,  child  or  children  whom 
he  was  under  legal  obligation  to  support  at  the 
time  of  his  injury,  a sum  equal  to  four  times 
the  average  annual  earnings  of  the  employee, 
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but  not  less  in  any  event  than  one  thousand  six 
hundred  and  fifty  dollars,  and  not  more  in  any 
event  than  three  thousand  dollars.” 

You  will  all  agree  with  me  that  three  thousand 
dollars  for  a death  is  too  small  an  amount.  Last 
winter  we  tried  to  raise  it  to  thirty-six  hundred, 
but  the  farm  bloc  in  our  legislature  which  we 
have  could  not  see  it.  I do  not  know  the  reason, 
but  that  was  the  idea.  It  seems  to  me  that  thirty- 
five  hundred  dollars  would  be  a more  adequate 
amount  for  death,  but  at  the  same  time  different 
legislatures  in  different  states  fix  the  amount 
differently.  Some  have  as  high  as  five  thousand 
dollars.  That  depends  upon  the  legislature  of 
the  state  entirely. 

‘‘If  no  amount  is  payable  under  paragraph  1 
of  this  section  (that  is,  if  no  one  dies),  and  the 
employee  leaves  any  parent,  grandparent,  broth- 
ers or  sisters  who  were  dependent  upon  him  for 
support  at  the  time  of  the  accident,  a sum  equal 
to  four  times  the  average  annual  earnings  of 
the  employee,  but  not  less  in  any  event  than  one 
thousand  six  hundred  and  fifty  dollars  and  not 
more  in  any  event  than  three  thousand  dollars.” 

The  Compensation  Act  is  intended  to  take  care 
of  the  man  or  his  family  during  sickness  or  in- 
jury and  at  his  death  to  pay  his  widow  and  chil- 
dren, or  his  father  and  mother,  brother  and  sis- 
ter, or  any  direct  relatives,  if  he  has  any;  if  not 
the  collateral  relatives  will  take  it. 

If  there  are  no  relatives  and  they  can  find 
no  one  to  whom  to  pay  the  compensation,  there 
is  one  one  hundred  fifty  dollars  for  burial  ex- 
penses. 

“All  compensation,  except  for  burial  expenses, 
provided  for  in  this  section  to  be  paid  in  case 
injury  results  in  death,  shall  be  paid  in  install- 
ments equal  to  one-half  the  average  earnings, 
at  the  same  intervals  at  which  the  wages  or 
earnings  of  the  employee  were  paid;  or  if  this 
shall  not  be  feasible,  then  the  installments  shall 
be  paid  weekly ; provided,  such  compensation 
may  be  paid  in  a lump  sum  upon  petition. 

“No  compensation  shall  be  payable  under  this 
section  to  a widow  unless  she  was  living  with 
her  deceased  husband  at  the  time  of  his  death, 
or  was  then  dependent  upon  him  for  support. 
Should  any  dependent  of  a deceased  employee 
die,  the  right  of  such  dependent  to  compensation 
under  this  section  ceases.  In  case  of  remarriage 
of  a widow  who  has  dependent  children,  the  un- 
paid balance  of  compensation,  which  would 
otherwise  become  due  to  her  shall  be  paid  to 
such  children. 

“No  compensation  shall  be  payable  under  this 
act  to  a widow  or  dependent  unless  such  widow 


or  dependent  was  a resident  of  the  United  States 
at  the  time  of  the  death  of  the  deceased.” 

In  case  they  are  injured  but  do  not  die,  “The 
employer  shall  provide  necessary  first  aid,  medi- 
cal, surgical  and  hospital  services ; or  other 
suitable  and  proper  care,  also  medical  and  sur- 
gical supplies  and  apparatus  during  disability 
and  treatment  and  hospital  services  for  a period 
of  not  longer  than  twelve  weeks,  not  to  exceed 
the  amount,  however,  (of  $100  for  hospital  ser- 
vices and  not  to  exceed  the  amount  of  $100  for 
medical  and  surgical  services,  a total  of  $200). 
The  employee  may  elect  to  secure  his  own  phy- 
sician, surgeon  or  hospital  at  his  own  expense. 

“No  compensation  shall  be  paid  under  this 
act  for  an  injury  which  does  not  incapacitate 
the  employee  for  a period  of  at  least  ten  days 
from  earning  full  wages,  except  as  otherwise 
hereinafter  provided,  but  if  incapacity  extends 
beyond  the  tenth  day,  compensation  shall  begin 
the  eleventh  day  after  the  injury,  provided,  how- 
ever, that  if  such  disability  continues  for  six 
weeks  or  longer,  such  compensation  shall  be 
equal  to  fifty-five  per  cent  of  his  earnings,  but 
not  to  exceed  fifteen  dollars  nor  less  than  $7.50 
per  week,  except  when  amount  earned  is  less 
than  $7.50  per  week,  in  which  case  the  amount 
shall  be  the  average  weekly  wage  earned.  And, 
provided  further,  that  in  case  such  injured  em- 
ployee is  treated  or  examined  by  any  physician 
employed  or  recommended  by  the  employer,  it 
shall  be  the  duty  of  such  physician  on  the 
eleventh  day  after  such  injury,  or  as  soon  there- 
after as  possible,  to  certify  to  the  employer  the 
number  of  days  prior  thereto  during  which  the 
injured  employee  has  by  reason  of  such  injury 
been  incapacitated  from  earning  full  wages,  if 
in  the  judgment  of  such  physician  such  em- 
ployee has  been  so  incapacitated,  and  such  em- 
ployee shall  be  entitled  to  compensation  there- 
for. Such  physician  shall  be  entitled  to  a fee 
of  fifty  cents  for  such  certificate  to  be  paid  by 
the  employer,  and  which  certificate  shall,  if  so 
requested  by  the  employee,  be  submitted  by  the 
employer  for  inspection,  and  provided  further, 
that  liability  for  payment  of  the  compensation, 
if  any,  to  which  the  injured  employee  may  be 
entitled  for  all  or  any  of  the  first  ten  days  after 
the  injury  under  the  conditions  hereinbefore 
specified  in  this  subdivision  may  by  mutual 
agreement  between  the  employer  and  the  insur- 
ing company  be  expressly  excepted  from  the 
policy  of  insurance  required  in  section  9482  of 
said  Devised  Code,  in  which  event  such  compen- 
sation if  any  shall  be  paid  by  the  employer  to 
the  injured  emplovee  and  without  recourse  upon 
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the  insuring  company.” 

In  other  words,  if  the  employer  wishes  to  pay 
the  employee  for  his  injury,  he  can  do  so  with- 
out recourse  on  the  insurance  company  and  with- 
out causing  any  trouble ; and  they  sometimes  do 

that. 

We  do  not  have  many  large  corporations  in 
this  state  who  come  under  this  law,  but  many 
handle  their  compensations  in  a liberal  manner. 
The  large  packing  houses  and  the  Homestake 
Mining  Company  liberally  take  care  of  their  em- 
ployees in  addition  to  the  Compensation  Act. 

I don’t  suppose  you  care  to  hear  what  all  these 
compensations  are  for  the  loss  of  a leg  or  the 
loss  of  a finger.  It  is  all  technical.  I have  al- 
ready told  you  what  constitutes  an  injury.  I 
do  not  care  to  go  into  that.  I suppose  if  ever 
the  occasion  arises  and  the  industrial  commission 
and  you  are  interested  in  it,  the  industrial  com- 
mission will  notify  you  as  to  just  what  you  may 
expect  for  your  man.  The  measure  of  respon- 
sibility is  more  or  less  upon  the  employer,  but 
he  shifts  the  burden  to  the  industrial  commis- 
sioner quite  often. 

If  the  employer  and  the)  employee  cannot 
agree  as  to  what  the  employee  should  receive, 
the  board  of  arbitration  is  established.  The  in- 
dustrial commissioner  is  a member,  the  employer 
selects  one  member  and  the  employee  another, 
and  the  three  decide  upon  the  amount  of  com- 
pensation. It  is  a very  simple  matter  and  the 
decision  of  the  board  of  arbitration  in  ordinary 
cases  has  been  upheld  time  and  time  again  with- 
out the  courts  taking  any  further  evidence  as  to 
what  happened. 

The  courts  seem  to  go  upon  the  theory  that 
the  industrial  commissioner  knew  what  he  was 
doing  when  he  made  the  decision  that  the  board 
of  arbitration  decided  fairly  between  the  parties 
and  that  the  courts  will  not  interfere.  Of  course, 
there  are  exceptions  to  that  rule.  The  course  of 
procedure  is  a hearing  before  the  Arbitration 
Board,  then  a review  before  the  Commissioner, 
then  appeal  to  the  circuit  court,  and  then  appeal 
to  the  Supreme  Court,  which  court  reverses  or 
affirms. 

Of  course,  in  the  case  of  arbitration  and  if  a 
physician  is  called  in  as  a witness,  he  gets  the 
large  sum  of  five  dollars  and  the  expenses  of  the 
arbitration  are  paid  equally. 

I have  a report  that  may  interest  you.  It  is  a 
report  of  the  industrial  commissioner  for  the 
year  1928.  Under  the  head  of  medical  relief, 
he  cites : “The  total  amount  which  has  been  paid 
for  medical  and  hospital  relief  for  the  past  year 
is  $15,407.55  more  than  the  previous  year  with 


a total  of  $100,556.89.  This  is  up  until  July  1, 
1928.  That  makes  a grand  total  of  $695,590 
over  the  period  of  eleven  years. 

“Out  of  the  past  year’s  medical  relief,  the 
State  Highway  Commission  paid  $580.24  and 
the  State  Fund  $473.50,  the  rest  being  paid  on 
claims  carried  by  the  regular  insuring  companies 
or  the  self-insurers. 

“The  law  fixes  the  amount  for  medical  and 
hospital  services  at  a maximum  of  $200,  which 
I have  already  mentioned,  divided  between  the 
two  classes  of  service,  with  a maximum  of  $100 
in  each  instance.  While  the  insurance  com- 
panies, as  a rule,  decline  to  go  beyond  the  legal 
requirements  of  payment,  they  do,  in  special 
cases,  provide  special  surgical  and  hospital  care 
if  it  can  be  shown  that  such  attentions  might 
prevent  a permanent  disability  claim  and  bring 
relief  to  the  injured  person.  Where  they  do 
this  at  their  own  expense,  of  course,  it  is  not 
given  as  a donation,  but  as  a matter  to  lestore  a 
case  which  might  be  a total  disability  without 
special  care.  At  times  the  extra  care  does  not 
bring  the  expected  relief,  but  the  payments  made 
are  considered  as  a part  of  the  business,  and  in 
some  cases,  companies  have  paid  out  for  surgi- 
cal and  hospital  care  amounts  running  over  a 
thousand  dollars  in  an  attempt  to  save  life,  and 
in  some  cases  the  insurance  companies  have 
paid  over  a thousand  dollars  in  an  attempt  to 
save  life  or  the  condition  of  a!  permanent 
crippled  state. 

“It  might  be  well  to  call  attention  to  some  of 
the  major  injuries.  Three  employees  lost  the 
sight  of  one  eye  each.  Another  employee  caught 
his  hand  in  a feeder  belt  on  a threshing  machine 
and  his  arm  was  twisted  off  at  the  elbow.  One 
employee  had  his  right  arm  crushed,  necessitat- 
ing amputation  near  the  shoulder,  and  another 
has  seventy-five  per  cent  loss  of  use  of  hand,  and 
two  employees  lost  four  toes  each.  There  were 
thirty-nine  cases  of  loss  of  one  or  more  fingers. 

“The  following  table  shows  the  extent  of  de- 
mands made  upon  the  medical  and  hospital  al- 
lowance and  shows  that  approximately  ninety- 
seven  per  cent  of  the  claims  come  within  the 
$200  allowance.  The  payments  being: 


Under  $5  : 1030 

$5  and  under  $10 1310 

$10  and  over  and  under  $20 1073 

$20  and  over  and  under  $50 704 

$50  and  over  and  under  $100 191 

$100  and  over  and  under  $200 113 

Over  $200  33 


He  also  gives  a list  of  accidents  which  I do 
not  think  would  be  interesting  to  you.  However, 
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here  is  one  item  that  I think  will  prove  inter- 
esting: “Medical  Fee  Bill.”  The  question  of 
medical  and  hospital  relief  has  been  one  of  more 
or  less  contention  ever  since  the  enactment  of 
the  Workmen’s  Compensation  Law  in  this  state. 
The  last  session  of  the  legislature  provided  for 
an  amount  of  $200  equally  divided  between  med- 
ical and  hospital  charges,  placing  each  division 
under  a $100  limitation.  Approximately  ninety- 
seven  per  cent  of  the  claims  are  within  this  limi- 
tation. In  addition  to  the  schedule  outlined  be- 
low, this  department  has  set  a limitation  of 
twenty-five  dollars  per  week  for  hospital  charges, 
exclusive  of  any  special  service  The  medical 
and  surgical  charges  are  now  accepted  in  this 
department  on  the  basis  of  the  schedule  agreed 
upon  between  the  state  medical  association  and 
the  department,  this  in  case  of  any  disputes,  and 
the  schedule  agreed  upon  is : 


AMPUTATIONS 

Hip  $125.00 

Thigh  100.00 

Foot  or  leg 75.00 

Finger  or  toe 15.00 

Shoulder  100.00 

Arm  75.00 

Wrist  50.00 

Resection  of  joints 100.00 

DISLOCATIONS  (SIMPLE) 

Hip  $ 75.00 

Knee  40.00 

Wrist  40.00 

Finger  or  toe 10.00 

Ankle  40.00 

Shoulder  40.00 

Elbow  40.00 

Carpus  and  Tarsus 75.00 

Jaw  25.00 

FRACTURES  (SIMPLE) 

Femur ..$125.00 

Leg,  one  bone 50.00 

Leg,  both  bones 75.00 

Humerus  50.00 

Forearm,  one  bone 25.00 

Forearm,  both  bones 50.00 

Carpus  and  Tarsus 50.00 

Metacarpus  and  Metatarsus 15.00 

Digits  10.00 

Elbow  and  Knee 75.00 


Clavicle  30.00 

Scapula 40.00 

Patella,  closed 50.00 

Patella,  open  75.00 

Skull,  base 100.00 

Skull,  vault  75.00 

Skull,  trephining  100.00 

Ribs 20.00 

Pelvis  .'. 100.00 

Jaw  75.00 


Complicated  dislocations  or  fractures  50  per  cent 
additional. 

MISCELLANEOUS 


Hernia,  simple  operation $100.00 

Hernia,  strangulated  125.00 

Hernia,  by  taxis  and  truss 25.00 

X-ray,  depending  on  part 5.00  to  15.00 

Plaster  cast,  depending  on  part 10.00  to  25.00 

Mileage,  day,  per  mile  one  way 1.00 

Mileage,  night,  per  mile  one  way 1.50 

Consultation,  plus  mileage 10.00 

Assistant  fee,  major  operation 25.00 

Minimum  fee  any  minor  accident  or  op- 
eration, including  enucleation  or  evis- 
ceration of  eye  50.00 

Preliminary  and  final  reports 10.00 

General  anesthetic : 

Minor  operation  5.00 

Major  operation  10.00 

Perforated  wound  of  the  eye  (surgery  to 

preserve  globe)  75.00 

Court  fee  (governed  by  law) 

Court  fee,  expert  (minimum  plus  mile- 
age)   25.00 

Postmortem  25.00 

Blood  count 5.00  to  10.00 

Office  calls  2.00 

House  calls,  day 3.00 

House  calls,  night 5.00 

Hospital  calls,  day 2.00 

Hospital  calls,  night 5.00 


This  is  the  Medical  Fee  Bill  which  you  agreed 
upon  with  the  industrial  commission. 

The  only  thing  I have  to  say  to  you  gentlemen 
of  the  medical  profession  is  that  if  you  consider 
the  medical  fees  and  hospital  services  are  insuf- 
ficient, I do  not  think  there  would  be  any  ques- 
tion but  that  if  properly  brought  before  the  leg- 
islature, they  would  increase  it  to  a reasonable 
amount.  This  is  what  the  State  Medical  Asso- 
cation  agreed  upon,  and  of  course  it  stands  until 
the  legislature  increases  it. 
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NEUROLUES* 

By  E.  Klaveness,  A.B. ; Ph.D. ; M.D. 

MONTICELLO,  MINNESOTA 


"As  for  me,  all  I know  Is  that  I know  nothing." 

Socrates  (reported  by  Plato) 
"Let  knowledge  grow  from  more  to  more." 

Tennyson,  "In  Memoriam” 
"Knowledge  and  timber  shouldn’t  be  much  used  till  they 
are  seasoned.” 

Holmes,  "Autocrat  of  the  Breakfast  Table" 


About  one  year  ago,  when  I had  the  pleasure 
of  your  attentive  ears  in  listening  to  my  presi- 
dential address,  I endeavored  to  give  a general 
review  of  the  more  outstanding  achievements  in 
the  science  of  medicine  during  the  last  fifteen 
to  twenty  years  and  concurrently  to  show  how 
much  more  difficult  it  has  become  to  carry  on 
along  scientific  lines  a general  practice  in  a rural 
community.  To-day,  when,  by  your  gracious 
vote  of  appreciation  of  my  efforts,  I was  con- 
tinued in  office  and  given  a second  term  I come 
before  y?ou  in  compliance  with  a time-honored 
custom  and  invite  your  attention  to  the  consid- 
eration of  a more  limited  and  special  subject 
matter,  even  though  as  country  practitioners  you 
may  offer  the  criticism  that  I should  have  chosen 
from  the  multicolored  chapters  of  nosology  some 
pathology  more  commonly  seen  in  rural  life; 
granted  that  you  are  right,  you  will  nevertheless 
concede  that  Osier  hit  the  nail  on  the  head  when 
he  singled  out  syphilis  as  the  most  important 
disease  in  its  many  surprising  ramifications  and 
manifestations,  and  he  did  so  in  a most  unique 
and  concise  way  by  saying : “Know  syphilis  in 
all  its  manifestations  and  relations  and  all  other 
things  shall  be  added  unto  you.”  And  so,  while 
it  is  but  natural  that  syphilitic  infections  are  met 
with  more  often  in  our  large  cities,  yet  with 
our  present  day  ease  of  travel,  by  rail,  auto,  or 
airship,  no  rural  community  can  feel  secure 
against  the  red  plague,  and  hence  it  would  ap- 
pear a truthful  statement  when  professor  Max 
Joseph  in  his  text  book  on  sexual  diseases  de- 
scribes syphilis  as  “die  am  meisten  fiber  den 
ganzert  Erdball  verbeitete  Krankheit.”  Such 
being  the  plain  facts  any  practitioner  of  medi- 
cine, wherever  located,  who  would  shut  his 
eyes  and  forget  the  ubiquity  of  syphilis  might 
well  be  likened  to  the  ostrich  who  burrows  his 
head  in  the  desert  sands  whenever  a storm  ap- 
proaches. 

Besides  the  importance  of  keeping  fresh  our 
knowledge  of  syphilis  I was  further  prompted 

•President's  address  presented  at  the  annual  meeting  of 
Wright  County  Medical  Society,  October  8,  1929. 


to  select  the  neurological  aspects  of  syphilis, 
and  more  especially  the  late  manifestations 
known  as  metafiles  for  my  topic  by  reason  of 
having  had  the  following  case  under  my  care : 
Mr.  N.  N.  American,  aged  58,  came  to  my  office 
from  a neighboring  village  on  January  13,  1927, 
seeking  relief  and  treatment  for  some  burns  on 
his  left  leg,  which  burns  were  produced  by  a 
powerful  incandescent  lamp  (500  watts  or 
more),  applied  by  the  barber  in  his  village  to  re- 
lieve the  supposed  rheumatic  pains  in  his  leg. 
While  examining  and  dressing  his  ulcera  ex 
combustione  I noticed  a very  large  pupil  in  his 
left  eye,  and  on  his  leaving  the  examination 
table  I proceeded  to  examine  him  further ; it  was 
then  found  that  his  patellar  reflexes  were  ab- 
sent, Westphal  negative,  while  Romberg  was 
positive,  and  Argyll  Robertson  likewise  positive. 
Here,  then,  were  all  three  of  the  cardinal  symp- 
toms of  tabes  dorsalis  present  and  accordingly 
I interpreted  his  pains  in  the  left  leg  as  tabetic, 
lancinating  pains.  On  further  questioning  he 
admitted  that  some  30  years  ago,  while  in 
Europe,  he  had  contracted  a syphilitic  infection 
and  had  received  a brief  course  of  treatment 
given  him  by  a Spanish  doctor  in  Glasgow, 
Scotland;  he  further  stated  that  some  three 
years  ago  he  had  been  under  the  care  of  Dr. 
Hammes,  of  St.  Paul,  for  his  tabes,  receiving 
both  intraspinal  and  intramuscular  injections. 
Thus  a chance  consultation  became  the  starting 
point  for  a professional  relationship  and  serv- 
ice extending  over  two  and  one-half  years  during 
which  time  I had  ample  opportunity  for  pon- 
dering over  the  metaluetic  enigma.  To  begin 
with,  and  while  he  was  receiving  treatment  for 
his  ulcers,  he  was  given  mygrone  tablets  for  his 
lancinating  pains  and  organotherapy  for  his 
spinal  lesion  combined  with  the  advice  to  exer- 
cise moderately  and  enjoy  plenty  of  fresh  air 
and  wholesome  food.  His  ulcers  were  healed 
February  11,  1927,  after  which  date  nothing 
much  happened  until  September,  1927,  when, 
on  the  27th  day  of  said  month  he  was  suddenly 
taken  sick  with  a fainting  spell  and  about  mid- 
night was  seized  with  epileptiform,  clonic-tonic 
convulsions  with  loss  of  consciousness.  Gradu- 
ally during  my  visit  he  again  came  to  and  about 
2 :00  a.  M.,  September  28,  was  able  to  recognize 
me.  Face  is  congested,  pupils  uneven,  pulse  fast. 
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Morning  call  September  28,  1927.  Condition 
somewhat  better,  yet  he  is  restless ; wants  to  get 
out  of  bed ; talks  with  difficulty ; also  has  had 
some  more  spasms.  Nurse  put  on  case.  Sep- 
tember 29,  1927.  Is  again  a blank;  has  not 
slept  in  spite  of  luminal  tablets.  Face  very  con- 
gested. Pulse  120.  Was  given  in  his  buttock 
5 c.cm.  of  fresh,  boiled  milk.  September  30, 
1927,  is  clear  in  mind  by  spells.  Knows  me  and 
can  pronounce  my  name  with  some  difficulty ; 
speech  is  thick,  guttural  and  at  times  wholly  ir- 
rational. The  injection  yesterday  produced  a 
temperature  rise  to  101°  F.  Has  taken  some 
nourishment  to-day.  Am  told  to-day  that  his 
father  died  in  an  insane  asylum  from  general 
paresis.  October  1,  1927.  Was  given  into 
buttock  7 c.cm.  fresh  boiled  milk  and  in  the 
other  side  0.40  ctgr.  sulpharsphenamine.  From 
day  to  day  be  began  to  improve  and  on  October 
10,  he  was  able  to  be  up  and  around.  Being 
convinced  that  his  recent  attack  was  of  a paretic 
nature  I addressed  a letter  to  Dr.  Hammes,  in- 
forming him  of  what  had  happened  to  his 
former  patient  and  suggested  that  it  would  be 
very  welcome  to  me  to  receive  a report  of  what 
he  had  found  three  years  previously.  Dr. 
Hammes  very  kindly  replied  to  my  letter,  stat- 
ing he  had  first  seen  Mr.  N.  N.  on  February  26, 
1924,  at  which  time  he  made  a diagnosis  of 
tabo-paresis,  not  so  much  because  there  was  any- 
thing in  the  clinical  record  suggesting  paresis, 
but  because  the  colloidal  gold  test  gave  a paretic 
curve,  5555432000. 

During  the  subsequent  weeks  he  was  given 
more  sulpharsphenamine  injections,  also  15  Bis- 
mogenol  injections,  besides  he  was  regularly  tak- 
ing internally  Iodo  alboids  tablets  and  his  or- 
ganotherapy capsules.  Aside  from  the  fact  that 
he  had  for  a long  while  suffered  from  a tabetic 
bladder  insufficiency  and  that  during  the  paretic 
attacks  described  he  had  an  overdistention  of 
his  bladder  necessitating  a long  course  of  cathe- 
terizations twice  a day,  nothing  much  happened 
during  1928.  Off  and  on  he  would  have  his  at- 
tacks of  lancinating  pains,  other  times  a nause- 
ated feeling  in  his  stomach,  or  a stubborn  dry 
cough  without  anything  auscultatory  in  his  lungs 
(possibly  mild  laryngeal  crises). 

During  the  early  part  of  1929  he  began  to 
complain  of  not  feeling  well,  getting  easily  tired 
and  finding  his  ataxic  gait  more  discomforting, 
yet  he  tried  so  far  as  the  weather  would  per- 
mit to  either  drive  or  walk  outdoors  every  day. 
Carrying  on  this  regime  we  come  to  the  month 
of  May  when  all  of  a sudden  on  the  4th  day, 
the  picture  of  his  health  suffered  a serious 


change.  About  3:45  p.  M.,  May  4,  he  was  seated 
in  a rocker  in  his  home  when  he  fell  over,  be- 
came unconscious  and  shortly  thereafter  was 
seized  with  epileptiform  convulsions.  On  my 
arrival  he  had  clonic  convulsions  mostly  of  left 
half  side;  his  face  was  congested  and  he  had 
bitten  himself  in  the  tongue,  causing  blood  to 
flow  out.  He  continued  to  have  these  epilepti- 
form convulsions  practically  uninterruptedly  in 
spite  of  my  wrapping  him  in  a wet  sheet  and 
blanket.  About  7 :45  p.  M.  he  got  quiet  after  he 
had  vomited  a great  deal.  Was  vomiting  off 
and  on  for  the  next  two  days,  also  having  con- 
vulsions in  spite  of  luminal  and  icebag  to  head. 
On  May  7,  the  journal  kept,  still  records  con- 
vulsions and  that  he  was  more  stuporous.  In 
the  afternoon  he  was  given  an  injection  of  3 
gram  tryparsamide  intranates.  Morning  tem- 
perature was  102,°  pulse  94,  and  respiration  20. 
Digalen  for  his  heart  and  citrocarbonates  to  com- 
bat a state  of  acidosis  were  given  regularly 
henceforth.  May  8th.  Has  spent  a fairly  good 
night  with  only  some  slight  spasms  of  very  brief 
duration.  Looks  better.  Knows  me  and  talks 
rationally.  His  temperature  and  pulse  continued 
to  run  above  normal  until  May  11,  when  both 
returned  to  normal  and  so  remained  during  the 
balance  of  May  and  first  week  in  June,  but  after 
June  9,  and  in  spite  of  a steady  improvement 
during  the  past  four  weeks,  he  unexpectedly 
lapsed  into  a state  of  hyperpyrexia  which,  on 
some  days  reached  up  to  106°  and  106.5°  F.  by 
axillary  measurement ; in  keeping  with  this  high 
temperature  both  pulse  and  respirations  showed 
a corresponding  increase ; his  spasms  returned 
and  now  also  appeared  on  right  side  and  to  fur- 
ther add  to  his  misery  a persistent  hiccough  ap- 
pearing on  June  15  resisting  all  treatment  and 
remained  with  him  until  shortly  before  death 
released  him  from  further  suffering  June  17, 
1929. 

During  the  preceding  weeks  when  he  was 
gaining,  enjoying  good  appetite  and  twice  a day 
sitting  up  for  a while  either  in  bed  or  in  a rock- 
er, I managed  to  inject  five  doses  of  tryparsa- 
mide of  3 grams  each,  either  intranates  or  intra- 
venously; also  intramuscularly  six  doses  of  sodi- 
um bismuth  tartrate.  To  combat  the  stuporous 
or  drowsy  condition  quite  noticeable  during  the 
first  2 or  3 weeks  I performed  a lumbar  punc- 
ture on  May  16,  and  again  on  June  8,  withdraw- 
ing on  the  first  occasion  under  moderate  pres- 
sure about  10  c.cm.  of  perfectly  clear  spinal 
fluid,  while  on  the  latter  date  only  5 c.cm.  of 
the  same  clear  fluid  was  drawn  off ; in  both  in- 
stances a sample  was  furnished  our  state  board 
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of  health  laboratory  for  serological  examination 
and  both  samples  in  spite  of  past  and  present 
specific  treatment  returned  a positive  Kolmer 
reaction,  while  a sample  of  his  blood,  withdrawn 
May  20  and  examined  by  same  laboratory,  gave 
a negative  Kolmer. 

Without  tiring  you  with  further  details  from 
the  journal  kept  in  this  case  it  must  be  manifest 
to  all  of  you  that  my  patient  did  not  come  to  his 
death  directly  because  of  his  tabes  or  paresis ; 
rather  it  would  appear  to  have  been  a case 
where  we  also  had  to  contend  with  a third  mani- 
festation of  syphilis  as  a complicating  factor, 
namely,  cerebral  syphilis,  and  more  especially  as 
a meningitis  luetica  basalis,  possibly  of  the  kind 
described  in  English  literature  characterized  by 
blocking  foramina  Magendi  et  Luschkae  of  the 
fourth  ventricle  and  leading  to  hydrocephalus  in 
children,  while  in  adults  it  brings  on  very  rapidly 
a fatal  issue.  Inasmuch  as  no  post  mortem 
was  held,  this  explanation  of  the  turn  of  events 
in  the  pathology  represented  by  my  patient  must 
of  necessity  appear  as  speculation,  plausible  even 
though  it  be. 

Turning  now'  from  this  case  to  a more  general 
consideration  of  the  whole  subject  matter,  just 
what  do  we  know  at  present  about  neurolues? 
For  some  time  it  has  been  general  knowledge 
amongst  medical  men  that  syphilis  attacks  the 
nervous  system  quite  early  in  a large  number  of 
cases,  and  some  Scandinavian  observers  had  al- 
ready, years  ago,  pointed  out  this  fact ; thus, 
Steenberg  in  Denmark,  wrote  about  “The  syphi- 
litic Cerebral  Disease”  in  1860,  while  in  Norway, 
Dr.  Gjor,  as  early  as  in  1857,  published  an  ar- 
ticle entitled : “Contributions  to  our  knowledge 
about  diseases  of  the  nervous  system  resulting 
from  syphilis.”  These  observations  about  the  fre- 
quency of  an  early  neurolues  did  not,  however, 
attract  sufficient  attention ; in  fact,  they  were  al- 
most forgotten ; but  in  our  time  and  with  our  ac- 
cumulation of  experience  we  can  state  that  a 
syphilitic  may  develop  symptoms  of  neurolues 
any  time  after  his  infection  has  become  an  es- 
tablished fact,  and  as  a result  of  painstaking 
studies  of  one’s  material  it  can  be  set  down  as 
a fact  that  20  per  cent  of  all  syphilitics  give 
symptoms  of  a luetic  meningitis  during  the  first 
year  after  infection.  We  have  secured  this 
knowledge  in  a round  about  manner  by  observ- 
ing the  immediate  results  of  the  salvarsantherapy 
and  the  “neurorecidives”  so  often  accompanying 
same.  The  discussion  about  the  nature  of  these 
neurorecidives  is  not  yet  fully  settled,  but  it 
would  appear  to  be  almost  certain  that  these 
neurorecidives  are  typical  manifestations  of  an 


early  neurolues.  In  my  efforts  to  further  clari- 
fy this  picture,  let  me  remind  you  that  in  nearly 
all  luetic  conditions  there  are  vascular  changes  ; 
still  more  positive  is  Mott,  who  says  that  he  has 
never  seen  a case  of  neurolues  come  to  an  autop- 
sy without  showing  vascular  changes,  and  based 
upon  his  experience  in  observing  luetic  endarter- 
itis Mott  submitted  the  following  four  steps  in 
the  development  of  said  pathology : 

1.  Infiltration  of  adventitia. 

2.  Compression  of  vasa  vasorum. 

3.  Degeneration  of  media. 

4.  Compensatory  proliferation  of  intima. 

These  pathological  changes  must  be  remem- 
bered, because  they  are  of  utmost  importance 
to  us  when  offering  a prognosis  in  any  given 
case;  if,  as  stated,  the  intima  proliferation  be 
a compensatory  phenomenon,  an  attempt  of  repa- 
ration contra  the  degeneration  of  media,  which 
again  is  a sequela  of  pressure  on  vasa  vasorum, 
then  it  must  follow  logically  that  even  a com- 
plete annihilation  of  all  spirochetse  will  not 
cause  a disappearance  of  the  existing  intima 
proliferation;  the  changes  that  occur  are  already 
far  beyond  the  immediate  effects  of  the  original 
cause ; an  irresistible  chain  of  events  has  been 
started  with  a tendency  to'  progression,  inde- 
pendent of  the  original  cause,  the  spirochetse. 
The  soundness  of  this  reasoning  is  amply  veri- 
fied by  dermatologists  and  pathological  anato- 
mists alike  when  they  admit  that  they  have  never 
seen  a case  of  luetic  endarteritis  recede  and  be- 
come normal  after  any  amount  of  specific  treat- 
ment; so  much  for  the  results  of  antiluetic  treat- 
ment in  established  luetic  vascular  manifesta- 
tions. But  the  same  futility  of  specific  treatment 
rules  the  picture  as  well  when  applied  to  estab- 
lished metaluetic  forms  of  syphilis,  to  dementia 
paralytica  and  tabes ; in  fact,  the  intractability  of 
these  diseases  has  for  years  past  been  the  most 
outstanding  feature.  A great  deal  of  speculation 
has  been  carried  on  amongst  neurologists  and 
syphilographers  to  explain  why  the  usual  spe- 
cific remedies  display  such  lack  of  beneficent 
influence  on  metalues,  and  at  present  four  pos- 
sible explanations  of  said  inefficiency  are  given 
as  follows : 

1.  The  anatomic  localization  of  the  spiro- 
chetse and  as  a consequence  their  inaccessibility. 

2.  A relative  immunity  of  the  spirochetse 
towards  the  customary  spirocheticide  remedies. 

3.  Possibility  of  a mixed  infection. 

4.  Possibility  of  a circulus  vitiosus,  which 
once  established  carries  with  it  a constant  pro- 
gression, independent  of  the  original  cause,  spiro- 
chetse. 
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These  possibilities  when  analyzed  seriatim  and 
the  practical  therapeutic  attempts  connected 
therewith  lead,  of  course,  to  the  conclusion  that 
what  may  suffice  as  an  explanation  in  tabes 
might  call  for  an  entirely  different  explanation 
in  dementia  paralytica. 

Ad  1.  About  fifteen  years  ago  it  was  believed 
that  an  anatomic  explanation  had  been  found : 
the  spirochetae  in  metaleutic  lesions  were  nest- 
ling in  the  perineuronal  tissue!  interstices,  and 
these  were  continually  in  contact  with  the  sub- 
arachnoidal spaces,  and  as  some  investigations 
appeared  to  show  that  salvarsan  did  not  get 
over  into  the  cerebrospinal  fluid,  the  practical 
consequence  of  said  investigation  was  taken,  to 
wit:  salvarsan  was  injected  intraspinally.  The 
results  of  these  injections  were  severe,  but  not 
favorable ; some  tabetics  were  made  to  suffer 
tranverse  myelitis  and  conus  diseases  of  a dis- 
tressing character  and  due  to  these  sad  results 
the  therapy  was  changed  to  salvarsanized  serum  ; 
this  method  of  specific  administration,  carried 
on  during  the  years  1913-1917,  did  not,  however, 
at  any  time,  give  results  that  would  warrant  its 
continuation. 

Ad  2.  Quite  early  it  had  been  shown  both  by 
, Ehrich  and  others  that  the  trypanosomss — near 
relatives  to  the  spirochetae — could  acquire  a 
certain  immunity  towards  trvpanosomicide  rem- 
edies, and  further  that  this  immunity  could  be 
overcome  by  a simultaneous  attack  of  large 
doses  of  a number  of  different  trvpanosomicide 
remedies,  a flank  attack  through  other  hapto- 
phore  groups ; the  moral  of  this  observation  was 
the  plurimedical  therapy,  and  in  accordance  with 
this  line  of  reasoning  medical  men  in  various 
parts  of  the  world  began  to  give  intravenously 
tartras  stibico-kalicus.  Antimony,  as  you  well 
know,  is  an  old  antileutic  remedy  and  further- 
more intravenous  injections  of  tartras  stibico- 
kalicus  had  been  used  with  good  results  against 
different  protozoa  diseases  (e.  g.  Bilharzia),  and 
according  to  Dr.  MacDonagh  should  be  effective 
also  against  a majority  of  Gram-negative  and 
intracellular  microbes ; meanwhile  and  while 
antimony  was  given  a tryout  during  the  years 
1921-1922,  without  much  encouragement,  bismuth 
had  been  introduced  in  the  antiluetic  treatment 
by  Sazerac  and  Levaditti  and  as  a result  all  anti- 
mony treatments  were  discontinued  and  bismuth 
was  taken  up.  While  the  time  elapsed  since  bis- 
muth made  its  debut  upon  the  stage  is  rather 
brief — some  eight  to  ten  years,  yet  it  continues 
to  hold  the  good  will  of  the  profession  and  on 
the  whole  has  proven  itself  quite  effective  as  a 
remedy  against  neurolues.  Amongst  the  many 


new  antiluetic  remedies  discovered  and  recom- 
mended during  the  last  few  years  I shall  mention 
briefly  some  pentavalent  arsan  preparations ; be- 
sides Fournau’s  acetylarsan,  often  marketed  un- 
der the  trade  name  of  “Stovarsol”  the  best  known 
representative  of  this  group  is  undoubtedly 
tryparsamide,  now  quite  generally  used  in  this 
country ; this  preparation  is  less  irritating  at  the 
seat  of  injection  than  salvarsan,  also  less  spiro- 
cheticide,  but  on  the  other  hand  is  reported  to 
be  more  penetrating ; it  has  one  drawback  by 
causing  an  amblyopic  condition  through  toxic 
action  on  nervus  opticus ; hence,  constant  oph- 
thalmological  control  is  necessary ; it  is  used  in- 
travenously or  intramuscularly  in  doses  of  3 
grams  dissolved  in  10  c.cm.  of  double  distilled 
water.  Lorenz  and  Loevenhart  have  worked  a 
great  deal  with  this  drug  and  so  far  have  re- 
corded some  exceptional  results ; further,  I de- 
sire to  refer  you  to  an  article  by  Dr.  Reese,  pub- 
lished June,  1926,  in  “Wisconsin  Medical  Jour- 
nal” under  the  heading,  “A  Comparison  of  Ma- 
larial and  Tryparsamide  Therapy  in  Paresis,”  in 
which  the  doctor  sums  up  his  experience  thusly : 
“In  dementia  paralytica  the  tryparsamide  treat- 
ment shows  its  effects  not  before  four  or  five 
months  later,  and  then  an  improvement  in  60  per 
cent  of  the  cases  takes  place ; on  the  other  hand, 
the  malaria  treatment  causes  an  improvement 
during  the  first  month  but  only  in  30  per  cent  of 
the  cases.”  While  the  time  elapsed  since  try- 
parsamide  was  introduced  into  the  group  of 
known  antiluetic  remedies  is  too  brief  to  warrant 
passing  a final  opinion  as  to  its  merits,  it  would 
none  the  less  appear  from  the  published  reports 
of  tryparsamide  treatment  that  the  results  have 
been  such  as  will  allow  us  to  entertain  the  hope 
that  we  have  possibly  found  a remedy  that  can 
break  down  and  overcome  a possible  immunity 
of  the  spirochetae.  So  much  for  the  medicinal 
treatment ; .next  I shall  consider  the  malaria 
treatment.  A few  years  ago  Wagner- Jauregg  an- 
nounced to  the  world  the  results  of  their  treat- 
ment of  dementia  paralytica  by  means  of  inocu- 
lation of  a tertian  form  of  a malaria  infection, 
and  this  method  which  has  been  used  rather 
freely  all  over  the  world  now  stands  forth  as  a 
new  era  in  the  treatment  of  paralytics,  an  era 
which,  in  its  happy  results,  stands  far  above  any 
previous  period.  By  examining  the  published 
reports  of  M.  W.  Raynor,  Kirschbaum,  Ham- 
burg, Nonne  and  Monrad  Krolin  I find  that  this 
treatment  yields  complete  remission  in  20  to  24 
per  cent  of  all  cases  treated  as  against  3.5  per 
cent  spontaneous  remission  amongst  1004  un- 
treated cases,  covered  by  Raynor’s  report  for 
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1911-1918.  With  reference  to  the  value  of  ma- 
laria treatment  of  tabes  it  is  still  impossible  to 
form  any  opinion. 

Equally  good  results  as  the  malaria  therapy 
have  been  obtained  with  the  recurrens  treatment 
if  one  may  judge  thereof  from  a study  of  the 
literature ; the  cases  covered  by  the  published  re- 
ports are,  however,  fewer,  but  the  treatment  of- 
fers an  advantage  over  the  malaria  treatment  in 
that  it  is  less  dangerous.  We  do  not  know  as 
yet  whether  the  malaria  treatment  or  the  try- 
parsamide  treatment  will  be  the  treatment  of 
the  paralytics  in  the  future ; possibly  both  meth- 
ods may  be  combined  and  still  better  results  may 
follow. 

As  a probable  explanation  of  how  this  ma- 
laria treatment  works  we  shall  revert  to  the 
theory  of  an  immunity  of  the  spirochete  in 
which  event  it  is  possible  to  imagine  that  one 
could  attack  these  spirochebe  by  a mobiliza- 
tion of  antibodies  as  a group  reaction,  and  while 
it  can  not  be  fully  determined  whether  or  not 
this  group  reaction  be  the  real  active  agent  in 
the  modern  malaria  and  recurrens  therapy 
against  metalues,  it  at  least  would  seem  probable 
and  if  the  spirochete  really  be  but  a stage  in 
the  development  of  a plasmodium  “leucocytozoon 
syphilidis,”  in  conformity  with  the  unorthodoxi- 
cal  theories  of  MacDonagh,  then  the  whole 
process  becomes  that  much  more  readily  under- 
standable. (MacDonagh  is  an  English  physician 
who,  in  1915,  published  the  results  of  his  studies 
of  spirochete  pallidse,  announcing  that  the 
spirochete  were  but  a stage,  a male  cell,  in 
the  development  of  a plasmodium — “Leucocy- 
tozoon syphilidis.”  He  has  continued  his  studies 
and  only  a few  years  ago  published  his  second 
report  in  the  first  volume  of  “The  nature  of 
Disease.”  So  far  these  unique  studies  have  not 
been  taken  very  seriously  and  yet  it  must  be  con- 
ceded that  there  are  many  clinical  features  of 
syphilis  which  could  be  explained  by  means  of 
some  such  cycle ; for  instance,  incubation  period, 
the  different  stages  of  the  disease  and  their  vari- 
able responses  to  antiluetic  remedies.) 

Ad  3.  The  third  explanation  as  offered  is  a 
rather  unorthodox  and  heretical  possibility  con- 
cerning a mixed  infection ; it  is  possible  to  reason 
that  another  bacterial  infection  may  follow  in 
the  wake  of  the  spirochetical  infection  and 
hence  be  non-amenable  to  spirocheticide  rem- 
edies ; the  discovery  of  diplococci  by  Porter 
Phillips  and  of  diphtheroid  bacilli  by  Ford  Rob- 
ertson in  dementia  paralytica  might  point  in  this 
direction. 


Ad  4.  There  is  not  any  doubt  about  it  at 
present  that  there  are  a goodly  number  of  cases 
that  are  non-amenable  to  either  malaria  or  try- 
parsamide  treatment,  and  therefore  this  question 
presents  itself  quite  naturally:  Can  we  on  the 
whole  expect  to  find  remedies  that  will  work  in 
every  case?  I shall  answer  this  question  in  a 
roundabout  way  by  reminding  you  of  the  bio- 
logical fact  that  we  can  not  make  one  single 
new  neuron  by  murder  en  masse  of  ever  so 
many  spirochete.  When  a number  of  ganglia 
cells  are  damaged  beyond  the  point  of  their 
faculty  for  regeneration, — when  in  other  words 
the  fate  of  these  cells  is  sealed  up,  then  we  can 
no  longer  look  for  any  recovery ; for  that  reason 
one  should  not  a priori  have  believed  it  possible 
to  obtain  results  such  as  the  malaria  treatment 
undoubtedly  has  shown ; one  must  in  truth  won- 
der over  how  tenacious  after  all  our  ganglia  cells 
show  themselves  to  be ; but  the  regeneration  must 
also  have  its  limitations,  and  it  is  a question  if 
not  many  of  the  destructive  and  degenerative 
changes  do  not  in  themselves  carry  a moment 
for  a steady  progression,  independent  of  the 
original  spirochete  action. 

In  my  brief  review  of  endarteritis  I have  re- 
ferred to  a similar  independent  progression,  and 
lately  it  has  been  shown  by  Buzzard  and  Green- 
field that  in  some  cases  of  tabes  the  sclerotic 
process — the  gliaproliferation,  which  begins  as 
a result  of  degeneration  of  the  exogen  root  fibers 
in  the  posterior  columns — also  appears  to  exert 
a pressure  on  the  endogen  posterior  columnar 
fibers  and  thus  leads  to  a progression  of  the  ana- 
lomical  lesion  without  directly  depending  upon 
the  activities  of  the  spirochete.  Bearing  these 
facts  and  features  in  mind  the  question  comes 
by  quite  naturally  if  there  be  not  in  the  ana- 
tomical process  itself  both  in  tabes  and  paralysis 
generalis  many  such  designs  for  a steady  pro- 
gression, independent  of  the  direct  effect  of  the 
spirochete.  A viewpoint  somewhat  along  the 
same  lines  may  be  responsible  for  Hauptmann’s 
theory  to  the  effect  that  metalues  is  the  result 
of  spirochete  plus  toxic  action  of  the  anti- 
bodies formed.  While  therapeutic  nihilism  un- 
der these  conditions  as  a justifiable  policy  in 
the  past  could  not  be  seriously  criticized,  happily 
we  have  as  already  mentioned  made  some  note- 
worthy progress  even  along  therapeutic  lines, 
and  better  still,  we  have  come  to  realize  that  the 
metaluetic  danger  had  better  be  met  at  an  earlier 
period;  in  other  words,  it  might  possibly  be  the 
treatment  of  the  early  syphilis  ‘(neurolues  or 
not)  which  is  the  most  important  factor  in  limit- 
ing the  metaluetic  misfortunes ; and  further  and 
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in  many  cases  it  may  be  too  late  to  do  anything 
when  metalues  presents  itself  as  a sure  clinical 
diagnosis.  Right  here  would  be  the  proper  place 
to  say  something  about  the  relationship  between 
metalues  and  early  syphilis.  Already  long  ago 
it  came  to  be  a common  experience  that  a strong 
cutaneous  eruption  of  syphilis  rather  relatively 
seldom  was  followed  up  by  metalues,  and  as  a 
result  most  observers  hold  at  present  to  the 
opinion  that  a strong  cutaneous  lues  protects  the 
patient  against  metalues  by  its  formation  of  anti- 
bodies ; furthermore,  most  authorities  contend 
that  an  early  luetic  meningitis  protects  against 
metalues;  thus  Nonne  after  examining  his  large 
material-  shows  that  no  patient  who  had  had 
meningitis  syphilitica  had  developed  paralysis 
generalis  or  tabes  during  a period  of  ten  vears 
of  observation ; and  as  a further  proof  of  this 
statement  professor  Bruusgaard  as  well  as  Doc- 
tors Dahlstrom  and  Marcus  reported  during  the 
neurological  congress  in  Oslo,  Norway,  1926, 
that  syphilitics  who  developed  meningitic  symp- 
toms early  during  their  secundaria  did  not  later 
get  metalues ; these  findings  were  arrived  at  bv 
a re-examination  of  the  clinical  material  of  the 
late  professor  Cesar  Boeck,  of  whom  I take 
pleasure  in  giving  the  following  pen  picture : a 
keen  diagnostician  of  all  dermatological  lesions 
and  diseases,  also  a very  clever  therapeutist,  he 
was  chosen  years  ago  as  chief  physician  and 
given  charge  of  the  service  at  the  dermatological 
and  venereal  section  of  the  Government  Hospital 
in  Oslo,  Norway;  this  position  he  held  for  many 
years,  in  fact,  until  his  death  some  10  years  ago ; 
he  had  great  didactic  ability  and  as  it  was  one 
of  his  many  duties  to  also  instruct  the  medical 
students  in  this  special  branch  of  medicine  I 
count  it  a great  privilege  to  be  numbered 
amongst  his  many  students ; after  my  graduation 
in  medicine  from  the  University  I applied  for 
and  was  accepted  as  interne  of  his  section,  which 
position  I held  during  the  fall  months  of  1898. 
and,  of  course,  my  acquaintance  and  admiration 
for  my  instructor  in  matters  dermatological  and 
venereal  became  deeper  and  firmly  settled.  Now 
Boeck  had  many  peculiarities  and  traits,  not  the 
least  one  of  these  being  a mind  unafraid  of  tak- 
ing a stand  and  consistently  adhering  to  and  de- 
fending his  stand  when  he  felt  convinced  of  being 
in  the  right.  About  syphilis  he  held  the  view- 
point and  taught  his  students,  that  the  most  im- 
portant remedy  for  overcoming  the  disease  ex- 
isted within  the  organism  itself,  in  its  immuniz- 
ing forces ; specific  remedies,  e.g.  KI  and  Hg. 
are  good  symptomatica,  but  they  do  not  possess 
the  power  to  completely  eradicate  the  disease, 


besides  they  disturb  the  formation  of  antibodies 
within  the  organism ; indications  for  using  these 
specific  remedies  are  only  present  when  the  or- 
ganism is  overwhelmed  in  its  battle  against  the 
specific  virus ; at  such  times  large  doses  arc- 
needed  for  a long  while,  and  meanwhile  one  has 
surrendered  one’s  self  to  the  remedy.  Naturally 
and  as  a logical  conclusion  to  his  views,  here  set 
forth,  mercury  was  hardly  ever  used  in  his  hos- 
pital service,  and  he  became  known  amongst  all 
syphilologists  as  a dyed-in-the-wool  anti-mer- 
curialist;  that  did  not  seem  to  bother  him  or  give 
him  any  sleepless  nights;  he  just  kept  right  on, 
and  now  when  his  luetic  patients  are  re-ex- 
amined we  receive  somewhat  of  a shock,  because 
in  spite  of  mercury,  potassiumiodine,  or  sal- 
varsan,  the  good  results  secured  for  his  patients 
under  his  regime  clearly  lead  the  way.  The  ma- 
terial examined  is  represented  by  1212  cases  of 
lues  secundaria  admitted  to  his  service  during 
the  decennium,  beginning  January  1,  1896,  and 
running  to  January  1,  1906,  and  receiving  treat- 
ment as  herein  outlined;  during  their  stay  in  the 
hospital  early  meningitic  symptoms  were  quite 
common,  also  leucoderma  and  defluvium  capil- 
lorum ; these  patients  constitute  the  material  upon 
which  Professor  Bruusgaard  gave  his  report 
and  what  did  it  disclose?  Amongst  70  cases  in- 
fected 20  to  30  years  ago  only  3 cases  developed 
lues  cerebrospinalis  (one  paralysis  generalis; 
one  temporary  paresis  of  left  leg;  one  hemipa- 
resis)  ; of  17  cases  infected  10  to  20  years  ago, 
3 developed  neurolues,  of  which  one  was  paraly- 
sis generalis ; of  89  cases  dead  and  submitted  to 
post-mortem  examination,  only  one  case  of  par- 
alysis, one  case  of  tabes  and  one  case  of  “epi- 
lepsia” were  found. 

Dr.  Dahlstrom,  physician  in  charge  of  Oslo 
municipal  hospital  for  insane,  reported  at  the 
same  congress  that  he  could  not  remember  hav- 
ing seen  a single  case  of  paralysis  generalis 
amongst  the  syphilitics  that  had  been  treated  by 
Boeck ; and  to  round  out  and  further  complete 
his  examination  Professor  Bruusgaard  has  re- 
cently given  a detailed  report,  published  in 
“Norsk  Magazin  for  Lsegevidenskaben,”  De- 
cember, 1928 ; he  has  now  extended  his  exam- 
inations so  they  include  2181  patients  with  pri- 
marv  or  secondary  syphilis  admitted  to  Boeck’s 
hospital  service  between  the  years  beginning 
January  1,  1891  and  running  through  to  De- 
cember 30,  1910;  amongst  this  total  number  of 
patients,  made  up  of  1388  women  and  793  men, 
only  13  cases  of  paralysis  generalis  (0.60  per 
cent)  and  6 cases  of  tabes  dorsalis  (0.27  per 
cent)  were  ascertained,  a truly  wonderful  rec- 
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ord.  After  such  a tabulation  concerning  patients 
who  received  practically  no  treatment  and  yet 
produce  such  tine  records  I think  I can  hear  all 
of  you  springing  this  question  at  me:  Must  we 
now  discontinue  all  early  specific  treatment,  or 
at  least  wait  until  we  have  well  developed 
secundaria  and  as  a result  thereof  sufficient  anti- 
bodies? If  society  had  no  interest  in  confining 
the  danger  of  syphilitic  infection,  and  we  were 
concerned  only  with  the  best  interests  of  the  in- 
dividual patient  I do  not  see  how  we  can  escape 
answering  this  question  in  the  affirmative.  It 
has  long  been  common  knowledge  that  insuffici- 
ent treatment  is  worse  than  no  treatment,  and 
observations  carried  on  amongst  primitive  races 
seem  to  show  clearly  that  the  use  of  specific 
remedies  has  contributed  to  bring  on  cases  of 
metafiles.  Truly  it  must  be  admitted  that  there 
is  a decided  uncertain  state  at  present  about  the 
principles  of  a successful  luetic  treatment ; and 
why  this  chaos?  Because  we  have  not  until  re- 
cently possessed  means  for  rechecking  appar- 


ently cured  syphilitics.  Now,  however,  we  have 
in  the  spinal  puncture  and  in  the  analytical  ex- 
amination of  the  spinal  fluid,  an  unfailing  guide 
in  determining  whether  or  not  a syphilitic  pa- 
tient is  actually  cured  or  not.  In  the  future  the 
policy  of  a correctly  carried  out  syphilitic  treat- 
ment must  involve  not  only  the  disappearance 
of  all  cutaneous  and  mucous  syphilitic  exanthe- 
mata, but  what  is  more  important  also  all  syphi- 
litic exanthemata  of  the  meninges,  and  only  sys- 
tematically performed  spinal  repunctures  and 
examinations  of  the  spinal  fluid  can  tell  us  when 
this!  has  been  accomplished ; inasmuch  as  this 
therapeutic  policy  must  be  carried  out  during 
the  first,  second,  and  third  year  after  infection, 
regularly  controlled  by  a spinal  puncture  every 
third  or  sixth  month  with  subsequent  examina- 
tion we  revert  to  the  plan  already  referred  to, 
namely,  the  importance  of  such  careful  and  per- 
sistent treatment  of  the  early  manifestations  of 
syphilis  that  metaluetic  symptoms  will  not  occur. 


CLINIC  ON  NEUROLOGICAL  CASES* 

By  W.  A.  Jones,  M.D. 

MINNEAPOLIS,  MINNESOTA 


Case  1. — Pseudotabes  (diabetic'). 

Dr.  W.  H.  Long:  This  man,  aged  46,  pre- 
sented himself  on  April  15  because  of  stomach 
trouble  and  diabetes.  Twelve  or  fourteen  months 
ago  he  began  to  have  a bad  taste  in  his  mouth, 
and  his  bowels  were  constipated.  He  had  lost 
twenty  pounds.  His  diabetes  was  discovered  a 
year  ago  and  he  has  been  on  a qualitative  diet 
since  then. 

Physical  examination  was  negative  except 
that  the  gait  has  changed  slightly.  The  knee- 
jerks  and  ankle- jerks  are  absent,  and  there  is 
definite  atrophy  in  the  muscles  of  the  leg  and 
thigh.  The  urine  contained  .6  per  cent  sugar ; 
the  blood  sugar  was  310  mgs.  per  100  c.c.  of 
blood.  Examination  otherwise  was  negative.  It 
was  thought  that  the  case  was  a peripheral  neu- 
ritis secondary  to  diabetes,  but  to  make  sure  a 
spinal  puncture  was  done.  All  the  tests  were 
negative,  which  excludes  syphilitic  tabes. 

Dr.  Jones  : It  is  unfortunate  that  we  can  not 
have  an  X-ray  picture.  This  man  has  a definite 
something  that  corresponds  to  tabes.  He  has 
disturbance  of  sensation  and  had  before  that  loss 

•Informal  clinic  presented  at  the  Forty-second  Annual 
Session  of  the  North  Dakota  State  Medical  Association. 
Fargo,  June  7.  1929. 


of  muscle  power  and  of  weight.  His  knee-jerks 
this  morning  are  present  on  both  sides,  although 
he  is  credited  with  loss  of  knee-jerks.  This 
means  nothing.  Sometimes  it  makes  a differ- 
ence where  the  muscle  is  tapped,  and  it  is  very 
confusing  to  try  to  demonstrate  a knee-jerk 
that  is  supposed  to  be  absent  and  find  it  pres- 
ent. The  flabbiness  of  his  muscles  is  nothing 
unusual  under  the  present  circumstances.  He 
tells  me  he  did  not  realize  he  had  any  trouble 
with  his  legs  until  six  months  ago.  He  has  a 
pupillary  reflex  that  is  practically  normal. 

In  the  presence  of  a negative  Wassermann  re- 
action I see  no  reason  why  a man  should  not 
have  a fairly  typical  form  of  tabes  from  a chem- 
ical change  in  his  blood  stream.  I think  the 
amount  of  sugar  in  his  blood  is  sufficient  to  pro- 
duce a pseudotabes,  if  not  a true  one.  He  says 
he  has  improved  since  being  on  an  antidiabetic 
diet,  and  has  improved  considerably  during  the 
last  two  weeks.  He  probably  will  have  an  in- 
crease in  weight,  and  his  muscles  will  fill  out 
so  that  he  will  get  into  pretty  good  condition 
again. 

I see  no  reason  to  be  discouraged  about  a case 
of  this  kind. 
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Case  2. — Peripheral  neuritis. 

Dr.  W.  H.  Long:  This  man,  aged  41,  a den- 
tist, presented  himself  first  on  June  4,  1926,  com- 
plaining that  during  the  preceding  autumn  he 
had  fallen  on  the  ice  while  hunting.  Six  weeks 
later  he  noted  pain  in  the  left  shoulder  which 
was  constant  while  he  was  up  and  about,  but 
which  stopped  when  he  was  lying  down.  It  was 
not  influenced  by  weather  changes.  There  was 
no  swelling  but  the  hand  and  arm  became  numb 
if  he  worked,  and  he  had  not  worked  for  about 
eight  weeks  because  of  pain  on  the  right  which 
radiated  to  the  neck  and  outward  over  the 
shoulder  blade. 

Physical  examination  was  negative,  except  for 
some  tender  glands.  Neurological  examination 
also  was  negative.  The  X-ray  showed  some 
evidence  of  arthritis  between  the  seventh  and 
eighth  cervical  vertebrae. 

The  patient  was  not  seen  again  for  some  time, 
and  when  he  reported  again  he  said  that  the  pain 
disappeared  about  a month  after  he  left  the 
hospital,  and  had  not  returned.  In  January  the 
pain  recurred  over  the  scapula,  radiated  down 
the  left  side  of  the  arm  to  the  elbow  and  to  a 
less  degree  to  the  thumb.  The  numbness  ap- 
peared to  increase  if  he  lay  on  the  left  side. 
Any  movement  of  the  head  or  neck  aggravated 
the  pain,  but  movement  of  the  shoulder  joint 
did  not  cause  pain.  Weather  still  had  no  influ- 
ence. Aspirin  gave  relief.  At  that  time  neuro- 
logical examination  showed  atrophy  of  the  left 
subscapular  and  suprascapular  groups.  Sensa- 
tion to  pain  was  reduced  along  the  shoulder  and 
the  distribution  of  the  radial  nerve.  Touch  and 
temperature  were  normal,  and  the  deep  reflexes 
were  normal,  as  was  his  speech. 

At  that  time  a skiagram  of  the  spine  again 
showed  evidence  of  arthritis,  which  was  a little 
more  marked  than  three  years  before.  Our 
diagnosis  was  neuritis  secondary  to  arthritis  of 
the  cervical  spine. 

Dr.  Jones:  I think  you  can  all  see  the  condi- 
tion of  this  man’s  arm,  although  he  has  been 
improving  recently  as  he  did  before.  He  made 
an  apparent  recovery  from  his  muscular  weak- 
ness and  has  been  able  to  use  his  hand  practically 
all  the  time,  but  with  considerable  discomfort, 
and  he  has  felt  that  he  was  not  quite  up  to  his 
mark.  The  pain  extends  down  the  forearm  but 
is  more  marked  in  the  upper  arm.  It  does  not 
follow  the  trunk  of  a nerve,  for  it  begins  high 
up.  He  has  decided  muscular  wasting  in  the 
arm,  as  you  can  all  very  easily  see. 

The  superficial  reflexes  of  the  upper  extremi- 
ties are  good.  In  the  lower  extremities  they  are 


slightly  exaggerated,  which  may  be  accounted 
for  by  the  fact  that  he  is  under  a little  tension 
at  present. 

The  fact  that  he  had  a fall  four  years  ago 
suggests  a possible  cause  for  his  trouble,  but  it 
did  not  hurt  him  particularly  at  the  time,  and 
he  does  not  remember  how  he  fell.  There  is  no 
suspicion  of  syphilis,  but  he  has  some  enlarged 
glands  in  the  neck.  He  is  a little  underweight 
at  the  present  time.  When  he  folds  his  arms 
he  has  a pretty  good  showing  of  muscle,  but 
there  is  no  power,  and  the  affected  arm  does 
not  compare  with  the  other.  There  is  a little 
tremor  of  the  outstretched  hand.  The  pain  is 
more  severe  in  the  back  of  the  neck  and  upper 
arm.  Nothing  shows  clearly  in  the  shoulder 
muscles  at  the  back,  but  at  the  top  of  the  arm.  it 
is  evident. 

This  is  one  of  the  cases  in  which  we  have 
to  speculate.  There  is  no  history  of  influenza 
so  far  as  he  knows.  We  do  not  know  much 
about  what  kind  of  a man  he  is,  how  he  was 
constructed,  and  know  nothing  about  his  blood 
chemistry. 

I think  he  has  a peripheral  neuritis,  which  is 
causing  the  muscular  trouble  in  both  arms.  I 
do  not  know  what  this  is  due  to,  but  would  think 
of  an  infection.  He  has  improved  and  will  con- 
tinue to  improve  until  he  will  probablv  get  all 
of  his  muscle  power  back,  and  the  nerve  trunks 
will  probably  get  back  in  then  normal  places. 
A\  e can  give  him  a hopeful  prognosis  and  ex- 
pect him  to  fulfill  it.  I doubt  if  electricity  would 
do  any  good  in  this  case.  Physiotherapy  is  a 
nice  thing  to  use,  but  in  this  case  I think  nature 
can  do  more  for  the  patient. 

Case  3. — Cerebral  defect  {congenital) . 

Dr.  W.  H.  Long:  This  child  is  three  years 
old  and  was  first  seen  in  December,  1928,  with 
the  history  that  she  had  never  been  quite  as  well 
as  the  other  children  in  the  family.  She  had  al- 
ways been  subject  to  slight  changes  in  tempera- 
ture, had  slept  well  and  had  a good  appetite.  Ten 
months  prior  to  that  time  she  had  an  attack 
during  which  she  was  unusually  drowsy,  but 
would  waken  readily.  She  was  subject  to  sink- 
ing spells,  when  she  would  appear  lifeless  but 
would  open  her  eyes  and  respond  when  her 
name  was  called.  She  had  moderate  acidosis 
at  that  time.  Since  then  she  has  not  been  able 
to  drink  as  well  as  formerly.  Her  lower  ex- 
tremities seem  flaccid.  She  used  to  play  with 
toys,  but  since  that  time  has  not  been  able  to 
do  so.  She  could  walk  until  that  attack,  but 
since  then  walking  has  been  impossible.  Her 
mother  thinks  she  has  lost  in  weight  and 
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strength,  although  her  appetite  is  good. 

Physical  examination  showed  that  she  is  un- 
dernourished. The  laboratory  investigations 
showed  nothing  of  significance.  She  has  been 
given  cod  liver  oil  and  the  usual  tonics  in  an 
effort  to  build  her  up. 

Dr.  Jones  : You  will  notice  the  attitude  of 
the  feet  when  the  child  stands  or  tries  to  move. 
She  shows  a very  definite  loss  of  power.  In 
the  history  of  the  case  the  mother  states  that 
she  has  found  the  child  a little  sluggish,  and 
slower  than  the  other  children,  and  she  noticed 
that  her  swallowing  was  influenced  bv  the  in- 
fluenza, or  whatever  it  was,  which  shows  that 
it  had  nothing  to  do  with  the  cerebral  condition 
that  was  present. 

This  is,  again,  a case  for  speculation.  We  can 
tell  from  the  expression  of  the  face  and  the  ex- 
pression of  the  head  that  it  is  a case  of  con- 
genital defect.  The  subsequent  illness  only  ex- 


aggerated it  for  a time  and  then  it  disappeared. 

There  is  no  interruption  of  the  knee-jerks. 
She  cannot  hold  anything  in  her  hands  for  more 
than  a minute,  and  she  cannot  stand.  I think 
it  is  fair  to  assume  that  there  is  a cerebral  de- 
fect, and  added  to  it  some  of  the  other  nervous 
symptoms  which  have  been  due  to  her  subse- 
quent illness.  The  child  is  too  young  to  decide 
about  definitely,  and  she  may  improve  within 
two  or  three  years  to  a marked  degree.  No 
study  of  the  basal  metabolism  has  been  made. 
There  is  no  history  of  injury  at  childbirth,  but 
she  has  been  backward  since  birth,  and  the  de- 
velopment that  was  coming  was  apparently  ar- 
rested by  the  acute  encephalitis. 

Dr.  Huntley,  who  saw  the  patient,  said  that 
she  had  thyroid  feeding  for  a time,  without  im- 
provement. The  principal  thing  to  do  is  to 
watch  the  upkeep  of  the  body.  I would  suggest 
that  thyroid  feeding  be  tried  again  and  the  re- 
sult watched. 


CREEPING  ERUPTION 

Report  of  a Case 
By  H.  W.  Miller,  M.D. 

CASSELTON,  NORTH  DAKOTA 


Creeping  eruption  is  a skin  disease  character- 
ized by  a narrow,  red,  raised,  linear  eruption 
which  advances  from  day  to  day.  It  is  caused 
by  the  wandering  in  the  skin  of  an  animal  para- 
site which  leaves  behind  it  this  inflammatory 
track.  The  lesion  advances  at  one  end  at  the 
rate  of  an  inch  or  more  a day  while  gradually 
fading  at  the  other  end.  The  only  symptom  is 
an  intense  itching,  most  marked  at  the  advanc- 
ing end. 

The  condition  was  first  described  by  Lee,1  in 
England,  in  1875,  and  while  the  exact  cause  in 
his  case  was  not  determined,  he  thought  it  to  be 
due  to  an  active  parasite  migrating  in  the  skin. 
The  causative  organism,  the  first  stage  larva  of 
the  horse  bot-fly,  Gastrophilus,  was  first  recov- 
ered from  a case  and  identified  in  1895  by  Sam- 
son-Himmelstjerne,2  in  Russia.  LTp  until  recent 
years  it  was  thought  that  the  disease  was  due 
only  to  this  organism,  but  we  now  know  that  a 
number  of  other  animal  parasites  may  be  the 
cause. 

One  type  of  creeping  eruption  that  is  seen 


quite  frequently  in  the  South  Atlantic  and  Gulf 
states  has  recently  been  studied  by  Kirby-Smith,3 
Dove  and  White,6  and  they  have  succeeded  in 
isolating  the  causative  organism  which,  in  this 
instance,  is  the  larva  of  a cat!  and  dog  hook 
worm.  Other  organisms  known  to  have  pro- 
duced the  disease  are  the  larvae  of  the  cattle  heel- 
fly,  Hvpoderma,  and  those  of  a nematode,  Gnas- 
thoma,  the  cases  of  the  latter  being  reported 
from  the  Orient. 

However,  the  type  of  the  disease  found  in  this 
latitude  and  consequently  the  only  one  that  is 
of  any  practical  interest  to  us  in  the  North  Cen- 
tral states  is  that  form  of  the  disease  due  to  the 
invasion  of  he  skin  by  larva  of  the  horse  bot-fly. 
Apparently  this  type  is  rather  rare,  only  some 
eighty-odd  cases  having  been  reported  in  the  lit- 
erature. Besides  the  case  reported  here,  two  of 
these  occurred  in  North  Dakota,  those  of  Ruddell4 
and  of  Wright.5  However,  considering  the  wide 
spread  presence  in  this  part  of  the  country  of 
the  bot-fly',  it  seems  probable  that  the  incidence 
may  be  much  higher  but  that  the  cases  have  not 
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been  recognized,  or  if  recognized  have  not  been 
reported. 

The  mode  of  infection  is  not  known,  but  as  the 
first  stage  larvae  are  contained  in  the  eggs  or 
nits  attached  to  the  forelegs,  the  under  jaw  or 
the  edges  of  the  lips  of  horses,  depending  on 
the  species  of  bot-fly,  it  is  easy  to  understand 
how  anyone  working  about  horses  could  become 
infected.  In  a recent  article  by  White  and  Dove® 
they  state  that,  “when  these  eggs  with  well  de- 
veloped embryos  are  rubbed  in  the  palms  of  the 
hands  the  larvae  readily  emerge  and  are  at  once 
able  to  invade  the  skin.  This  fact  suggests  pos- 
sible modes  of  infection  in  creeping  diseases 
caused  by  larvae  of  flies.” 

The  course  of  the  disease  when  untreated  is 
variable,  usually  lasting  several  weeks  or  months. 
One  case  reported  ran  a course  of  two  and  one- 
quarter  years. 

The  treatment  in  most  cases  has  not  been 
very  satisfactory.  To  cure  the  disease  it  is  nec- 
essary to  either  destroy  or  remove  the  larva.  In 
a small  number  of  the  reported  cases  it  was  pos- 
sible to  locate  and  remove  the  larva.  The  case 
here  reported  is  the  tenth  one  in  which  the  causa- 
tive organism  has  been  removed  and  identified. 

The  larva,  when  found,  is  usually  a quarter 
of  an  inch  or  more  ahead  of  the  advancing  end 
of  the  lesion  and  appears  as  a small  black  speck. 
Austmann7  has  described  a method  of  locating 
the  parasite  by  clearing  the  epidermis  with  oil 
and  searching  the  field  with  a binocular  loupe, 
which  is  worthy  of  trial.  Once  the  larva  is  lo- 
cated it  can  easily  be  removed  as  it  is  situated 
in  the  superficial  layers  of  the  skin. 

In  case  that  the  parasite  cannot  be  located, 
various  methods  of  treatment  may  be  tried. 
Scraping  the  skin  ahead  of  the  advancing  end 
of  the  lesion  has  been  successful  in  some  cases. 
Scraping  away  the  epidermis  and  applying  an  in- 
secticide has  also  been  recommended.  Hutchins8 
suggested  the  injection  of  a cocaine  solution  fol- 
lowed by  the  intracutaneous  injection  of  one  or 
two  drops  of  chloroform,  the  needle  being 
pushed  forward  from  the  advancing  end  to  the 
probable  location  of  the  parasite.  Freezing  an 
area  the  size  of  a twenty-five  cent  piece,  at  the 
probable  site  of  the  larva,  with  ethyl  chloride  or 
carbon  dioxide  snow  seems  to  have  given  prob- 
ably the  best  results.  Even  excision  of  an  area 
of  skin  has  been  resorted  to  in  some  cases. 

The  larva  removed  from  the  case  here  re- 
ported was  studied  bv  Professor  J.  A.  Munro, 
State  Entomologist  and  Dr.  F.  C.  Bishopp,  Chief 
Entomologist,  Bureau  of  Entomologv,  Washing- 
ton, D.  C.,  and  identified  as  that  of  the  nose  bot- 


fly, Gastrophilus  hemorrhoidalis.  In  the  other 
reported  cases  in  which  the  organism  was  identi- 
fied, some  were  of  this  species  and  the  others 
were  those  of  the  common  bot-fly,  Gastrophilus 
intestinalis. 

I am  very  much  indebted  to  Professor  Munro 
and  Dr.  Bishopp  for  their  help  in  identifying 
the  parasite  and  also  to  the  latter  for  furnishing 
me  with  a microphotograph  of  the  specimen. 


Appearance  of  eruption. 


Larva  of  Gastrophilus  hemorrhoidalis. 

REPORT  OF  CASE 

R.  M.,  aged  50,  farmer,  was  seen  August  6, 
1929.  He  complained  of  an  itching  eruption  on 
his  left  forearm,  which  had  begun  five  days  pre- 
viously. The  lesion,  when  first  noticed  by  him, 
appeared  as  a narrow  red  line,  slightly  elevated 
and  it  itched  intensely.  During  the  next  five 
days  this  line  had  advanced,  following  a tortu- 
ous course,  upward  and  diagonally  across  the 
front  of  the  forearm  for  a distance  of  seven  and 
one-half  inches.  Inspection  showed  a sharply 
defined,  red,  raised  line,  about  one-eighth  inch 
wide  following  an  irregular  course  up  and  across 
the  forearm.  The  lesion  at  the  starting  point 
was  somewhat  less  red  than  at  the  advancing  end. 
About  one-fourth  inch  ahead  of  the  advancing 
end  there  was  seen  a minute  black  speck.  Under 
a binocular  loupe  this  was  easily  removed  with 
a needle.  It  was  apparently  in  the  superficial 
layers  of  the  skin  as  there  was  no  pain  nor  bleed- 
ing on  removal.  When  the  patient  was  seen  the 
next  day  he  stated  that  the  itching  had  stopped 
a short  time  after  the  parasite  had  been  removed. 
The  eruption  gradually  disappeared  during  the 
course  of  the  next  two  weeks. 
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BOOK  NOTICES 


Diagnostic  Methods  and  Interpretations  in  In- 
ternal Medicine.  By  Samuel  A.  Loewenberg, 
M.D.,  F.A.C.P.  With  547  illustrations,  some  in 
color.  Philadelphia:  F.  A.  Davis  Co.,  1929.  Price, 

$10.00  net. 

This  volume  represents  a verv  excellent  and  com- 
plete text-book  on  physical  diagnosis.  The  gen- 
eral arrangement  is  very  good  in  that  the  various 
systems  are  discussed  separately  and  quite  com- 
pletely. Electrocardiography,  blood  examination, 
and  radiography  are  also  included.  There  is  an  ex- 
cellent chapter  on  the  interpretation  of  laboratory 
findings,  which  is  clear  and  concise.  The  last  chap- 
ter includes  a discussion  on  physical  examinations 
as  applied  to  industrial  life  insurance,  health  preser- 
vation, and  the  detection  of  malingering.  In  this 
chapter  are  also  included  the  suggestions  which  Dr. 
Henry  Wireman  Cook,  of  Minnesota,  set  forth  some 
time  ago  in  regard  to  insurance  examinations. 

— A.  E.  Cardle,  M.D. 

The  Nose,  Throat  and  Ear  and  Their  Diseases:  In 
original  contributions  by  American  and  European 
authors.  Edited  by  Chevalier  Jackson,  M.D.  and 
George  M.  Coates,  M.D.  Octavo  volume  of  1177 
pages  with  657  illustrations  and  27  inserts  in  col- 
ors. Philadelphia  and  London:  W.  B.  Saunders, 
1929.  Price  $13.00. 

This  is  a one  volume  work  by  75  of  American  and 
European  authorities,  edited  by  Chevalier  Jackson 
and  Geo.  M.  Coates.  It  has  1200  pages  with  657 
illustrations  and  28  inserts  in  colors. 

This  book  is  unquestionably  an  outstanding  work, 
not  only  because  it  is  written  by  our  best  authorities, 
each  on  his  favorite  hobby,  but  because  also  of  the 
way  the  material  is  presented.  It  is  very  evident 
that  the  material  is  not  taken  from  other  works  but 
instead  is  the  writers  personal  experience  and  opin- 
ions. Each  chapter  brings  the  subject  up  to  the 
minute  and  clearly  presents  it  in  an  effective  way. 
The  book  is  divided  into  six  parts. 

Part  one  deals  with  the  nose  and  accessory 
isnuses.  It  considers  the  anatomv,  inflammatory  dis- 
eases of  the  nose  and  sinuses,  the  septum,  and  all 
other  phases  related.  The  chapter  on  sinusitis  in 
children  deserves  special  mention. 
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Part  two  deals  with  disease  of  the  pharynx  and 
naso-pharnyx. 

Part  three  considers  the  ear.  The  various  dis- 
eases and  operation  are  considered  from  the  modern 
view  point. 

Part  four  takes  up  the  disease  of  the  larynx,  con- 
sidering it  from  every  aspect. 

Part  five  deals  with  peroral  endoscopy. 

Part  six  deals  with  disease  of  the  hypopharynx, 
esophagus  and  trachco  bronchial  tree. 

It  is  impossible  to  satisfactorily  review,  in  a few 
words,  a book  of  this  character.  One  must  read  it 
to  appreciate  it.  It  is  a book  of  outstanding  char- 
acter and  most  practical. 

— W.  H.  Fink,  M.D. 

Medical  State  Board  Questions  and  Answers.  By 
R.  Max  Goepp,  sixth  edition,  thoroughly  new. 
Philadelphia:  W.  B.  Saunders,  1929.  Price  $6.00. 
This  edition  of  this  old  and  well-known  book 
marks'  the  twenty-first  year  since  the  first  edition. 
The  arrangement  an  dtreatment  is  the  same  as  in 
previous  editions  and  the  only  change  is  that  made 
necessary  by  the  natural  and  constant  change  in 
questions  asked  by  State  Boards.  As  is  to  be  ex- 
pected in  a work  of  this  type,  the  discussions  are 
short  and  necessarily  superficial.  Physics,  chemistry 
and  all  branches  of  medicine  are  covered  in  the 
space  of  some  700  pages.  There  is  of  course  only 
one  use  for  the  book,  that  is,  preparing  for  examina- 
tions of  the  State  Board  type. 

— H.  B.  Sweetser,  Jr.,  M.D. 

Osteomyelitis  and  Compound  Fractures,  and  Other 
Infected  Wounds.  Treatment  by  the  method  of 
drainage  and  rest.  By  H.  Winnett  Orr,  M.D., 
F.A.C.S.  St.  Louis:  C.  V.  Mosby  Co.,  1929.  208 
pages.  Price  $5.00. 

This  book  is  certainly  a revelation  in  the  treat- 
ment of  osteomyelitis  and  compound  fractures.  Orr 
tells  us  that  the  procedure  is  an  old  one  and  yet  al- 
most the  entire  profession  thinks  that  it  is  new. 
We  are  told,  and  we  can  readily  believe  it,  that  the 
rank  and  file  of  the:  profession  can  use  this  method. 

Orr  quotes  the  teaching  of  Alonzo  Clark  who 
said,  “Don’t  treat  your  patients  too  much.  Let 
them  get  well  if  they  can.”  John  Ridlon  says  “That 
the  Orr  method  of  treating  osteomyelitis  is  so  simple 
that  it  is  difficult  to  convince  surgeons  ‘That  is  all 
there  is  to  it.’  ” 

Dr.  Orr  reviews  the  work  of  Sir  Joseph  Lister 
and  devotes  a chapter  to  the  lessons  learned  from 
the  great  war. 

His  work  on  osteomyelitis  and  compound  frac- 
tures certainly  is  an  eye-opener.  I wonder  how 
many  surgeons  have  the  courage  to  carry  out  Orr’s 
method,  which  he  has  so  beautifully  worked  out  and 
explained  to  us. 

His  clinical  results  are  little  short  of  wonderful 
and  the  men  using  his  method  inform  me  that  they 
can  get  the  same  results. 

Any  surgeon  doing  this  kind  of  work  should  cer- 
tainly see  Orr  work,  learn  his  technique  and  strive 
for  his  results. 

— O.  S.  Wyatt,  M.D. 
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POSTGRADUATE  STUDY  IN  EUROPE 

Twenty-five  years  ago  the  physician  who  had 
“done  postgraduate  work  in  Europe”  was  con- 
sidered a person  somewhat  set  apart  from  the 
rank  and  file  of  his  professional  brethern.  His 
patients  pointed  to  him  with  pride  and  “still  their 
wonder  grew  that  one  small  head  could  contain 
all  he  knew.”  This  may  be  a skeptical  age  or  it 
may  be  that  European  travel  has  become  more 
common  and  that  “familiarity  has  bred  con- 
tempt.” At  any  rate  we  have  become  somewhat 
more  wary  of  accepting  blindly  the  uplifting  in- 
fluence of  every  individual  who  has  spent  a few 
weeks  or  months  in  Europe.  Twenty-five  years 
ago  there  is  little  doubt  but  that  medical  educa- 
tion in  Europe  was  upon  a higher  plane  than  that 
in  the  States.  To-day,  except  in  certain  circum- 
scribed fields,  it  is  doubtful  if  this  is  the  case. 
The  World  War  and  subsequent  lack  of  money 
for  research  and  even  equipment  may  be  potent 
factors  in  this.  At  any  rate,  at  the  present  time 
it  is  the  writer’s  opinion  that  generally  speaking 
America  is  far  ahead  of  Europe  in  the  treatment 
and  care  of  the  sick.  Many  fundamental  ideas 
have  originated  in  the  European  clinics,  but  at 
present  these  same  ideas  have  been  improved  up- 
on and  are  being  executed  better  in  our  own 
country  than  in  Europe.  In  addition  to  this  it 
is  well  to  recall  that  we  also  have  given  birth  to 
a number  of  original  discoveries. 


It  would  at  least  seem  wise  that  anyone  who 
was  contemplating  doing  some  serious  work  in 
Europe  investigate  the  matter  carefully.  If  the 
proposed  trip  is  to  be  in  the  nature  of  a sightsee- 
ing trip  and  vacation  with  an  occasional  clinic 
thrown  in  to  salve  the  conscience  that  is  a differ- 
ent matter,  This  makes  a nice  vacation  and  pro- 
fessionally you  learn  practically  nothing — though 
your  patients  may  think  differently.  The  Euro- 
pean clinics  are  quite  highly  organized  for  the 
giving  of  postgraduate  work.  In  the  majority 
that  offer  any  definite  courses  of  instruction  defi- 
nite fees  are  charged  for  the  work.  The  classes 
of  the  best  teachers  are  often  filled  for  several 
weeks  or  months  in  advance.  Hence,  anyone 
going  to  a certain  center  for  a short  time  and 
expecting  to  get  the  work  he  wants  may  be  dis- 
appointed. The  only  way  any  real  knowledge 
can  be  gained  is  to  stay  in  one  place  long  enough 
to  familiarize  yourself  with  local  conditions  and 
to  get  the  proper  contacts  with  the  best  men. 
Even  then  it  is  doubtful  if  as  far  as  medical 
knowledge  is  concerned  one  is  not  just  as  well 
off  at  home.  “See  America  first”  has  become 
extremely  hackneyed,  but  medically,  it  is  well 
worth  thinking  over. 


NEWS  ITEMS 


Dr.  G.  D.  Crossette,  Starbuck,  Minn.,  is  now 
located  at  Morris,  Minn. 

Dr.  Olaf  T.  Sherping,  Fergus  Falls,  Minn., 
died  last  week  at  the  age  of  65. 

Dr.  and  Mrs.  F.  J.  Elias,  of  Duluth,  have  left 
for  New  York  for  a short  visit. 

Dr.  J.  R.  Ostfield,  formerly  assistant  to  Dr. 
Tones,  of  Bowdle,  S.  D.,  has  located  at  Rockham, 
S.  D. 

Dr.  R.  I.  Stewart,  formerly  of  Lindstrom, 
Minn.,  is  now  at  the  General  Hospital  of  Minne- 
apolis. 

Dr.  D.  I.  Dahl,  has  returned  to  Minneapolis, 
having  been  located  at  Becker,  Minn.,  for  the 
past  year. 

Dr.  Lloyd  Cramer  has  been  appointed  to  the 
staff  of  the  Battle  Mountain  Sanitarium  at  Hot 
Springs,  S.  D. 

Dr.  H.  M.  Johnson,  of  Crosby,  Minn.,  was 
married  recently  to  Miss  Myrtle  White,  of 
Crosby  Beach. 

Dr.  E.  C.  Hanson,  of  New  York  Mills,  Minn., 
was  recently  married  to  Miss  Margaret  Weir, 
of  Minneapolis. 
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Dr.  W.  C.  Aylen,  Mandan,  N.  D.,  has  moved 
to  Auburn,  Wash.,  where  he  will  open  offices 
for  general  practice. 

Dr.  Frank  Xaegeli,  of  Fergus  Falls,  is  recov- 
ering from  a slight  injury  received  recently  in 
an  automobile  accident. 

The  wedding  of  Dr.  McBane,  of  Rainy  River, 
Minn.,  and  Miss  Ann  Cordick,  took  place  re- 
cently in  Perth,  Ontario. 

The  new  $40,000  Community  Hospital  at  De- 
troit Lakes,  Minn.,  is  expected  to  be  open  to 
the  public  about  December  15. 

Dr.  Alex.  Ridgeway,  who  has  been  in  active 
practice  at  Belgrade,  Minn.,  for  many  years,  has 
moved  to  South  Haven,  Minn. 

Dr.  Charles  H.  Weishaar,  prominent  physician 
at  Aberdeen,  S.  D.,  was  critically  injured  in  an 
automobile  accident  several  weeks  ago. 

Dr.  Lloyd  L.  Cramer,  of  Viborg,  S.  D.,  has 
been  appointed  on  the  medical  staff  of  the  Battle 
Mountain  Sanitarium,  Hot  Springs,  S.  D. 

Funeral  services  were  held  recently  for  Dr. 
A.  Torland.  He  was  57  years  old  and  was  a 
graduate  of  the  University  of  Minnesota. 

Dr.  L.  E.  Nolan  has  moved  from  Vernon 
Center,  Minn.,  to  Minneapolis.  He  will  take  a 
course  of  postgraduate  work  in  surgery  at  the 
University. 

Dr.  J.  E.  Haes  has  left  Mapleton,  Minn.,  for 
Vernon  Center  where  he  took  over  the  practice 
of  Dr.  L.  E.  Nolan,  who  is  leaving  to  take  up 
postgraduate  work. 

Dr.  W.  A.  Coventry,  of  the  Duluth  Clinic, 
left  recently  by  automobile  to  attend  the  West- 
ern Surgical  Conference  which  was  held  in  Los 
Angeles,  December  12  and  13. 

Dr.  J.  R.  Nagle,  of  Watertown,  S.  D.,  has  left 
the  state  and  will  take  up  practice  in  Worland, 
Wyoming.  He  will  become  an  associate  of  Dr. 
Paul  Reed,  a former  classmate. 

Dr.  A.  G.  Phelps,  of  Ogilvie,  Minn.,  formerly 
of  Milaca,  is  planning  to  move  to  Minneapolis. 
Dr.  Phelps  expects  to  take  a postgraduate  in 
medicine  in  the  very  near  future. 

A meeting  of  the  Stearns-Benton  Medical 
Society  was  held  recently  in  Melrose,  Minn. 
Those  on  the  program  were  Drs.  H.  E.  McKib- 
ben,  P.  E.  Stangi,  and  H.  B.  Clark. 

Dr.  H.  E.  Kellogg,  of  Madison,  S.  D.,  for  the 
past  nineteen  years,  who  recently  moved  to  Cali- 
fornia, has  decided  to  return  to  South  Dakota, 
and  will  open  an  office  at  Brookings. 


Dr.  Charles  Bolsta,  of  Ortonville,  Minn.,  was 
named  a member  of  the  State  Board  of  Exam- 
iners in  the  basic  sciences  to  succeed  Dr.  S.  H. 
Boyer,  of  Duluth,  who  had  resigned. 

Dr.  J.  P.  von  Berg,  Albert  Lea,  died  there 
recently  at  the  age  of  71  years.  He  was  gradu- 
ated from  the  University  of  Illinois  in  1884  and 
for  fifteen  years  was  the  president  of  Freeborn 
County  Medical  Society. 

Dr.  Sverre  Oftedal,  of  Fargo,  N.  D.,  has  an- 
nounced his  intention  to  remove  to  Los  Angeles, 
Calif.,  next  month.  Dr.  Oftedal  has  practiced 
in  Fargo  for  fifteen  years  and  has  been  associated 
with  the  Fargo  Clinic  since  its  organization. 

A son  (Leland  A.)  of  Dr.  John  A.  Watson, 
of  Minneapolis,  has  brought  distinction  to  the 
University  of  Minnesota  by  winning  a Rhodes 
scholarship,  which  was  granted  him  last  week 
and  carries  a three-year  course  of  study  at  Ox- 
ford University. 

Dr.  W.  H.  Zwickey,  of  Superior,  Wis.,  was 
elected  president  of  the  Interurban  Academy  of 
Medicine  at  their  annual  meeting  held  in  Du- 
luth. The  following  officers  were  also  elected 
to  office : Dr.  W.  W.  Graves,  vice-president,  Dr. 
J.  A.  McGill,  secretary,  and  Dr.  E.  A.  Myers, 
treasurer. 

The  association  of  Drs.  Franklin  E.  Wright 
and  Henry  E.  Michelson,  of  Minneapolis,  will 
terminate  January  1,  1930.  Dr.  Henry  Michel- 
son will  move  to  the  Medical  Arts  Building, 
and  Dr.  Wright  will  continue  in  the  practice  of 
skin  and  genito-urinary  diseases  at  the  office  he 
has  continuously  occupied  for  the  past  twenty- 
two  years,  705  Donaldson  Building. 

The  annual  meeting  of  Kingsbury  County 
Medical  Society,  of  South  Dakota,  was  held  at 
DeSmet,  December  3,  at  which  time  the  fol- 
lowing officers  were  elected : President,  Dr.  D.  L. 
Scanlan,  Volga,  S.  D. ; vice-president,  Dr.  G.  I. 
Guldseth,  Volga,  S.  D. ; secretary-treasurer,  Dr. 
N.  K.  Hopkins,  Arlington,  S.  D.  After  the  scien- 
tific program  and  an  address  by  Dr.  L.  N.  Gros- 
venor,  President  of  the  State  Medical  Associa- 
tion, the  fellows  and  their  wives  wrere  entertained 
at  dinner  at  the  home  of  Dr.  and  Mrs.  B.  A. 
Dvar. 

A splendid  turnout  was  had  at  the  meeting 
of  the  Aberdeen  District  Medical  Society 
held  recently  in  Aberdeen.  After  a dinner, 
the  following  program  was  given : “The  Clinical 
Significance  of  Hematuria,”  Dr.  V.  J.  LaRose, 
Quain-Ramstad  Clinic,  Bismarck,1  N.  D. ; “Dis- 
eases of  the  Colon,”  Dr.  J.  A.  Bargen,  Mayo 
Clinic,  Rochester ; “Surgical  Gynecological 
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Problems,”  Dr.  P.  D.  Peabody,  Peabody  Clinic, 
Webster,  S.  D. ; “Medical  Management  and  Late 
Results  in  the  Medical  Treatment  of  Peptic 
Ulcer,”  Dr.  H.  A.  Brandes,  Quain-Ramstad 
Clinic,  Bismarck,  N.  D. 

The  Watertown  (S.  D.)  District  Medical  So- 
ciety held  an  annual  meeting  on  December  9, 
1929.  Dr.  L.  M.  Grosvenor,  of  Huron,  Presi- 
dent of  the  State  Medical  Association,  was  pres- 
ent and  made  an  interesting  talk  on  various  prob- 
lems of  the  medical  society.  The  following  of- 
ficers were  elected  for  the  year  1930.  President, 
Dr.  H.  W.  Sherwood,  Doland ; vice-president, 
Dr.  H.  A.  Tarbell,  Watertown,  secretary-treas- 
urer, Dr.  G.  H.  Richards,  Watertown;  censor  (3 
years)  Dr.  F.  H.  Staley,  Vienna;  delegates  to 
State  Convention,  Drs.  J.  B.  Vaughn  and  W.  G. 
Magee;  alternates,  Drs.  M.  J.  Hammond  and 
Finn  Koren. 

Dr.  J.  A.  Myers  and  Dr.  H.  E.  Michelson,  of 
Minneapolis,  were  speakers  on  tuberculosis, 
syphilis,  and  skin  diseases,  at  the  Fargo,  North 
Dakota,  program  of  the  Chamber  of  Commerce 
on  November  21  and  22.  Dr.  Myers  discussed 
the  “Non-tuberculous  Chest  Diseases,”  at  2:00 
p.  m.;  and  at  8:00  p.  m.  he  gave  a public  lecture 
at  the  Fargo  High  School  auditorium  on  “Long- 
er and  More  Efficient  Living.”  At  10:00  a.  m. 
Friday  morning  he  spoke  on  the  “Adult  Type 
of  Tuberculosis,”  and  at  3:30  p.  m.,  on  “Child- 
hood Type  of  Tuberculosis.”  Dr.  Michelson 
spoke  on  “Syphilis,”  at  10:00  A.  M.  Thursday 
morning;  “Syphilis,  and  Gonorrhea”  at  3:30  p. 
M.,  and  on  Friday  he  discussed  “Tuberculosis  of 
the  Skin  and  Demonstration  of  Skin  Disease 
Cases.” 


Location  Wanted 

A good  unopposed  practice  wanted  in  either  North 
or  South  Dakota.  Address  676,  care  of  this  office. 

Exercising  Machine  for  Sale 

Exercising  machine  never  been  used  will  be  sold 
for  half  of  list  price.  Address  669,  care  of  this  office. 

Tice’s  Medicine  for  Sale 

Tice’s  Loose  Leaf  Medicine  in  ten  volumes  and 
four  volumes  of  abstracts.  Address  666,  care  of  this 
office. 

Physician  Wanted 

Wanted  single  doctor,  recent  graduate,  to  do  con- 
tract practice.  Good  salary.  Address  673,  care  of 
this  office. 


Work  Wanted 

By  a physician  who  has  had  the  following  ex- 
perience: one  year  in  general  surgery,  three  years  in 
obstetrics  and  gynecology.  Address  675,  care  of 
this  office. 

Ultraviolet  Ray  Lamps  for  Sale 

Three  Ultraviolet  Ray  Lamps,  one  Infra-Red 
Lamp.  All  brand  new  and  will  be  sold  at  half  price. 
Description  and  prices  can  be  had  by  addressing  668, 
care  of  this  office. 

Position  Wanted 

A young  woman  with  hospital  experience  wishes 
position  in  doctor’s  or  dentist’s  office.  City  refer- 
ences. Call  Walnut  1588,  Minneapolis,  or  address 
679,  care  of  this  office. 

Physician  Wanted 

For  North  Dakota  town  of  thousand  inhabitants. 
Large  unopposed  territory,  and  cash  income  from 
eight  to  ten  thousand  dollars  per  annum.  Good 
roads  and  hospital  facilities.  Address  674,  care  of 
this  office. 

Practice  for  Sale 

Country  practice  near  the  Twin  Cities.  Best  farm- 
ing community  in  Minnesota.  German  Lutheran 
preferred,  but  not  absolutely  necessary.  Reason  for 
leaving,  am  going  to  specialize.  Address  677,  care 
of  this  office. 

Position  Wanted  as  Office  Assistant 

Position  wanted  in  office  of  either  doctor  or  den- 
tist in  Minnesota.  Have  had  three  and  one-half  years 
experience  and  am  thoroughly  acquainted  with  Vio- 
let-Ray and  Tabulator.  Moderate  salary  will  be  con- 
sidered. Address  670,  care  of  this  office. 

Physician  Wanted 

Unusual  opportunity  for  a young  physician  to  step 
into  established  Minneapolis  outskirt  practice  of  phy- 
cian  who  is  retiring  because  of  extreme  illness. 
Would  be  associated  with  ethical  established  dentist. 
This  opening  has  iust  occurred.  Address  672,  care 
of  this  office. 

McCaskey  Systems  for  Sale 

McCaskey  filing  cabinet,  and  two  McCaskey  desks 
all  in  splendid  condition.  Can  buy  the  filing  cabinet 
or  either  desk  for  one  third  of  list  price  on  cash 
terms.  Call  Geneva  3208  between  two  and  five 
p.  m.,  in  Minneapolis,  or  address  678,  care  of  this 
office. 

Therapy  Equipment  for  Sale 

As  I have  purchased  all  the  equipment  belonging 
to  the  Swett  Hospital  I am  overstocked  with  physi- 
otherapy equipment  having  many  of  the  same  units 
of  my  own  before  buying  this.  I will  sell  at  a real 
price  one  Morse  Wave  Generator,  one  Alpine  air- 
cooled Hanovia  lamp  and  one  Fischer  diathermia 
machine.  These  must  go  as  I have  no  need  for 
them.  These  units  are  nearly  new  and  in  first-class 
condition.  Will  give  prices  upon  request.  Address 
Dr.  R.  P.  Frink,  Wagner,  S.  D. 


